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Abstract 

The prevdence of disordered eating behaviors and attitudes with 454 youth in 

a Northem Canadian community, Whitehorse, Yukon was investigated. The youth 

were between 11 to 19 years of age and grades 7 to 12, and were from a range of 

ethnic backgrounds: Canadian, European Canadian, Asian Canadian, Afincan 

Canadian, and Aboriginal Canadian- 

Variables examined with the Whitehorse youth were age, grade, gender, 

ethnic background, percentage of ethnic diet, and residence. In addition, the 

Whitehorse youth were compared tu youth fiom the larger, more centralized locations 

of southem Ontario and northeastem United States on the measures of the Eating 

Disorder Iriventory-Second Revision (EDI-2). 

It was found that between 2.4 to 8.6 % of the boys and 2.6 to 6.5 % of the 

girls showed a propensity for eating disorders. Boys reported a wide range of issues 

including bulimia, interpersonal distrust, impulse replation, rnaturity fears, and 

social insecurity. Girls reported specific disordered eating behaviors and attitudes, 

such as the drive for thinness and body dissatisfaction. Maturity fears were a concem 

for Whitehorse youth, however they were greatest for the younger students. Body 

dissatisfaction was prirnarily a concem for the older students. A significant 

proportion of the Asian Canadian youth, the youth with greater percentage of ethnie 

food in their diet, and who reside away fiom family and coinrnunity acbowledged 

disordered eating behaviors and attitudes. 



It was found that Whitehorse youth had fewer disordered eating behaviors and 

attitudes than did the youth fiom southem Ontario @=dl O) and northeastem United 

States (n=l3 73). 

Conclusions drawn fkom this research were that youth in smaller, less 

centralized communities are less likely to have eating disorder concems. It was 

premised that boys' disordered eating behaviors and attitudes may overlap with other 

psychological and behavioral problems. Furthemore, it was suggested that the EDI-2 

subscales of Drive for Thinness and Body Dissarisfuction might be used for the 

identification of eating disorders in girls because of their more specific concerns. 

School-based prevention programs and a multidisciplinary approach were 

recomrnended. 
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Chapter 1: Introduction 

This study was conducted in order to investigate the prevalence of disordered 
eating behaviors and attitudes in 454 youth between the ages of 11 to 19 in a Northem 
Canadian community, Whitehorse, Yukon. In addition, students were categonzed 
according to age, grade, gender, ethnic background, ethnic diet, and residence in 
order to examine potential factors involved in disordered eating behaviors and 
attitudes. Finally the students in Whitehorse were compared to the students in 
Ontario and northeastern United States on the EDI-2 measures of disordered eating 
behaviors and atiitudes. 

This study was considered important in orcier to identie the degree of and 
factors involved with occurrences of disordered eating behaviors and attitudes in this 
seldom-researched and potentially unique community. It was proposed that there are 
factors in the North that are implicated in the eating behaviors and attitudes of the 
youth. Another reason why this study was considered important is there has been no 
eating disorder research of youth in Whitehorse or elsewhere in northem Canada. In 
this chapter, there is a brief explication of eating disorders, clarification of concepts 
used in this research paper, descriptions of Whitehorse and Northem living 
conditions, and discussion of the research questions and objectives. 

Eating Disorders 

Eating disorders have been described differently throughout the ages, as 
Brumberg (1988) illustrated in her seminal work Fasting Girls. At various times and 
in various cultures, "fatness" or "thinness" has been considered either a positive or a 
negative attribute. Given the variation in approaches and explanations taken with 
eating disorders, it is difficult to pinpoint the specific etiological factors. An 
aclaiowledged source of definition that medical and psychological practitioners ofien 
refer to for diagnostic purposes is the Diagnostic Statistical Manual for Mental 
Disorders - Foiwth Edition (DSM-IV), published by the Arnerican Psychiatrie 
Association (1 994). A sumrnary of the DSM-N diagnostic criteria is included here in 
order to provide a preliminary description of eating disorders. Further explanations 
of eating disorders integrated kom a variety of sources are discussed in the literature 
review. 

The descriptions of two main eating disorders, anorexia nervosa (AN) and 
bulimia nervosa (BN) are in the DSM-I V. In addition, there is a research cnteria 
category for binge-eating disorder (BED), as well as a category for eating disorder not 
otherwise specified (EDNOS), which is used for coding related problems when 
critena for a specific eating disorder are not met. In order to diagnose an eating 
disorder according to the DSM-IV diagnostic cnteria several physical, psychological, 
and behavioral symptoms must be present. 

To diagnose AN, there must be evidence of the physical syrnptoms of 
significant weight loss and amenorrhea. In addition, there are criteria for 



psychological symptoms of fear of gaining weight and disturbance in perception of 
one's body and shape, and behavioral symptoms of refusa1 to maintain body weight, 
and either the restricting of food or binge-eatinglpurging. There are no physical 
symptoms noted for BN in the DSM--W. However, psychological symptoms are 
described: one's tendency to self-evaluate based on body shape and weight and a 
sense of lack of control over eating. As well, the behaviord symptoms are specified: 
eating large amounts of food in a discrete penod of time (bingeing) and recurrent 
inappropriate compensatory behavior such as self-induced vomiting, misuse of 
laxatives and diuretics, and excessive exercise. As with AN, individuals can be 
classified as purging or non-purging types. The psychological and behavioral 
diagnostic cntena for BED are similar to those specified for diagnosis of individuals 
suffering fiom BN. The BED behaviors are descnbed as comparable to BN behaviors 
owing to binge eating. However, BN and BED are also considered incongrnous 
because BED individuals do not engage in the inappropriate compensatory behaviors 
than BN individuals do (Amencan Psychiaâric Association, 1994, pp. 539-550 & 729- 
73 1). 

Garner (1 991) indicated that eatùig disorders affect a growing nurnber of 
adolescents. Many researchers agreed that both AN and BN may occur in as many as 
1 to 4% of female high school and college students (Herzog, Norman, Rigoîti, & 
Pepose, 1986; Drewnowski, Yee & Krahn, 1988; Leichner & Gertler, 1988; Pyle, 
Halvorson, Neuman & Mitchell, 1986 & Szmukler, 1985). Anderson (1990) found 
that eating disorders are less common in males than in fernales. He estimated that 
eating disorders in males tum up in approximately 1 out of 6 boys. Halmi, Faik & 
Schwartz (198 1) surveyed a nonclinical population of 355 college students and noted 
that 5% of the males experienced symptoms of bulimia. In addition to investigating 
clinical and general populations for eating disorders, researchers have targeted their 
efforts at identified risk populations. Some of these researchers found greater 
occurrences of eating disorders or çubclinical eating disorders in athletes and dancers 
who experience above average pressure to diet or maintain a thin shape (Rosen & 
Hough, 1988, Warren, Stanton, & Blessing, 1990, Brooks-Gunn, Burrow & Warren, 
Garner, Garfinkel, Rockert & Olmstead, 1987 & Enns, Drewnoski, & Grinker, 1987). 

Eating disorders can be life threatening. Researchers who investigated 
anorexia reported varying rates of rnortality that fluctuated between O and 2 1% 
(Halmi, Falk & Schwartz; 198 1; Theander, 1985; & Patton, 1989). Hsu (1990) stated 
that beyond the life threat of an eating disorder, it is a problem in which cornprorises 
are evident in one's health; social life; and intellectual life; and, in children and 
adolescents, one's development. Given the senousness of eating disorders, it is 
important that as researchers identiQ numbers of persons affected, they also attempt 
to better understand the precursors of eating disorders. 



Clarification of Concepts Discussed in this Dissertation 

There are several possible ways of studying and reporting the rates of eating 
disorders in a population. Consequently, there is also a potential for confusion when 
reviewing the results of research. Researchers have employed various methods such 
as questionnaires, retrospective studies, clinical records, and interviews. As well, 
they have used comparable terms to report the rates such zs the "prevalence," 
"incidence," and "propensity" of eating disorders. 

In îhe Oxford Dictionav (1983) the defulitions of 'prevalence" and 
"incidence" provided are sirnilar and refer to "'the rate of something existing or 
occurring." "Propensity" is defined as "tendency or inclination." These dictionary 
definitions fail to capture the more specific formulations of these words when used to 
describe researc h results. For example, Shoemaker (1 998) defined "prevalenc e" as 
the actual number of cases in a defined community (usually a population at nsk) at a 
particular point in t h e .  He described "incidence" as the number of new cases in a 
specified period of time in the general population. Generally, the terms "prevalence" 
and "incidence" are utilized in this paper to present the rate of actual diagnosed cases 
of eating disorders. 

Less succinct methods were used to descnbe eating disorder concems in the 
general population, prirnarily because actual diagnoses were often not possible. As a 
result, studies were adapted to either permit potential diagnoses or were worded to fit 
the limitations of the research. Shoemaker (1998) descnbed studies in which 
questionnaire administration was supplemented with follow-up interviews pursuant to 
the confirmation of diagnoses. Thomas (1996) completed a Master's thesis study on 
Native Arnerican women in which she measured the prevalence of disordered eating 
behaviors and attitudes as opposed to prevalence of eating disorders. Laverty (1 995) 
in her Master's thesis used the term "propensity" to report the tendency or inclination 
for an eating disorder in a sample of Edmonton junior high students. Finally, some 
researchers looked at specific aspects of eating disorder precursors or symptoms. For 
instance, Stice, Mazotti, Krebs, and Martin (1999) exmined the correlates and 
predictors of dieting in a community sarnple of adolescent girls. 

Essentially, the varying definitions of eating disorders and the range of the 
methods used are partly responsible for discrepant results. Garfinkel, Lin, Goering, 
Spegg, Goldbloom, Kennedy, Kaplan, and Woodside (1995) studied BN and reported 
that some epidemiological studies of this eating disorder have generated differing 
estimates of incidence and prevalence. Gleaves, Lowe, Snow, Green and Murphy- 
Eberenz (2000) researched clinical and nonclinical sarnples for BN and concluded 
that such confusion is due to the taxonomie categorizations made for this eating 
disorder. They M e r  added that comparisons of clinical and nonclinical populations 
may not be valid. This concern regarding which population should be studied when 
detemuning prevalence was also voiced by Fairburn and Beglin (1990). They found 
that the prevalence rates obtained fiom eating disorder questionnaires to be about 3 
times higher than those detemined by interview methods. 



In this research, the terms "prevalence," "incidence," and "propensitf' were 
referred to when reporting results fiom various studies. For the purposes of reporting 
the results of this investigation, the approach adopted was the investigation of 
disordered eating behaviors and attitudes. Because the Eating Disorder Inventory - 2 
@DI-2) was utilized for this research project, verification of  eating disorder 
diagnoses was not possible. However, it was proposed th& there was a greater 
likelihood of risk for eating disorders with the greater number and severity of 
disordered eating behaviors and attitudes reported by the students. Thus with this 
approach, it was possible to investigate the potential exacerbating or protecting 
influences as well as make speculations with regard to nsks for eating disorders in 
these youth. 

In this dissertation, the terms "AboriginaI" and "First Nations" and 'Native 
Canadians" were al1 used interchangeably. In the Yukon, people often used the term 
'Tirst Nations people." In the literature reviewed, the terms "Aboriginal" and 
"Native Canadian" were most often used. Al1 appeared to be politically correct and 
were used interchangeably throughout this dissertation. 

The terms "ethnicity," "ethnie background," and "culture7' were discussed in 
the context of this study of disordered eating behaviors and attitudes. Census Canada 
(1996) d e h e d  "ethnic origin" as the ethnic or cultural group to which a respondent's 
ancestors belong. For the most part, ethnic origin pertained to ancestral roots or 
background of the person and was not confused with place of birth, citizenship, or 
nationality. A key focus adopted in this research was one's identification with their 
ethnic background. However, the EDI-2 measures for each of the student groups 
categonzed according to ethnic background were also examined. There was a large 
proportion of Aborigina! people living in Whitehorse; thus, there was the opportunity 
to examine occurrences of disordered eating behaviors and attitudes in Aboriginal 
youth. 

The category of "Canadian" as an ethnic ongin was included. Census Canada 
(1996) f o n d  that 19% of the total Canadian population and 15% of the total Yukon 
population reported "Canadian" as their only ethnic background. It was likefy that 
many Canadians perceived their roots as entirely Canadian. 

Essentially, the tems, ccethnicity" and c'ethnic background" were used to 
describe actual ancestral roots. Furthemore, the term "culture" was adopted to 
describe the associated habits, customs, and practices of a particular ethnic group. It 
is important to note that culture was also considered a description of the customs and 
practices of several types of groups, such as "youth culture" and "beauty culture." 



Northem Living Conditions 

Many population groups have been uivestigated for eating disorders in various 
communities throughout North Amenca and Europe. The Whitehorse youth were 
considered unique because they had not been studied previously and because they 
lived in the Noah. The most commonly noted differences between Whitehorse and 
communities in southern Canada and United States were the weather, the distances 
fiom large urban centers, and the lack of social resources (Dacks, 198 1; Dickerson, 
1992 & West, 1995)- These differences and others were discussed to depict their 
potential influences on the occurrence or non-occurrence of disordered eating 
behaviors and attitudes in the Whitehorse youth. 

This researcher noted several conditions while living in Whitehorse. Key 
conditions that were distinguished by residents were that it tmly was "north of sixty." 
What this meant for many was that it was cold and dark for several months of the 
year. However, northern Canada was also considered different fiom southern locales 
in many ways beyond latitude and temperature. Yukoners consider their 
"demographics" unique. Many were proud of their "great outdoors" and had claimed 
that there were more bears and moose than there were people in the Yukon (Personal 
communications, 1996-1 999 & Lost Whole Moose Catalogue, 1999). 

The demographics are slightly different in the North than they are in southem 
Canada. Dacks (198 1) stated that there are diverse Aboriginal and Non-Aboriginal 
groups of people in the Yukon. He cautioned that generalizations made of either 
group could potentially hide more than they reveal about them. Dacks described the 
Non-Aboriginal population as consisting of two types of people: the long-term 
residents who have moved their farnilies and are comrnitted to their new home, and 
the transients who moved to the Yukon for econornic opportunities and have less 
cornmitment to the comrnunity. People are transient in the North primarily as a 
consequence of the fluctuating mineral and resource economy (Yukon Bureau of 
Statistics, 1994). 

There are a greater proportion of Aboriginal people in the Yukon, and 
elsewhere in the North, than in southem Canada (Yukon Bureau of Statistics, 1999; 
NWT Bureau of Statistics, 2000; Nunavut Bureau of Statistics, 1999; Dickerson, 
1992; Ponting, 1997; & Statistics Canada, 1996). Furthemore, Dacks (1 98 1) 
indicated that there is considerable diversity within the First Nations communities 
because they are organized by regional and linguistic groupings. In the Yukon alone 
there are 16 First Nations regional groups arid 8 Aboriginal languages spoken 
(Department of Indian and Northem Affâirs, 1998). As weIl, many people who write 
about the North contend that the First Nations people in the North are more 
emotionally identified to their cultural backgrounds than urban First Nations people 
are (Dickerson, 1992; Coates, 199 1 ; Dack, 198 1 & Ross, 1992). One reason given 
for this fact is that they enjoy easier access to more traditional ways of life such as 
hunting and fishing (Yukon Bureau of Statistics, 1994). 



Beyond the weather, wildlife, and "people" aspects of living in Whitehorse, 
and elsewbere in the North, there are the limitations in access to urban conveniences 
and social services. Whitehorse youth possess fewer shopping oppomutities than do 
southem Canadian youth. Students in rural communities of the Yukon must relocaîe 
to larger centers for schooling (Yukon Bureau of Statistics, 1994). Northem residents 
must travel to southem Canada for serious medical treatment (Yukon Bureau of 
Statistics, 1994). In particuIar to eating disorders and the Yukon, concerned parents, 
teens, and teachers have indicated that they have few treatment options (Personal 
cormunications 1996-1 999). 

It is very likely that citizens of small communities throughout Canada share 
many of these concems about isolation. However, in the Yukon, distance was 
another factor: people need to travel great distances in order to access larger centers 
that provide social, economic, and cultural resources. This is considered not entirely 
detrimental, owing to the fact that many Northerners chose such a setting and develop 
activities to foster a unique northern culture and identity. 

In Whitehorse, there are several activities and celebrations throughout the 
year. There is the Storytelling Festival in June, in which various Aboriginal and Non- 
Aboriginal themes are featured. In February, there are sled dog races between Alaska 
and the Yukon; a three-day music festival called Frostbite, and the Rendemous 
celebration of the Klondike. Recently, the Whitehorse citizens hosted circumpolar 
sports events and conferences. These circumpolar events were considered essential to 
the development of connections between various northern people. Participants came 
Erom areas such as Alaska, Greenland, Russia, Nunavut, Northwest Temtories, and 
Noway. In the First Nations comrnunity, several potlatches are celebrated 
throughout the year. Potlatches typically involve sharing of food by people who 
gather to celebrate or moum. 

Given these cultural and social depictions of Northern living, one might infer 
that living in a northern comrnunity such as Whitehorse might actually be a beneficial 
factor in the protection against eating disorders. There are activities for youth from 
which they may potentially reap the benefits of a northern cultural identity and 
kinship. Iii addition, youth in the Yukon have less access to venues that are 
potentially involved in the sociocultural pressures of "body image" as felt by southem 
Canadian youth. Nonetheless, there is also a contrary inference to consider: 
Whitehorse youth have less access to prevention and treatment resources. Social, 
health, and psychological problems have been identified in the Aboriginal and Non- 
Aboriginal people of the North. 

In the Accounting qf Health survey completed by the Yukon Bureau of 
Statistics (1 994), there were substance abuse issues noted. According to the results, 
there are 3 times more marijuana or hashish users in the Yukon than in the rest of 
Canada. While the numbers of drinkers in the Yukon and the rest of Canada were 
similar, there were greater nurnbers of female drinkers in the Yukon than in the rest of 
Canada. 



Ponting (1997) described concerns for Aboriginal people throughout Canada. 
His research is worth noting because there is a large proportion of Aboriginal people 
in Whitehorse and elsewhere in the North. Statistics Canada (1996) reported that 
20.1% of the Yukon population is First Nations, as opposed to only a 2.8% 
population of First Nations people in southern Canada. The Northwest Temtones 
Bureau of Statistics (2000) reported that 29% of the population was First Nations. 
The Nunavut Bureau of Statistics (2000) reported that there was a much higher 
proportion of First Nations people: 60%. 

Ponthg (1 997) referred to government data to report on specific concerns he 
noted. He found that Registered Indian Males between the ages of 15 and 24 had a 
suicide rate that was 4 times the rate of their same-age counterparts in the larger 
Canadian population. Other problems more closely related to eating behaviors and 
attitudes have been investigated in Fkst Nations people. In the Aboriginal People's 
Survey (1 99 1) it was reported that 8 -6% of the on-reserve and 5.5% of the off-reserve 
Aboriginals in Canada had diabetes. Ponting suggested that this was a notable 
concem related to disturbed eating behaviors and attitudes because obesity is 
recognized as a potential precursor to diabetes - type II and to eating disorders. 
Young (1 99 1) and the researchers involved in the administration and analysis of 
the1 99 1 Canadian Fitness Survey corroborated this concern. They found a large 
proportion of obesity in al1 age-sex groups in six Northwestem Ontario and 
Northeastern Manitoba Cree and Obijiway communities. 

At present, there appears to be no published research regarding eating disorder 
prevalence in Aboriginal youth of the North. However, the research noted above and 
other research was indicative of a range of concerns regarding the psychological and 
physical wellbeing of First Nations youth (Ponting, 1997; Dacks, 198 1 ; Ross, 1992; 
O'Dickerson, 1992 & Kleinfield, 1994). 

In essence, there are positives and negatives incurred when living in any 
community. In this discussion, it was submitted that there are opportunities to 
participate in cultural activities in Whitehorse, just as there are restrictions, such as 
fewer resources and greater distances one must to travel for s e ~ c e s .  Also noted were 
some of the heakh, social, and psychological concems of people in Whitehorse. It 
was contended that some aspects of these living conditions are protective factors 
against the onset of an eating disorder. It was also suggested that some of these living 
conditions are risk factors, this viewpoint was taken because of the limitations for 
treôtment of existing eating disorders in Whitehorse. 

Research Questions 

The primary question addressed by this research was "What is the prevalence 
of disordered eating behaviors and attitudes in the youth of Whitehorse?" There were 
several more related questions with respect to the investigation of the following 
factors: age, grade, gender, ethnic background, ethnic diet, residence, and the 



cornparisons of Whitehorse youth with other youth groups in Southem Ontario and 
northeastern United States. These questions were grouped into three categories: (a) 
questions pertaining to population charactenstics, such as what the prevalence is for 
the overall population; (b) questions pertaining to the students categorized according 
to gender, age, grade, ethnic background, ethnic diet, and residence; and (c) questions 
regarding the reliability of the data and generalizations that can be posited, such as 
questions regarding the similanties or differences of students in the schools and 
within the various grades and age groups. Each of these related questions is included 
below- In addition, discussion regarding the rationale for each question is presented. 

(1) What is the prevalence of disordered eating behaviors and attitudes in the 
Whitehorse students according to gender? 

(2) What is the prevalence of disordered eating behaviors and attitudes in each 
of the Whitehorse age and grade groups of students? 

(3) What is the prevalence of disordered eating behaviors and attitudes in 
students in each of the Whitehorse schools? 

(4) How do the disordered eating behaviors and attitudes in the Whitehorse 
youth compare to youth groups, who live in larger and centralized 
southem Canadian and northeastern United States? 

(5) What is the prevalence of disordered eating behaviors and attitudes in each 
of the Whitehorse ethnic background student groups? 

(6) What is the prevalence of disordered eating behaviors and attitudes in the 
Whitehorse First Nations youth? 

(7) What is the prevalence of disordered eating behaviors and attitudes in 
groups of students categorized according to the percentage of ethnic food 
in their diets? 

(8) What is the prevalence of disordered eating behaviors and attitudes in 
students who rnust leave their families and communities to attend high 
school? 

Discussion of Research Questions 

Researchers who have studied the onset and maintenance of eating disorders 
have indicated that gender and age are commonly identified factors (Garner, 199 1 ; 
Hsu, 1990; Shore & Porter, & Vandereyecken, 1998). Many researchers agreed that 
females are at greater risk for eating disorders, and that older teens and young adults 
are at greater risk than younger teens and children, and older men and women 
(Flament, Ledoux, Jeammet, Choquet & Simon, 1995; Russell, 1986 & Stewart, 
1998). 

Less-researched factors of ethnic background, ethnic diet, and residence were 
also considered. These factors were included for two reasons: first, these factors have 
not been investigated as extensively and the results might be applied to better 
understand the precursors of eating disorders; second, because it was possible that the 
experience of living in Whitehorse may make them relevant. The factors of grade 
and school were included to ensure that the results were applicable to the age groups 



found in each grade and to ensure that the results were homogeneous among the 
schools. It was felt that if no differences were brought to light with the analysis of the 
school and grade factors, then conclusions regarding the 454 youth might be 
considered representative of the overall youth population in Whitehorse and 
potentially of other Northem Canadian youth. Essentially, the primary goal regarding 
the assessrnent of the factors of age, gender, ethnic background, ethnic diet, and 
residence was to ascertain whether or not these factors are ïnvolved in disordered 
eating behaviors and attitudes found in the Whitehorse youth and, if they are, to 
provide appropriate recomrnendations. 

The research question regarding urban versus rural youth prevalence for 
eating disorders, attitudes, and behaviors was based on denning Whitehorse as rural 
or semi-urban. Statistics Canada (1 999) indicated that Whitehorse was a city of 
approxirnately 19,000 people. In Whitehorse, citizens enjoy some of the resources 
found in a large city because it is the capital of the Yukon. However, there was also 
an acknowledgement that there are fewer seMces and resources in Whitehorse. 
Essentially, Whitehorse was described as semi-urban or rural because of the small 
population and because of the lunited access to shopping and other resources. TO 
assess the possible influence of living in a small commwiity versus a large one, the 
Whitehorse students were compared to youth in the larger centers of southern Canada 
and northeastem United States (Shore & Porter, 1990 & Rosen, Silberg & Gross, 
1986). 

There were two reasons for investigating differences between youth in 
different population settings in this study. First, to expand on research regarding 
eating disorders and other related psychological concems, which has to date been 
inconclusive with respect to urban and rural or semi-urban youth. And second, to 
detexmine the accuracy of the contention that Whitehorse youth, like other rural or 
semi-urban youth, are less likely to experience eating disorder concems. 

There was some research directed at youth and adults with regard to eating 
disorders and level of urbanization. Hoek (1991) reviewed the literature on rural and 
urban eating disorder occurrences and found comparable numbers of cases of 
anorexia in both urban and rural settings and greater numbers of bulimia cases in 
urban setiings. He concluded that the prevalence of eating disorders is generally 
lower in srnaller communities. Other researchers have found that people fiom =al 
areas and small cities are protected fiom the sociocultural influences on appearance. 
For example, De Azevedo and Ferreira (1992) completed research comparing rural 
and urban youth in less industrialized countries than Canada. They found that the 
youth there are isolated fiom sociocultural pressures on appearance. They suggested 
that these youth are less influenced than youth of more Westem industrialized 
countries. Although De Azevedo and Ferreira were looking at additional factors of 
less industrialized societies and economic structures, their findings were of particular 
interest in this study of adolescents in Whitehorse, who are geographically insulated 
from some sociocultural influences of mainstream Westem society. 



With this urban versus rural or semi-urban question, there were other factors 
aside from population and resources to consider. The isolation and distances 
experienced in northem cornmunities the size of Whitehorse and smaller rnay be 
irnplicated in occurrences or non-occurrences of eating disorder behaviors and 
attitudes. This possibility was discussed earlier, where aspects of living in the North 
were presented. Fundamentally, it was premised that the Whitehorse youths' 
isolation fiom the media exposure and shopping opportunities available to urban 
youth is a protective factor against excessive preoccupation with body image. On the 
negative side, given the isolation and distances fkom larger southern centers, 
Whitehorse youth have fewer opportunities to test and develop confidence in their 
ability to cope with the demands of a complex and highly technological society. 

In addition to the northem culture and identity that one may experience in 
Whitehorse and other areas of the North one must consider the culture of one's ethnic 
background. For some Canadians, ethnic background is of little concem, particularly 
with respect to eating behaviors and attitudes. However, for rnany other Canadians, 
their ethnic background is a primary aspect of their lives and is involved in many of 
their behaviors and attitudes. In this study, the role of the students' ethnic 
background, ethnic diet, and residence in eating behaviors and attitudes was 
investigated. 

At present, few eating disorder researchers have studied ethnic background 
factors with adolescent populations. There are various beliefs regarding the 
relationship between eating disorders in adolescents and ethnic background. One 
proposa1 put forth by Pumariega (1986) was that it is the degree of acculturation into 
North Amencan society that is involved in the occurrence of eating disorders in 
minority youth and adult populations. Essentially, he suggested that the likelihood of 
disordered eating behaviors and attitudes increases with one's level of acculturation. 
Researchers of eating disorders who have utilized eating disorder questionnaires have 
found that there is a lower prevalence of eating disorders and related "body weight" 
concems in certain ethnic groups. They also indicated that there are increases in 
these concems as the exposure to "Western values" increases (Babbitt, Edlen-Nezin, 
Manikam, Surnrners & Murphy, 1995). 

Ethnicity was not the entire focus of this ethnic background question, although 
the First Nations youth were of interest because of their large population in 
Whitehorse. Instead, like Pumariega (1 %6), the cultural aspect of ethnic background 
was considered. In particular, it was proposed that greater identification with one's 
ethnic background and related culture is a protective factor against disordered eating 
behaviors and attitudes. 

There have been exarnples of the facilitation of youth's developmental 
transitions by one's culture cited in anthropological studies. Brooks-Gunn and Reiter 
(1 992) described various anthropological studies of puberty rites, which were used to 
assist youth with developmental transitions so that they could expenence pride as 
they enter into adulthood. In many cases, puberty rites were common practices for 



early Aboriginal people. Carlick (1 995) described the puberty rites of the Inland 
Tlingit people. One exampie presentcd ti.zt was related to eating behaviors was that 
girls were isolated and observed food taboos in order to pass symbolically fiom 
childhood to womanhood. In summary, in analyzing the ethnic variable, a primary 
question posed was whether or not one's identification with his or her cultural and 
ethnic background is a protective factor or a risk factor in disordered eating behaviors 
and attitudes. Eating disorder research regarding percentage of ethnic food in the diet 
and residence was not found. In al1 likelihood, this was because there was no existing 
data on these topics. Since thcse were novel considerations, an explanation and 
rationde for considering them is inchded below. 

Specific to this research was the proposal that a greater percentage of ethnic 
food in the diet might be indicative of CO-occurring protective factors against 
disordered eating behaviors and attitudes. More specifically, in this research there 
was the suggestion that a youth who reports a greater percentage of  ethnic food in the 
diet may also enjoy the benefits of greater family and ethnic/cultural involvement. 
Aiso suggested was the premise that a greater amount of ethnic food in the diet is 
characteristic of healthier nutritional opportunities. The reasoning here was based on 
intuitive supposition that although persons within each ethnic group eat somewhat 
different foods, most of them incorporate foods that are recognized as essential to 
meeting a body's nutritional requirements. Thus, the proposition was that students 
who reported a greater percentage of ethnic food in their diets were protected fkom 
eating disorder problems socially and emotionally by greater fmilial and 
interpersonal support and physically by healthier eating practices. 

The question regarding "residence" was posed because several rural Yukon 
students had to leave their home and community to attend school in Whitehorse. It 
was contended that for the most part, family and community are important protective 
factors against eating disorders. Consequently, students who must move away from 
their family and community for school might very likely experience psychological 
isolation. In addition, they might have fewer healthy eating opportunities found in 
the shared meals and nutritional foods characteristic of family dining. Essentially, the 
position considered was that moving away fiom one's farnily and community might 
present as a risk factor for youth. The reasoning applied was that the youth are 
isolated fkom their support system and lack the social and nutritional benefits of 
meals with the family. Furthermore, students who are strongly identified with their 
ethnic background are separated fiom their traditions and customs. 

One can refer to some research findings to identiQ the consequences of 
separation fiom one's community. For example, Wein and Wein (1995) reported that 
the incidence of diabetes mellitus is greater for Aboriginal people that live in the 
southern urban areas as opposed those who live in the srna11 community settings of 
the North. Drawing from this finding, it was suspected that for some Aboriginal 
people access to one's community and corresponding traditional eating practices are 
protective factors against eating disorders. This factor might also be applicable with 
the other ethnic groups that were investigated. 



Essentially, both of the questions regarding ethnic food in diet and residence 
were formulated based on the belief that the psychological and physical benefits of 
identification with and belonging to a family and community are essential to healthy 
eating behaviors and attitudes. The Whitehorse youth provided the unique 
opportunity for exploring these research questions. These young people came fiom a 
range of ethnic backgrounds, and many left their homes and communities to attend 
school. 

Outline of the Dissertation 

In Chapter Two, past and current understanding of eating and eating disorders 
are discussed. Definitions of normal eating behavior and eating disorders are 
included. There is a range of definitions, explanations, and approaches for eating 
disorders, such as the biomedical, social, cultural, and psychoIogica1 approaches. In 
addition, each of the variables investigated in this study is discussed: age, grade, 
gznder, ethnic background, ethnic diet, and residence. Finally, research regarding 
eating disorder prevention and intervention is presented. 

In Chapter Three the procedures of investigation and analysis are described. 
These inchde the selection of a research approach and questionnaire, and the 
procedures ernployed to gather and analyze data. As well, preliminary limitations and 
delimitations are considered. In Chapter Four, the data results are presented and 
discussed. In Chapter Five, there is discussion of the implications of the findings. In 
particular, prevention, intervention, and treatment possibilities applicable to 
Whitehorse youth are considered. Finally, the limitations and delimitations of the 
study are reviewed and recommendations for m e r  research efforts are provided. 



Chapter 2: Literature Review 

Descriptions and Definitions of the Eating Disorders 

A great deal of effort has been focused on looking for and ident img causes 
of eating disorders. Generally, it is agreed that there are psychological, behavioral, 
and physiological markers involved in eating disorders. AN and BN are the two most 
common and life-threatening eating disorders. According to James (1989), AN and 
BN have been descnbed as both syndromes and symptoms. As syndromes, eating 
disorders are characterized by dysfunctional eating and weight-reducing behaviors. 
As symptorns, the eating disorders are diagnosed as secondary to other psychiaoic 
concerns such as schizophrenia and depression. Although not diagnosable conditions 
according to the DSM-IV (1 994), serious eating problems such as overeating, obesity, 
and irregular d i ehg  have been linked to AN and BN as predisposing factors 
(Lawrence & Dana, 1990; Polivy & Hermann, 1985; Striegel-Moore, 1993; Stice & 
Agas 1997; Stice, Maztotti, Krebs & Martin, 1998). These subclinical eating 
problems are important to consider when ident iwg at-nsk behaviors and attitudes 
associated with eating disorders. As with the effects of eating disorders, one's 
functioning and overall fulfillment and enjoyment of life is compromised when one 
has a subclinical eating problem. Descriptions and explanations of the eating 
disorders and subclinical concems regarding eating problems are in the following 
sections. 

Anorexia Nervosa 

The Latin translation for "anorexia nervosa" is a 'hervous lack of appetite." 
This definition is misleading because the sufferer of AN is often hungry and stniggles 
to control his or her appetite and obsession with food (Garner & Garfïnkel, 1985; 
Levenkron, 1982; Long, 1987; Sacker & Zirnmer, 1987). 

AN is characterized by many defining attributes such as hormone 
disturbances, the physical consequences of fasting, use of laxatives, hypothalamus 
abnormalities, and CO-existing affective disorders (Arnencan Psychiatrie Association, 
1994; Bmch, 1973; Sours, 1980 & Carlson, 1986). Persons with AN show a rnorbid 
fear of body fat. Crisp (1997, 1998) descnbed this fear slightly differently for 
adolescents, "The adolescent with AN shows a fear of adolescent weight and its 
maturational consequences, not a fear of fat @.49)." 

In contrast to a diverse age range found with other eating disorders, anorexia 
occurs primarily in teens and young women. The reason younger age groups are 
more vulnerable to AN has been attributed to several factors. From a medical- 
biological perspective, the appearance of AN at a young age may be due to changes in 
a young woman's endocrine (hormones) status, which in turn is involved in 
metabolism alterations. For example, Carlson (1986) reported that food intake and 
body weights of Iab animals are affected by the hormones progesterone and estradiol. 
He suggested that this hormone factor is similarly involved in the hurnan fernale's 



food intake and body weight (p. 475). Another often cited factor is that the behaviors 
of young women such as prolonged fasting and use of laxatives have adversely 
affected their metabolisms (Halmi, 1978 & Sours, 1980). From a psychodynamic 
viewpoint, Bmch (1979) described AN as one's inability to face the task of 
maturation because of delayed ego development, family dysfünction, and personality 
charactenstics. 

Hsu (1990) listed the physical signs of AN as ''strkhg emaciation, dry skin, 
yellowish discoloration, lanugo over the tnink, face and extremities, cyanotic 
penpheries, dependent edema, and stunted growth especially in early onset anorexia 
nemosa" (p.40). 

Bulimia Nervosa 

Bulirnia is a reiatively new diagnostic category in eating disorders. Russell 
(1 Wî), who had conducted extensive research and treatrnent with the eating 
disorders, first coined this term and specified the diagnostic criteria in the 1970s. 

The Latin translation for bulimia nervosa is "nervous eating Iike a bul." Key 
problems of this eating disorder are noted beyond this definition. These include 
feelings of disparagement and depression after a binge, a morbid fear of becoming 
obese, and lack of control over food consumption. There also appears to be a cluster 
of behaviors, attitudes, and personality charactenstics associated with bulimia. 
Essentially, individuals with bulimia engage in overeating and bingeing behaviors, 
purging behaviors, and present with a belief that this is the only way to control 
weight. The personality characteristics of individuals with BN are varied. However, 
the most cornrnon presentations noted are impulsivity, low self-esteem, borderline 
personality disorder, and poor coping strategies (Garner, 199 1 ; Russell, 1992 & 
Crisp, 1997). 

Key behavioral characteristics of BN are bingeing and purging through a 
variety of methods, including regurgitation, excessive exercise, fasting, and strict 
dieting. Reasons given for the binge-purge behavior have been described as bingeing 
or overeating to deal with stress, and purging to reduce anxiety regarding fear of 
gaining weight from overeating(Persona1 communications fiom clients, 1995-1 999). 
Garner (1991) suggested that individuals with BN expenence "fear of fat" and "drive 
for thinness" to the same degree that persons with AN do. 

The difference between these two eating disorders can be identified in the 
behavioral approach each individual uses when dealing with food. A person with BN 
usually ensures weight control by purging, while the person with AN usually controls 
weight with severe food restriction. Stice and Agas (1999) completed a study with 
265 wornen who were diagnosed with bulimia and discovered that there are two 
subtypes: the ones presenting with dietary problems and those with a mix of dietary 
problems and depressive presentation. The latter groups of women reported more 
eating and weight obsessions, social maladjustrnent, and higher rates of mood, 



anxiety, impulse control, and personality disorders. Stice and Agas suggested that 
dieting is a central feahire of bulimia and that the depressive affect is evident in a 
subset of cases. 

Practitioners who work with persons who have eating disorders and 
researchers of the incidence and prevalence of eating disorders have indicated that 
diagnosis is difficult because of the secrecy and embarrassrnent the sufferers 
experience (Hsu, 1990 & Vandereycken & Noordenbos, 1998). In a former shidy of 
eating disorders, one participant who had formerly struggled with BN stated, 
'T3ulimia was a more acceptable addiction than other addictions. It's clean" (Tessier, 
1993). Apparently, as with addictions, one's disclosure of the eating disorder was an 
important £kst step in recovery, and this person had achieved that Grst step. 

Individuals with bulimia are more difficult to identify by body size and weight 
than individuals with anorexia. Some persons with bulimia have characteristics of 
anorexia, in that they are skeletal-looking, while others can fall withui a range of 
body types, fiom normal size to and significantly overweight. Hsu (1990) described 
some of the physical signs of BN sufferer: '"ey may appear flushed, have swollen 
safivary glands, dental erosion and callouses on the hands" (p.40). 

Binge-Eating Disorder 

Lawrence and Dana (1990) suggested that compulsive eating behavior might 
represent a third serious eating disorder. It is recognized as a potential diagnosable 
disorder in the DSM-IV (1994) and called binge-eating disorder (BED). This 
diagnostic category is described as one r e q u i ~ g  m e r  research. The person with 
binge-eating disorder is usually overweight; however, there are some individuals that 
control their weight by purging or by the use of laxatives. They may be within a 
normal weight range for their body types. Like a person suffering fkom BN, a person 
that has BED eats more than he/she needs or wants because of confision regarding 
physical and emotional cues. Also, like a person suffering f?om BN, the binge-eater 
suffers fkom attributing body size and food consurnption with social identity and self- 
concept. Wilfley, Friedman, Dounîhis, Stein, Welch & Bail (2000) investigated the 
rate and treatment implications of CO-morbid psychopathology in BED occurrences. 
They indicated that depression and other Axis 1 and Axis II disorders in the DSM-IV 
are significantly related to the severity of BED. They also indicated that persons with 
BED are more likely to have the Cluster B personality disorder problems such as 
borderline personality disorder and narcissistic personality disorder. Thus, these 
persons may appear to be somewhat drarnatic, emotional, and erratic. 

Other Eating Problerns 

Other eating problems that were noted in the literature were not as clearly 
identified as an eating disorder. However, they were noted for the effects on 
emotional, physical, and social health and could be considered precursors to 
diagnosable eating disorders. These eating problems were described in the literature 



as activity anorexia, developmental and reactive obesity, excessive overeating, 
excessive dieting and exercising, and '%in-fat" people. (Epling & Pierce, 1991; 
Kron, Katz, Gorzynski & Wuner, 1978; Wheeier, 1990; Orford, 1985; Bruch, 1957, 
1973). 1 reviewed these eating problems in the literature review because there are 
more occurrences of subclinical eating disorders, disturbed body image and dieting, 
and disordered eating behaviors and attitudes than there are actual occurrences of 
eating disorders withui the general population. 

Activity Anorexia 

Activity anorexia has been described as a subcategory of AN (Epling & 
Pierce, 199 1 ; Kron, Katz, Gorzynski & Wuner, 1978 & Wheeler, 1990). This eating 
problem is the result of the interaction and reinforcement of two behaviors: 
overactîvity and food avoidance. Epling & Pierce (1991) and Kron, Katz, Gorzynskie 
and Wuner (1978) described the physical and psychological processes of activity 
anorexia in the following way. An individual with activïty anorexia experiences a 
change in his or her personality and refuses food or eats small amounts. The decision 
of whether or what to eat is determined according to the amount of exercise he or she 
does, usually it must be at least 2 to 3 hours a day in duration. Paradoxically, the 
person with activity anorexia eats less as he or she gets more exercise although his or 
her body requires more food. Epling and Pierce (199 1) attributed this paradox to the 
effects of neurotransmitters: When endorphins are released as a result of excessive 
exercise, a feeling of fbllness and contentment is induced, thus the individual 
experiences a reduced desire and motivation to eat. 

Wheeler (1990), who studied both male and female athletes, descnbed a 
sirnilar phenomenon. He depicted eating disorder behaviors on a behavioral loop. 
People are reinforced by the positive feedback they receive for a slim appearance; 
consequently, a dysfiuictional interaction of compulsive exercise and poor eating 
habits is perpetuated. Wheeler suggested that this behavioral loop is comxnon among 
athletes and professional dancers. Activity anorexia is an important eating problem to 
note and recognize as a potential precursor or cousin to AN, especially in physically 
active populations. 

Obesity 

Discussion of obesity is included here as a risk factor for a subclinical eating 
disorder because some researchers have identified a link between the dieting of obese 
individuals and occurrence of eating disorders (Marcus, Wing, & Lamparski, 1985; 
Hudson et al, 1988; & Marcus & Wing, 1987). Furthemore, researchers have noted 
that occurrences of eating disorders in males are usually preceded by premorbid 
obesity (Lawrence, 1990 & Hsu, 1991). As well, obesity had been identified in the 
First Nations cornmunity in Canada (Ponîing, 1997). Finally, obesity is considered a 
widespread concem (Cntser, 2000; Stacey, 2000; Young, 1999; & Jotirttal of Medical 
AssociaCion, 2000). Gamer (1 99 1) included the EDI-2 scales Bzdimia and Impulse 
Regzdation in order to assess eating disorder syrnptoms such as binge eating. He 



indicated that some obese individuais who binge might warrant a diagnosis of 
buiimia. 

Hilde Bruch (1957) reported that there are obese people with and without 
psychological concems. She described three categones of obese people with 
psychological concems. She said there are reactive obese people, who engage in 
overeating in response to stress and who tend to use food as a source of cornfort. 
There are developrn enta2 O bese children and adolescents, who are overly concemed 
with their size, yet fear the possibility of becorning small and weak. Finally, there are 
thin-fat people, who have Lost weight but continue to view themselves as ovenveight 
(p.228). Her descriptions were relevant to this research project because these 
problems were charactenstic of some of the concems listed on the EDI-2 scales, such 
as bulimia, binge eating, impulse regulation, body dissatisfaction, and drive for 
thinness. 

Excessive Eating, Dieting, and/or Exercising 

One final group of eating problems to consider was that of excessive eating, 
dieting, and/or exercising. The key aspect here was that one's behavior was 
excessive to the point of being called an addiction; and, consequently, treatment was 
recommended based on the principles of Alcoholic Anoqmous (Orford, 1985). 
People with these c'excessive" problems may also have had some of the behavioral 
symptoms characteristic of the eating disorders, AN, and BN, as well as some of the 
other eatùig problems. Excessive eating, dieting, and exercising might be 
charactenzed as a potential precursor to an eating disorder or as a subclinical eating 
disorder, given that a person has some of the syrnptoms but not all. 

Physiological and Psychological Aspects of Eating and Eating Disorders 

Tessier (1993) examined eating disorders and a range of eating problems with 
theoretical and qualitative analyses and suggested that eating problems should be 
viewed as o c c d n g  on a continuum with the eating disorders. This approach was 
also supported by some researchers who claimed that strict adherence to clinical 
diagnostic standards could result in delayed treatment and limited understanding of 
the precursors to eating disorders. Garner, Olrnstead and Garfinkel(1984) and 
Nylander (1971) placed a clinical or severe eating disorder, which they described as 
tife threatening, at the extreme end of the continuum. Hsu (1990) recognized a 
continuum in which dieting is at one end of the continuum and AN is at the other. 
Gleaves, Lowe, Snow, Green & Murphy-Eberenz (2000) indicated that many 
researchers who have evaluated continuity and discontinuity eating disorder models 
had produced inconclusive resuIts. 

It appears that many researchers are still in disagreement regarding diagnostic 
and categorical approaches that should be taken with eating disorders. Nevertheless, 
a continuum approach was considered appropriate when one's objective is to include 
a range of behaviors, body shapes, and the degree of threat to life in part of a 



diagnosis. For this present research, the continuum perspective was helpful to keep in 
mind for studying the prevafence of disordered eating behaviors and attitudes in the 
general population. As well, because both males and females were studied, male 
cases could potentially be excluded if diagnostic standards are based on symptoms 
that characterize eating disorders in females. For example, the DSM-IV (1994) 
diagnostic cnterion of amenorrhea for AN does not apply to males. 

Furthemore, it was proposed that in any research study or clinical treatment 
in which one considers subclinical presentation and/or precursors to an illness as well 
as the illness itself it is also important to understand the converse: normal and healthy 
functioning. Essentially, a continuum perspective is inclusive, and healthy behaviors 
can be compared to problematic behaviors. Following is a summary of normal and 
healthy eating processes in which socially leamed behaviors and physiological 
components of eating are discussed. Various biomedical, sociocultural, and 
psychological explanations and approaches to eating disorders are then reviewed. 

Eating as a Natural Body Process: Explainhg Physiological Components 

In any discussion of eating disorders given to the general population, it is 
essential to describe what the baseline "normal" behavior is. This is probably most 
true for youth, because they are potentially more susceptible to extemal influences. 
Schoemaker (1998) cautioned people who conduct screening or provide prevention 
programs for eating disorders to be aware that they may unwittingly suggest the 
wrong ideas to healthy people. He cited cases in which people started exhibiting 
disordered eating behaviors such as vorniting and use of laxatives following their 
doctor' s questions regarding eating disturbances (p.201). 

At the outset of the eating disorder presentations given to the Whitehorse 
students who participated in this research project, this researcher provided them with 
Tim Hortons Timbits. As they ate the Timbits, there was a discussion of the normal 
aspects of eating. In particular, we focused on the taste and texture of food, the 
physical and emotional feelings induced, and memories evoked while eating. ??ie 
Whitehorse students responded positively to this discussion. They volunteered 
examples of how feelings and memories were induced by certain foods and smells of 
food. They also provided examples of when they ate food in response to strong 
emotions such as sadness, excitement, anger, and boredom. The approach used with 
the eating disorder presentations was characteristic of the approach taken in the 
following literature review : to discuss first the healthy aspects of eating, and then to 
provide information regarding the physical, psychological and social aspects of eating 
disorders. 

Hunger and Satiety 

When and how much a person eats is determined by a complex interaction of 
innate and learned responses. Physical hunger is considered the initial and primary 



instigator involved in the start of a meal. It is produced by metabolic signals, which 
are triggered when stored nutrients are depleted. The detectors for these signals are 
Iocated in the liver and brain. Social factors are equally involved in hunger. For 
example, one might experience hunger in reaction to a number of situations, such as 
the presence of appetizing food, the Company of people who are eating, or even the 
words, "It's time to eat." Furthemore, people often eat in the absence of a need for 
food, such as when they are feeling emotional or bored. Geneen Roth (1982) has 
written extensively on the tendency for people to confuse emotional needs with 
hunger. Her therapeutic approach is to encourage people to recognïze and 
differentiate between physical and emotional hunger. 

A person should stop eating when the need for food is satisfied. This involves 
both biological satiation processes and socially leamed cues. Biological processes are 
initiated by a number of metabolic signals. For example, portion sizes are affected by 
the feedback one receives from the digestive system and fkom neural and hormone 
changes (Shils & Young, 1988). As with the instigation of hunger, the ability to stop 
eating is also attnbuted to learned responses. Thus, when food is familiar, a person 
eats what he or she has learned to be a proper amount. 

The explanation of the naturd physiological mechanisms of hunger and 
satiation is a starting point by which to consider eating disorders. Eating problems 
and eating disorders are a deviation from a natural process of ingesting, digesting, and 
establishing metabolic rates. Whether one is researching the topic of eating disorders 
or treating individual clients with eating disorders, an understanding of the innate 
wisdom of the body is essential. 

Biomedical Factors of Eating Problems and Eating Disorders 

A brief overview of research regarding the biomedical factors of eating 
disorders was included in this literature review for a few reasons. First, it was 
considered important to be aware of the body processes that are involvsd in eating, 
eating problems, and eating disorders. Second, because there is a range of treatrnent 
methods and theones regarding eating disorders and integration of these into 
multidimensionaI approaches are recommended to treat al1 aspects of an individual. 
Third, when the classes on eating disorders were presented, the Whitehorse youth 
who participated in this study were provided this information at an age-appropnate 
level. The information was used as a basis for discussing how one can reduce the risk 
for eating disorders with proper diet, nutrition, and exercise. 

Hormones 

Hormones trigger cessation of eating and slow or speed up chernical reactions 
in response to food (Gonzalez and Deutsch, 1981). Homones have been identified as 
key players in regulating weight; and when there is an imbalance or malfunctioning 
of hormones, they have been attributed to obesity, compulsive eating, bulimia, and 
anorexia (Carlson, 1986). 



The key point in considering homones when discussing eating disorders was 
the awareness that there is a delicate balance of regulatory rnechanisms that can be 
upset. For example, eating disorders have been known to occur secondary to diabetes 
mellitus, which is related to abnonnalities in the insului-glucagen system (Steiner, 
Sanders, Ryst, 1995). Essentially, hormones are affected by one's nutrition, level of 
stress, menstmai cycles, growth spurts, and affective state. In short, there is a cyclic 
chain of interaction: hormones affect behavior and in turn are affected by behavior. 

Understanding the role of hormones in developrnental changes was helpful 
when explaining and treating eating disorders with youth. At puberty, there are 
changes in endocrine status; as a result, the youth's metabolism and related neural 
rnechanisms involved in hunger and satiety are altered. Wade and Gray (1979) 
studied laboratory animals and found that food intake and body weights are modified 
by the hormones progesterone and estradiol. If cne were to extrapolate from these 
findings, one could surmise that the adolescent boy or girl might be physiologically 
motivated towards abnormal eating or dieting because the hormones progesterone and 
estradiol are drastically affected durhg this period of growth. 

Hypothalamus 

Discussion of the hypothalamus was included to emphasize the need for 
medical assessment, particularly in cases in which lesions are implicated in 
disordered eating. In addition, it was contended that awareness of the interaction 
between the brain and other hormonal and bodily processes allows one to recognize 
the interplay of biological and psychological factors of eating disorders. 

Those who have investigated the role of the hypothalamus have reported that 
lesions in the hypothalamus are linked to occurrences of dysfunctional eating or 
digesting (Carlson, 1986). EssentialIy, the normal relay of messages associated with 
healthy ingestive behaviors can be obstructed by lesions. Consequently, the body is 
unable to utilize food as a £bel, and there can be either overeating and obesity, or lack 
of eating (Gold, 1973 & Jones, Sawchenko, Hetherington & Ramon, 1939 & 
Kapatos, 1977). 

The work of researchers in the area of psychophysiology and neurology who 
have noted the role of biology in eating disorders is even more relevant to this 
research, which was conceived primarily as an investigation into the psychological 
and social aspects of disordered eating behaviors and attitudes. As a result of these 
studies, preexisting conditions and the residual effects of an eating disorder on the 
brain were vx~!airrsd. Seeger and Lehmkuhl's (1993) study was relevant to this 
present rzsearch because the reciprocal roles of one's body image and one's 
emotional state were demonstrated. 

Seeger and LehmMil(1993) examined 10 adolescents with AN and 10 age 
and-cognitively matched normal controls for reactions to the presentation of 



emotional stimuli by providing a random sequence of visual depictions of thick and 
t_hin models. They found that adolescents with AN showed shorter reaction times and 
prolonged latencies of P3OO at Ieft fiontocentral sites when presented with the 
emotionally high-loaded stimuli (pictures of a thick female silhouette). They 
suggested that low-weight AN patients may have had a body-image-related deficit in 
neuronal processing at the fiontocortical area of the brain when there is a stimulus 
with a high affective load. This fmding was interesthg in light of the characteristic 
"fear of fat" and resistance to feeding that persons with anorexia exhibit once they 
start to gain a little weight. 

In a similar line of reasoning regarding the impact of an eating disorder on 
thought and emotions, Casper and HelIer (1991) concluded that the adolescent's 
increased capacity to acknowledge negative af5ect durirîg weight gain may be due to 
enhanced activation of the nght hemisphere. They also offered this as an explanation 
for the reluctance of a restricted eater to return to normal eating behavior and former 
weight. Their ideas were engaging, especially in LÏght of the fact that depression has 
often been associated with eating disorders and effectively treated with antidepressant 
medication (Garner, 2 99 1). Rothenberger, Dumais-Huber, Moll, and Woerner (1 995) 
speculated that adolescents with anorexia might suffer fiom some transitory frontal 
lobe deficitthat can have an impact on their ability to adequately evaluate their body 
size and health. They concluded that because neuronal deficits are closely related to 
body weight and eatïng behaviors, a pnmary therapeutic objective must be to increase 
body weight if somatic and mental functions are ever to be restored (p.215). 

Serotonin 

S erotonin is an inhibitory neurotransmitter substance that has received much 
attention and has been linked to problems with sleep, eating, aggression, and 
depression. Researchers have not clearly described serotonin as a primary concem in 
the eating disorders. However, it appears that it is a treatable factor: clinical trials 
with antidepressant medications have been proven effective for both depression and 
bulimia (Garner, 199 1 : Hsu, 1990 & Crisp, 1980). Interesting findings regarding the 
divergent reactions of male and fernale adolescents to Iow serotonin leveis have been 
noted. Alper (1986) identified low serotonin levels in girls with BN and AN, and in 
boys who were delinquent and suicidal. It appears that serotonin levels, as well as 
hormone levels, were implicated in the expression and type of illness one presents 
with. Furthemore, one's biology and psychology is affected by the societal 
expectations for males and females. 

Metabolism 

The concept of metabolism has received a great deal of interest, especially 
fkom persons interested in altenng their body's metabolism in order to burn calories. 
A key concept linked to metabolism is the basal metabolism rate, which is referred to 



as BMR. There is lack of agreement regarding the likelihood that metabolism rates 
are inherited. Halmi (1978) suggested that because the person with anorexia has 
engaged in prolonged fasting andlor use of laxatives there is an effect on his or her 
metabolism rates. He m e r  stated that it is difficult to tease out the hereditary 
differences in causation fiom the physiological consequences of starvation, laxative 
use, or restricted eating. 

Shils and Young (1988) descrïbed and attributed the BMR to five infiuences: 
body surface area, themodynamie efficiency of the body, the hormone thyroxin, the 
type of fuel (food) ingested, and the type of activity in one's life. Given that food 
consumption and activity are conscious and not autonomic behaviors and are at least 
two of the factors involved in one's BMR many people have reasoned that they can 
train their body for a more efficient metabolism. This reasoning has been applied and 
used both successfully and unsuccessfully by dieters. A severe reduction in food 
intake or ingestion of food that does not fulnll the body's energy requirements c m  
result in a less efficient metabolism. In fact, many people who have dieted for years 
clairn that although they lose weight during a diet, they regain it and more when they 
stop dieting. 

The body requires a certain amount of energy to maintain the body processes. 
Exercise is considered an important part of the energy balance equation. Garrow 
(1978) noted that one's BMR drops with underfeeding. Orford (1985) explained the 
BMR phenornenon: "This represents a nidimentary control system such that when 
energy supply is reduced expenditure falls, tending to protect energy stores fiom 
excessive depletion'' (p.79). These facts are interesting to consider with respect to 
the person with activity anorexia as described by Epling and his colleagues (1991). 
An individual with activity anorexia exercises more and eats less and thus lacks 
protected energy stores. Ultirnately, important muscle and protein tissue instead of 
fat becomes depleted when one does not maintain the energy balance equation. 
Another factor regarding BMR to consider is the gender differences in muscle mass. 
The female body has a larger percentage of body fat than does the male body; 
therefore, the male may be better able to maintain an efficient metabolism. 

In the class given on eating disorders to the participants in this research 
project, a car running more smoothly because its oil and fuel levels are maintained 
was likened to the body's ability to burn calories more efficiently if food levels are 
maintained. This example was used to help the youths visualize the metabolic 
processes that they can control witfi: activity and diet. A parent of a teen who had 
attended this class reported that it was a positive experience for this teen because she 
realized that if she ate regularly and sensibly she could manage her weight better than 
if she dieted (Personal communication, 2000). 

Some researchers implicated disturbances with the metabolic functions 
involved in hunger, satiety regulation, mood regulation, and impulse control to the 
effects of eating disorders. Brantner-Innthaler, Nasserbakht, Shih, & Steiner (1994) 
found metabolic disturbances after weight rehabilitation with an adolescent sample 



they studied. Accordîng to their results, the adolescents with restrictive anorexia 
required the most calories to maintain their daily weight, while patients with bulimia 
required the least. They added that these differences were apparent for several 
months and contended that their findings could be applied to greater understanding 
and recognition of the pre- and post-morbid charactenstics of eating disorders. 

Genetic Predisposition 

Genetic models have been considered in the explanation of a range of somatic 
and psychological problems. Accordùig to the genetic approach, to have a genetic 
predisposition to an eating disorder is not necessarily to be born with one but to be 
vulnerable to exposure and mitigating circumstances. There were problems with 
adopting this mode1 to explain eating disorders. First, there is little chance of 
substantiating claims of hereditary causes because it is impossible to separate the 
biological and environmental factors involved. Second, the treatment is limited to 
avoiding exposure of nsk factors. Hsu (1990) reviewed data on twin studies and 
found a greater concordance rate for monozygotic twins than dizygotic twins with 
AN. However, he also stated that these rates are suggestive of a genetic 
predisposition to an environmental induction process in the pathogenesis of an eating 
disorder. 

There were inconclusive findings regarding inherited factors of AN, BN, and 
other eating problems (Bruch, 1973; Christianson, 1929; & Griffiths & Payne, 1976). 
This researcher conceptualized the interaction of genetics and environment in a 
c'domino-effect" progression, in which one's inhented physical size is involved in 
one's eating behaviors and attitudes. Essentially, for the hrst domino, the balance is 
tipped when one has inherited a large body shape and as a result engages in excessive 
dieting (possibly to confonn to a thin societal standard). The second domino is the 
consequences of excessive dieting, which are a less effective metabolism and greater 
weight gain. The third domino in this series is the desperate attempts to lose weight 
that follow fbrther unhealthy dieting and excessive exercising. This progression of 
hstration with unsuccessfbl weight control efforts despite increasingly drastic 
measures might potentially result in an eating disorder. 

Set Point 

The nature versus nurture controversy over what affects one's body size was 
prernised on the debate of whether one inhents a ratio of fat cells and a "set" weight 
to which one's body naturally returns after a diet or if one develops that set point 
through eating behavior. Set point is generally descnbed as the weight and level of 
fat tissue to which one's body naturally returns after periods of dieting. 

Shils and Young (1988) noted that there are three developmental periods 
when body growth velocity is highest, hence these may be times when the 
development of the percentage of fat cells or adipose tissue are set. Interestingly, 
these growth periods occur during periods when a person would be vulnerable to 



overeating: the final trimester of pregnancy (wherein the mother's unusual eating 
habits are responsible for the neonate's increased fat ratio), during the fïrst two years 
of life, and during adolescence. 

What is of M e r  interest to note is that during the body's hi& growth stages 
of infancy and adolescence, the corresponding cognitive and emo tional processes are 
operating at peak levels. Throughout development, the chiId is focused on learning 
about self and about his or her world; however, identity issues are especially 
paramount during the adolescent growth periods. At that time, there is a reciprocal 
reIationship occurrïng: eating behaviors are affected by thoughts and feelings 
regarding identity, and one's fat ratio and set point are fixed by these eating 
behaviors. In other words, if a youth is unhappy or overwhelmed, he or she may 
overeat, and thus his or her fat ratio is affected. 

Set point is not only detennined by periods of overeating but dso by type of 
diet. This means that during key growth spurts, a hi& fat diet is hplicated in the 
increases of fat ratio and the body set point. Understood this way, set point theory 
can be applied to explain a situation in which developmental processes, as well as the 
m o d i m g  influences of emotions on eating, are detemiining factors in one's body fat 
ratio. 

Whether one's set point can be attributed to hereditary factors or to eating 
habits during critical developmental periods is unsettled. However, what appears to 
be true is that set point is a determinant in one's weight and diet control throughout 
life. Ley (1980) reviewed findings and supported this conclusion. He found that 
ovenveight people consistently regained their former weight despite continued dieting 
and that low weight people could not gain weight no matter what or how much they 
ate. 

Stress and Physiological Reactions 

Stress has been identified as a factor in overeating and in the refûsal to eat. 
Bmch (1957) descnbed several of the young patients she treated who had started 
overeating in response to a stresshl family environment. The factor of stress has 
been observed in this researcher's clinical work. Some clients have indicated that the 
end of a stressfül workday was the tirne they were most likely to binge. In addition, 
some stated that bingeing was a coping strategy that they missed once there was a 
reduction in the fkequency of bingeing and purging. One client reported that she did 
not know what to do with the emotions that arose in the absence of her binge-purge 
coping strate=. 

Dysfûnctional eating behavior in reaction to stress is not lirnited to our 
complex and demanding era. Brumberg (1988) followed the history of several girls 
in the 1800s with anorexia and documented how they reacted to familial coddling and 
societal constraints commonly expenenced by females at that time. She reported that 
starving behavior was often triggered in response to a traumatic or stressful event. 



She characterized this as a psychological and physical interaction: With 
environmental stress there is emotional arousal, and subsequently there are 
comesponding neural and endocrine changes involved in the modification of eating 
behavior. 

Rowland and Antelman (1976) implicated stress as a primary factor in the 
overeating situation. Through their research, they found that rats whose tails were 
pinched during two daily sessions increased their caloric intake by up to 129%. 
Another possibility with regard to stress is that the body is put into the stressfil 
condition of starvation by poor eating habits. The body recovers and prepares for 
further potential starvation by storing and converting food to fat stores. There is a 
sunival component to this type of regdatory mechanism. It is likely that when our 
ancestors were exposed to starvation they survived because of the increased level of 
eating that occurred once they found food and also because food absorption was a 
prïmary directive of their biology. Also, in association with this rationale, differences 
between weight gains experienced by males and females could be attributed to the 
biological needs of pregnant females who require an increased fat ratio in order to 
withstand stress and cold and to carry a baby to terrn and lactate. 

In summation, stress was figured into the eating disorder paradigm as a 
survival mechanism. In situations of psychological and emotional stress, one uses 
food consumption or food denial as a coping strategy. In situations of physiological 
stress such as starvation, one's body copes and suvives by absorbing and converting 
the food into fat stores, 

Addiction Mode1 

The addiction medical mode1 is usuaily used to describe dmg addiction or 
alcoholism. Orford (1985) suggested that an excessive appetite or overeating might 
be conceived in this way. This suggestion was based on the phenornenon of food 
craving resembling other addictions. For some persons with an eating disorder, their 
experience is like the expenences of people in a state of addiction or dependence in 
which they are overwhelmed by an uncontrollable craving and acquire a sort of 
habituation to overeating. In the EDI-2 questionnaire administered to the students in 
this research project, there was recognition that a problem with control of impulses is 
characteristic of an eating disorder. There are three scales that incorporate some of 
the problerns with food addiction. These are called the BuZimia, Impulse Regdation, 
and hteroceptive Awareness scales. 

Eating disorders may also share sirnilarity with h g  and alcohol addictions in 
that there is the possibility of a genetic biological predisposition. In other words, 
whether you beccjme addicted to food or dmgs, there is a biological vulnerability to 
become addicted. To support this finding, researchers have identified links to 
alcoholism and manic depression in families of persons with bulimia (Garner, 
Garfinkel, Schwartz & Thompson, 1982). 



There are some compelling reasons for applying an addiction mode1 to e a h g  
disorders, such as looking for causal factors and utilizing treatment approaches. 
However, there are also problems. Food is a biological necessity and thus differs 
significantly fkom other substances used by addicts. As well, some of the pessimistic 
proposes for addictions are based on chemical dependency; yet the only h o w n  
relationship to chemical dependency of eating disorders is the release of endorphins 
that result fkom starvation and exercise, Moreover, some foods such as chocolate 
have been atîributed to the release of "feel-good homones." However, in light of the 
parallels found in these behaviors of excess, and the consequential bodily damage 
incurred with thern, a conceptual bridge between the addictions and eating disorders 
is important for the development of more progressive and effective treatments. 

A final compelling rationale for considering parallels between disordered 
e a h g  habits and addictions is in the experience of overeating. Essentially, people 
with eating disorders or subclinical eating problems may be on a "rollercoaster" of 
gainhg and losing weight al1 their lives and many seem unable to fiee themselves 
fkom preoccupation with food. Recognition that this is a similar struggle for addicts 
was apparent in organizations such as Overeaters Anonymous, which are based on the 
principles of Alcoholics Anonymous. Generally, descriptions of how the body "gets 
hooked" and how one can be treated are found in addiction models. There appears to 
be both a 'body addiction" and a "behavioral addiction" element to eating disorders. 

Biomedical explanations and approaches that are considered in connection 
with eating disorders are included here to underscore the importance of identimng 
physiological factors and to acknowledge the interaction ofphysical factors with 
social and psychological factors. In the following sections, 1 discuss the social and 
psychological explanations and approaches taken with regard to eating disorders. 

Sociocultural and Psychological Explanations for Eating Disorders 

There are several ways to illuminate the impact of sociocultural and 
psychological factors on eating problems and eating disorders. One could outline the 
historical and current sociocultural effects in a manner sirnilar to the way Brumberg 
(1988) does. One could analyze psychological constructs and theories such as 
perfectianism, boundaries, and leaming and behavior theory, to name a few, and 
relate how they are relevant to understanding the fbnctioning of self and society with 
respect to eating behavior (Tessier, 1993). One could also review feminist 
explanations for reasons why eating disorders are more cornmon in the female 
populations (Orbach, 1993; Woodman, 1980; & Wolfe, 1990). 

Ideally, one's approach to dissemination of knowledge is congruent with the 
objectives of the research. In this research project, the primary focus was to 
investigate the prevalence of disordered eating behaviors and attitudes. nie EDI-2, a 
well-known psychometric instrument, was used to obtain measures of the following 
constructs: drive for thinness, bulimic behavior, body dissatisfaction, impulse 
regdation, social NisecuriN maturiîy fears, aestheticisrn, interpersonal distrust9 and 



ineffectiveness. These constnicts were primaril y derived from psychological and 
sociocultural factors. Therefore, in this discussion, approaches that pertain to 
psychological and sociocultural perspectives of eating disorders are presented. As 
well, there are historical descriptions of eating disorder occurrences in order to 
illustrate the interaction of society and psychology and their possible effects on the 
self 

Sociocultural Explanations and Approaches 

A predominant theme when considering sociocultural factors was one of 
society affecting the individual. Philosophers claim that we tmly only become human 
through socialization. Whether we are "animal loquens" as descnbed by Ernst 
Cassirer (1976) or "socialized individuals" as described by Lev Vygotsky (1986), it 
seems clear that the individual's thoughts, behaviors, and emotions are in part 
affected by society. A sociocultural perspective is comprehensive in the sense that 
one can consider the impact of several societal and cultural variables involved in 
eating disorders, such as the effects of family and peers, and the peripheral effects of 
school, media, workplace, and the economic or power structures of govemment. A 
predominant goal taken with a sociocultural perspective is the exploration into how 
individuals act, think, and l e m  in the social aspects of their lives. 

There is general agreement in the many arenas of ps ychology, sociology, and 
philosophy that society influences an individual fiom infancy to death. The roots of 
the "society effect" start with the "eating" infant who develops not only physically 
but also socially and emotionally when fed. Enkson (1963) proposed that related 
psychosocial needs such as security and love are attained in the nurtuRng process of 
feeding. When the psychosocial needs are fulfilled, the child develops a resilient self- 
esteem and can confidentiy explore his or her world. Maslow (1968) conceptualized 
human needs in a hierarchy and specified that one's most basic needs are food and 
security. Mitchell (1973) summarized that the psychological needs fulfilled during 
infancy and adolescence are: needs for affection, security, acceptance, self-respect, 
achievement, recognition, Ilidependence, and order. Overali, these needs are 
considered necessary in order for the child to actualize potentialities. Essentially, the 
early eating scene of nurturing interactions between infant and parent is the 
foundation for a plethora of emotional development. 

Beyond the importance of nurturing, and the representative power of food on 
the child, social eating behavior mles are also acquired. During meal times, a child 
learns the rules of sharing, etiquette, and conversation. Healthy and natural eating 
conditions are considered important not only in meeting the biological needs of the 
child, but also in presenting opportunities to develop trust and to bond with his or her 
family and to learn social niles and interactions. 

Empirical and theoretical researchers have noted how gaps in the 
simultaneous satisfaction of one's biological, social, and psychological needs are 
involved in occurrence of eating disorders (Sours, 1980; Griffiths & Payne, 1976; & 



Rosiechuk, 1987). Steinhausen, Bo yadjieva, and Neumarker (1995) reviewed and 
cited researchers who identified sociocultural factors in the etiology and maintenance 
of eating disorders @Nicola, 1990a & 1990b; Garnnkel& Garner, 1982; Ganier, 
Garfinkel& Olmsted, 1983). They summarized fiom these sources and cited the 
following conclusions: 

(a) there is a female predominance; (b) middle and upper classes are more 
fiequently affected; (c) the incidence is increasing; (d) there is a development 
gradient across cultures in this type of Western ilhess; (e) certain types of 
occupation such as dancers, models, or athletes carry a greater nsk; (f) 
developmental, family, social and cultural factors serve as predisposùig 
elements, and (g) life stress events function as precipitating factors (p.37). 

Because of the several factors identified with eating disorders, many 
practitioners and researchers of eating disorders now recognize the necessity for 
multidimensional approaches (Russell, 1986, & Garner, 199 1). A multidimensional 
approach is described as one in which physical, emotional, social and psychological 
factors are acknowledged and addressed. These factors are discussed in the following 
sections in order to illustrate how historical and current sociocultural factors are 
applied to eating disorders. 

Historical Accounts of Eating Disorders 

By drawing upon historical accounts of eating disorders, one is able to trace 
the evolution of the perception of the body in society. There are several histoncal 
accounts of women with eating disorders; this is primarily because there are fewer 
instances of eating disorders in males throughout tirne. Nevertheless, there are. sorne 
early occurrences of eating disorders in males documented by Morgan (1694) and 
Gu11 (1 874). In addition, researchers have indicated increasing numbers of eating 
disorders in males (Anderson, 1985; Cnsp & Tom, 1972). For the most part, 
however, it is generally agreed that there is a greater impact of society on the female 
identity than on the male identity. Ferninists such as Morgan (1984), Freedman 
(1988), and Fnedan (1986) and other researchers such as Bnimberg (1988) have 
described the histoncal and current impact of society on the female body. 

Bnunberg (1988) provided an account of the female's drive for thinness 
throughout history. She contended that women have used control of appetite, food, 
and body to communicate their fhstrations. She also suggested that the meaning of 
self-imposed starvation has changed. Eating disorders were noted as occurhg in the 
context of aesthetic, altruistic, and religious statements. For example, St. Catherine 
of Sienna, who lived during the Middle Ages, existed on a handful of herbs each day. 
Ross (1992) descnbed altruistic motivations for starvation in the early Aboriginal 
hunter-gatherer society. He reported that the aged and infirm would voluntarily wak 
offinto blizzards to die when food was in short supply so that the younger generation 
could survive. There is limited historical documentation regarding instances of 
bulimia; this is IikeIy due to the differences in the two eating disorders. The AN 



symptoms of abstinence and self-starvation are more politically drastic than are the 
BN symptoms of overeating and purging. 

The few histoncal accounts of persons with bulimia were gathered fiom 
inferences made fiom depictions of earlier eating practices in film and literature. In 
the FelIini-Iike films of Ancient Romans, characters were shown eating excessively 
and then using vornitoriums to purge the food. Visser (1992) cited Erasmus (1530) in 
his treatise de civilitate and concluded that bingeing and purging occurred and was 
judged negatively in earlier times. "Withdraw when you are going to vomit; vomiting 
is not shameful, but to have vomited thraugh gluttony is disgusting" (p.67). 

Susan Orbach (1993) is a psychotherapist who works in the area of eating 
disorders. She suggested that the present-day fascination with eating disorders is a 
potential factor in the increased prevalence of bulimia. According to her, some 
desperate dieters learn about weigD:-management strategies fiom eating disorder 
literature or presentations and embrace the dangerous weight control measures such 
as purging and the ingestion of laxatives and ipecac. 

Laverty (1995) outlined the progression of eating disorders in women and 
related their occurrence to art and fashion dictates. She reported that artists 
throughout time, especially during the Renaissance, ". . .modified the charactenstics 
of the female body, while the depiction of the male body remained constant. They 
were either Herculean, muscular and massive, or Apollonian, blonde and lissome" 
@. 10). She stated that such dictates of fashion on the body started most notably in the 
18" century, a tirne when the body was altered to fit the fashion because of the 
introduction of mass production of clothing. in other words, women had to alter their 
body size to fit the clothes, whereas in former times the clothes were altered to fit the 
women. 

Today, eating disorders are more ofien attributed to media influences and 
societal idealization of the thin body. Wolfe, (1990, 1997) in her books m e  Beatriy 
Myth and Prorniscufies, contended that some women submit themselves to rigorous 
diet and surgery to achieve the ideal beauty image. This is a dangerous practice 
because societal perception of beauty changes. For example, the average Miss 
America contestant's weight has dropped fiom 134 pounds in 1954 to 117 pounds in 
1980. As well, the average female mode1 has 25% less body weight than the average 
North American female. In school programs such as the B. C. Eating Disorders 
Curriculum (1999), there is acknowledgement of societal effects on one's drive for 
thimess and body dissatisfaction. For example, included in the lesson plans are 
activities in which the students are encouraged to critique magazines and media for 
misleading and destructive body image messages. Levine and Smolak (1998), who 
have researched the effectiveness of eating disorder prevention programs, also 
emphasized the need to include instruction on media analysis. 



Family Factors in Eating Problems and Disorders 

Family factors have been considered in both the historical and recent research 
on eating disorders. The following is a review of the research that is intended to 
investigate the relationship between eating disorder onset and maintenance, genetic 
factors such as family traits, and comorbidity within families. In addition, the eating 
disorder research with regard to famil y dyshction and family cultxre are reviewed. 

Familial aggregation has been noted in studies of persons with both AN 
(Strober, Lampert, & Morrell, 1990), and BN (Kassett, Gershon, & Maxwell, 1989; & 
Hudson, Pope, & Jonas, 1987). Researchers of the concordance rate for AN and BN 
in M s  found convincing results: There is a higher rate of incidence for monozygotic 
twins than for dizygotic twins (Holland, Sicotte, & Treasure, 1988; Kendler, 
MacLean, Neale, Kessler, Heath, & Eaves, 1991). Steiger and Stotland (1 999, who 
cited this research, cautioned that the concordance rate is more evident with AN than 
with BN (p.55). 

The hypothesis that a person is more wlnerable to an eating disorder if there 
are mood disorders or related psychological disturbances in a family member has long 
been a controversial topic in the research. In support of this hypothesis, Piran, 
Kennedy, Garfinkel, and Owens (1 98 5) conducted controlled studies of lifetirne 
prevalence of mood disorders and reported that many of their subjects had relatives 
with an eating disorder. On the other hand, researchers such as Kassett et a1 (1989) 
and Strober et al (1990) related that it is more often the case that the probands 
themselves, not their families, have the mood disorders. One final proposal, which is 
still debated, is that the family-genetic effects involved are inherited traits such as 
perfectionism, which is often characterized in the profiles of individuals with eating 
disorders (Crisp, Harding & McGuinness, 1974; Garfinkel, Garner, Rose, Darby, 
Brandes, OYHanlon, & Walsh, 1983; & Casper, 1990). 

Family dynamics have also been studied for their effect on the presentation of 
an eating disorder in a son or daughter. Earlier in this century, Margaret Mead (1940) 
observed that the Amencan middle class child-rearing practices are premised on 
conditional love. She described the situation as the following: "Parents show 
affection when their child outstrips another in cornpetitive enterprises and become 
disappointed and distressed when their child lags behind others" (p.45). This type of 
family dynamic could very likely set in place a pattern of perfectionism and instill 
feelings of ineffectiveness. Perfectionism and feelings of ineffectiveness are two 
factors related to eating disorders. These constructs are included as scales on the 
EDI-2. 

The concept of a "family culture" of concerns around body image, weight, and 
eating has also been postulated in eating disorder research. There have been 
inconclusive findings regarding family culture and eating disorders. Hill, Weaver, 
and Blundell(1990) and Pike and Rodin (1991) identified a link between a mother's 
eating attitudes and the influence she has on a daughter's beliefs and behaviors 



around eating. Researchers who work with clinical samples have related that they 
found parents of eating disorder sufferers who present with both normal and abnormd 
eating attitudes (Hall, Leibrich, Walldey, & Welch, 1986; Garnnkel et al, 1983; Hall 
& Brown, 1983; & Wold, 1985). 

Families with a child, teen, or young adult with an eating disorder have been 
studied in order to identiQ patterns of interactions. Steiger and Stotland (1995) 
described families of children with anorexia as "enmeshed, conflict-avoiding" 
families who "limit autonomy" and who have "oedipally- tinged"a1liances. These 
researchers based these descriptions on their findings and on collaborative examples 
they found in their research (Owen, 1973, & Houben, Pierloot, & Vandereycken, 
1989). For example, Owen (1973) noted instances of mothers of anorexies who were 
overly identified with their daughters. In addition, Houben et al (1 989) described 
family patterns of eating disorder patients: Many had strong attachments to mother 
and father-daughter boundary problems. Families of children with BN were 
described as "incohesive, disengaged, high in conflict, and limited at expressing 
feelings, and with destructive over involvement in their chikiren's lives" 
(Wonderlich, 1992; & Johnson & Flach, 1985). These researchers contended that the 
greater the degree of farnily dysfunction, the greater the seventy of BN symptoms. 

The differences that exist between restrictor-binger e a h g  disorder types have 
also been studied with respect to family dynamics. Steiger and Stotland (1995) 
summarized the findings fkom these studies. They stated that there are 'hvo broad 
and opposing tendencies - one linking dietary restraint to familial enmeshment and 
conflict avoidance, the other linking symptoms of bulimia to open conflicts and 
hostilities" (p.61). These tendencies were noted in some of the family differences 
found between the families of penons with anorexia or bulimia. 

Peer Factors in Eating Problems and Disorders 

Peer group behavior and influence have been found to be important 
socializing agents in many arenas of one's life, especially during adolescence. 
Erikson (1963) described adolescence as a period of growth in which either role 
identity confusion or role integration occurs. It is very likely, then, that group 
pressures are involved in an adolescent's behavior and self-evaluation. Given the 
findings of eating disorder onset during this developmental period, an awareness of 
the impact of peer influences is important and necessary (Garner, 1991 ; Steinhausen, 
1995 & Vandereycken & Noordenbos, 1998). 

In the following sections, the impact of peer influence on eating disorders is 
accounted for in three areas of functioning: group deviancy or conformity, gender 
roles, and the effects of peers on social confidence and self-esteem. 



Rubington and Weinberg (1968) described deviancy theory to account for 
behavior that involves breaking societal rules. This behavior might also be 
considered an important contributor to one's development because identity formation 
necessitates breaking away fiom the social noms of parents. This phenomenon is 
particularly notable in the adolescent's need to develop fashions that are different 
fkom the adult population. Deviancy theory c m  be applied to eating disorders, 
particularly because '%body image" is one aspect of an individual's identity. 

Both starving and bingeing have been identified as deviations fiom normal 
eating behavior. Which behavior occurs seems to depend upon one's relative 
identification with the peer group. In the arena of food, finding a group that one can 
identify with, and share one's eating and dieting behaviors, is a factor in reducing the 
stigma of deviation fiom the larger population. In this way, deviancy is a matter of 
social definition: one confoxms to the peer group md deviates firom another, larger 
group. For example, Paxton and Schutz (1999) found that youth in cliques that 
ranked high in body image concerns and dieting behaviors nianifested these concems 
in ways consistent with a weightlshape-preoccupied subculture. In addition, Tessier 
(1993) found that group identification with peers that have sirnilar disordered eating 
behaviors and attitudes ofien involved sharing methods of purging, such as vorniting 
together and discussing effective laxatives. 

Another aspect of group conformity or deviancy to consider is the penpheral 
eEects of peer "role-models" portrayed in the various forums of media. Magazines, 
television, newspapers and movies are considered influentid contributors to the 
conformity to a prescribed body image. This was particularly apparent in youth that 
identie with role models and modiw their eating and exercising behavior. Judith 
Rich Harris (1998) wrote the controversial book The Nùrture Assumption, in which 
she addressed the topic of peer influence. She suggested that children are more 
affected by their peers and the peer role models they view in media than they are by 
parents and other authonty figures. Relevant to the hypothesis that adults play a 
minimal role in an adolescent's behaviors and attitudes, Levine and Smolak (1998) 
reported disappointing results fiom eating disorder prevention programs that are 
didactic in nature and are taught b y adults. They recomrnended use of a participatory 
approach in order to facilitata greater interaction among peers on topics of healthy 
eating and dieting. 

Interaction of Gender Roles in Eating and Dieting 

It is generally understood that teenage girls and women share their food 
interests and dietary habits and concems more than men do. Food preparation has 
historically been the domain of the female; therefore, a degree of preoccupation is 
expected, especially if female teens identim with fernale role models and peers. This 
in itself is not a destructive activity; however, girls with eating disorders go beyond 



healthy preoccupation and exhibit abnomal behaviors and attitudes regarding food 
and thinness and couple their self worth with their body size. 

The female diet and image concerns have been documented in several studies 
and have been accounted for in several different ways (Byrne, London & Reeves, 
1968; Centers, 1972; Guy, Rankin & Norvell, 1980 & Deaux & Hama, 1984). 
Herman and Polivy (1980) found that women weigh themselves more often than men. 
Mon, Pliner, and Chaiken (1987) noted that contemporary American women are 
more concerned with body weight, food, and eating than are men. Mori and his 
colleagues contended that women exhibit heightened preoccupations with weight and 
dieting because of the propensity in our society to equate a woman's attractiveness 
and success with thumess. In their research, they discovered gender biases in 
perception of rnasculinity and femulinity. Essentialiy, both male and female subjects 
rated a male normal-weight silhouette as most masculine but rated only the thin- 
female silhouette as most feminine. Following these research fmdings, Mori and his 
colleagues conducted a fbrther study regarding the relationship between one's eating 
habits and the effect of self-image and beliefs about people's perceptions of feminine 
attributes. They found that women ate less when motivated to present themselves in a 
ferninine light, especially when they were in the Company of an attractive male, but 
f o n d  no similar pattern with males. Their findings were interesting to consider 
because they are prime examples of how gender differences regarding food, body 
image, and diet are enactcd. 

Psychological Factors and Approaches 

There is little doubt that a societal obsession for thinness exists in North 
America. It is especially apparent in females. It also is evident that eating disorders 
occur more fkequently in females than in males. Given these conclusions, many 
researchers have been led to investigate the gender differential and in doing so have 
noted the distinctly different impact of social and psychological forces on males and 
females. It appears that the female individual internalizes societal body images more 
than the male individual does. In this section, 1 discuss potential psychological 
factors involved in such adherence to societal standards as well as other psychological 
factors that are notable in the occurrence of eating disorders. 

Explanations regarding ps ychological functioning have long b een 
contemplated in several different disciplines. Three primary areas of psychological 
functioning that have undergone a great deal of scrutiny by eating disorder 
researchers are personality traits, cognitive styles, and attachment patterns. In the 
realrn of personality, it appears that the general risk profile symptoms for anorexia are 
anxiety, obsessiveness, perfectionism, and overcompliance (Crisp, 1980; Casper, 
1990 & Cooper & Fairburn, 1985). The nsk profile symptoms for bulimia was 
described as emotional lability, depressed mood, and counter-phobic independence 
(Garner, f 99 1 ; Hsu, 1990; Cooper & Fairburn, 1986 & Anderson, 1988). 



Adolescents with eating disorders have difficulty with certain cognitive tasks, 
such as conceptualizing redistic images of their bodies and forming appropriate 
attitudes regarding the mastery of their bodies (Rosenbaum, 1993 & Frielander, 
1990). Ln the area of attachment, Steiner, Sanders and Ryst (1995) explored issues of 
separation and individuation and found that they are related to an anorexic 
adolescent's fear of growùig up and becoming independent. Discussion of the 
personality and cognitive styles and attachment patterns is integrated into the 
following discussion of psychological topics often investigated in the eating-disorder 
research: self-esteem and social confidence, perfectionism, body image, and 
separation and individuation concerns. 

Self Esteem and Social Confidence 

Rosenberg (1 989) proposed that there is heightened awareness of self-image 
in adolescence. He stated that adolescence is a time of major decisions, especially in 
late adolescence, when one asks, "What wi l  1 do" and/or "Who will 1 be?" As well, 
it is a time of exceptional physical and psychological changes in which the 
adolescent's picture of self is "shaken up"(p.4). 

There is Iittle doubt that adolescence is a t h e  of identity issues, particularly 
those that that are involved in one's self esteem and social confidence. Researchers 
who have focused their efforts on understanding the role of self-esteem in eating 
disorders distinguish gender and age as key factors. Button, Sonuga-Barke, Davies & 
Thompson (1996) investigated the role of self-esteem in the etiology of an eating 
disorder. They administered self-esteem questionnaires to 594 girls between the ages 
of 11 and 12, and followed up 3 to 4 years later with questionnaires intended to 
rneasure eating behaviors and psychoiogical problems. They found that girls with 
low self-esteem are at risk for eating disorders by the ages 15 to 16. Sugar (1 993) 
reviewed a survey conducted by the American Association of University Women 
(1 99 1) with 3000 children. He reported that they found that confidence, 
assertiveness, and positive feelings decline with age in girls more often than in boys. 
They also discovered that at age 8 to 9,60% of girls were confident and assertive, and 
had positive feelings about thernselves, and by the 10th grade, only 29% felt that way. 
In contrast, 67% of boys wrre confident at age 8; and by age 14,46% maintained 
confidence. 

Parsons, Ruble, Hodges & Small (1976) extrapolated fkom concepts 
articulated in attribution theory and suggested that socialization mechanisms 
regarding one's performance are affected by sex-role stereotypes. This researcher 
proposes that this theory cm be applied to explanation of eating disorder occurrences, 
especially because one's self-esteem can be weak or fluctuating during adolescence. 

Parsons and his colleagues (1 976) asserted that the adolescent's attribution of 
success or failure is influenced by socialization processes such as the diffenng 
expectations shown by parents and teachers for males and fernales. They f o n d  that 
males are more likely to attribute success to intemal factors such as hard work and 



abilities and to attribute failure to extemal factors such as luck and difficulty of the 
task, whereas females exhibit an opposite attribution pattern. Applying this finding to 
eating disorders, one rnight predict that females attribute problems with their weight 
and appearance to failures in their own ability to control food intake and exercise and 
attribute success in weight control to extemal factors. To corroborate this 
speculation, some researchers have noted the tendency for girls with BN and BED to 
generalize devaluation of themselves to several areas of self-image (Garner, 199 1, 
American Psychiatrk Association, 1994, & Cooper & Fairburn, 1986). In a simikir 
line of reasoning with regard to eating disorders, one might expect that males attribute 
faïlures with regard to their weight and appearance to extemal factors, and successes 
in weight management to their own ability to control food intakc and exercise. 

The psychological impact of parents' and teachers' sex-role stereotyping is 
not considered the only source of self-esteem problems in the eating disorder 
paradigm. Peers can also affect each other's self-esteem and social confidence. 
Nylander (1 971) found that although children share in their love of junk food they 
disapprove of ovenveight fi-iends. He noted that pervasive negative attitudes toward 
obesity are developed young in life. He also indicated that ovenveight children suffer 
peer ridicule more than other children. This finding was also described in research 
conducted by Richardson, Hastorf, Goodman, and Dombusch (1 96 l), Staffeien 
(1967), and Hill and Silver (2993). 

It is possible that the impact of peer ridicule and related exclusions from 
social opportunities is harder on children as they age. Mendelson and White (1985) 
and Hill (1993) found that ovenveight nine-year-olds with low body esteem do not 
differ from their peers in global self-esteem, but by age thirteen those with low body 
esteem also demonstrate poor global self-esteem. Stafferi (1967) conducted a study 
regarding "fat person" stereotypes in children and discovered that stereotypes are well 
established by the age of seven. He attributed this early prejudice to the negative 
adjectival attributes such as "mean" and "lazy" often assigned to endomorphs, people 
with rotund body shapes. Dwyers, Feldman, Seltzer, and Mayer (1967) reported that 
obese girls have fewer dates and other social activities during the teen years and that 
they experience lower acceptance rates into high-ranking colleges. 

Steiger and Stotland (1995) put forth the idea that, while theories on the 
psychopathology of eating disorders are diverse, there is some consensus on the belief 
that eating syndromes express underlying "self' or "self image" disturbances that are 
modified by one's social setting (p.50). They compared the psychopathology related 
to self-concept that is found in the restrictor-type of anorexia with'the bingeipurge- 
types in both anorexia and bulirnia in order to illuminate the processes involved in 
self-image disturbances. Essentially, they proposed that one could conceptualize the 
restrictor-type as "being structured around defense from the outside influences, and 
the bingeipurge-type as being outwardly directed in a quest for self-soothing and 
need-fulfillment" (p .5 1). 



Perfec tionism 

Perfectionism is described as the expectation one has of supenor performance 
in oneself and the belief that others aiso require that of them. When perfectioaism is 
a primary personality charactenstic, a person may tend to direct excessive emotional 
and physical energy towards supenor performance and, even in the face of obvious 
successes, tend to remain highly critical of oneselt Essentially, perfectionism is 
impossible, because no matter how well one does, it is never satisfactory. 

For someone with an eating disorder or significant eating problerns associated 
with body image concems, perfectionism comes into play when one treats their body 
and health secondary to body size ideals. Individuals who are perfectionists are 
considered more susceptible to developing an eating disorder in response to external 
factors, potentially even fiom the iatrogenic effects of instruction or testing for eating 
disorders. Perfectionism is a trait often identified in persons with AN (Garner, 199 1; 
Bruch, 1979 & Lee, Hsu, & Wing, 1992). Garner (1991) included perfectionism as 
one of the scales on the EDI-2. 

Bruch (1 973) maintained that the dynamic occurring betw een p edectionism 
and eating disorders is that once one internalizes the perfectionist standard of an ideal 
body image, the individual has minimal emotional distance or boundaries against 
influential messages regarding body size. Furthemore, individuals who are 
perfectionists with severe eating disorders are often resistant to treatment. This is 
attributed to their internalization of social messages in which they believe they are 
rewarded for an increasingly thinner body (Wheeler, 1990; Levine & Smolak, 1998 & 
Davies & Furnham, 1986). 

Perfectionism as a trait in BN is not as clearly evident as it is in AN. 
Hcwever, Peterson, Schulenberg, Abramowitx, Offer, and Jarcho (1 984) found 
perfectionist strivings along with other personality factors such as feelings of 
ineffectiveness, depressive symptoms, and self-regulatory deficits in cases of 
adolescents with bulirnia. Considering these findings fi-om a femuiist perspective, 
one might postulate that a large part of the personality factors identified in eating 
disorders are the result of societal expectations placed upon females. Some exarnples 
of the perfectionism that are gender specific are described by Naomi Wolfe's (1990) 
depiction of the "beauty myth." She proposed that people have consciously or 
unconsciously accepted "a beauty standard." Greer (1984) stated a feminist 
interpretation of eating disorders and body image succinctly, "The social body 
constrains the way the physical body is perceived"@. 121). 

The histoncal roots of perfectionism are not as well documented in eating 
disorder literature as the other constructs and behaviors such as drive for thinness, 
body image, and dieting practices. However, writers in philosophical and 
sociological disciplines have generally depicted perfectionism as both an individual 
and societal trait. To understand perfectionism as a societal trait, one might liken it to 
the "individual writ large," because societal standards have varied throughout time to 



affect individual behaviors. The early Greeks' described a 'perfect human" as an 
individual who followed the pursuit of higher howledge and bravery. Although 
standards for ideal male beauty have changed little, the standards for fernale beauty 
have changed with society's ideals. In early statues and paintings, the "ideal female 
beauties" are featured as large, Rumanesque-Iîke figures. In conhast, during the 20th 
cen- the thin figures charact ensticall y found in films and pho tographs were 
considered beautifid. 

Studying history is not the oniy way to observe varying depictions of 
perfection. There are several ethnic and cultural groups that are noted for their 
idealization of larger figured fernales. The differences between cultures regarding 
"ideal body size" are evident even in commonly head expressions. For example, one 
might hear the saying in North America, T o u  can never be too rich or too thin." In 
contrast, the Hong Kong greeting, "You have put on weight" is considered a 
compliment (Lee, Hsu, & Wing, 1 992). Unfortunately, the perfectionist standards 
and hi& expectations characteristic of our North American society are catalysts for 
chronic dissatisfaction with one's body and self. Ferninist writers such as Wolfe 
(1990) and Brumberg (1988) attributed the rise in perfectionism over the past decades 
as being partly responsible for the rise in eating disorders. 

Overall, it appears that the roots of perfectionism are attributed to individual 
personality styles and to social influences. Perfectionism is often discussed in eating 
disorder prevention currïculurns and programs because it is believed to be a risk 
factor in the eating disorders (Levine & Smotak, 1998; B.C. Eating Disorder 
Curriculum, 1999 & Piran, 1998). Consequently, it is considered important to alert 
students to any unredistic perfectionist standards they may apply to themselves. A 
fiirther rationale for including a discussion of perfectionism in eating disorder 
prevention programs is to make students aware of the diverse body size standards of 
earlier times and throughout various cultures. Ideally, with such knowledge, students 
will be better equipped to identify and critique the negative impact of societal 
standards on their own body images. 

Body Image 

Puberty is a tirne of extensive change in the body, and so a cohesive body 
image is hard to attain. Rosenbaurn (1993) articulated this adolescent challenge in his 
explication of body image. "The picture of our own body which we form in our mind 
is a plastic, constantly changing concept, continuously modified by bodily growth, 
trauma, or decline, and significantly infiuenced by the ever changing interaction with 
the social environment" (p.63). Disturbed body image, then, is a prominent feature of 
the eating disorders. Garner (1 99 1) included a scale calIed Body Dissatisfaction on 
the EDI-2 to assess body image concems. 

Rosenbaurn (1 993) is a doctor who has worked with adolescent girls that 
present with various types of psychopathology. In his clinical practice, he has found 
that these girls experience the body as a reflection of the self so that it can be "a 



source of conflict, shame and inadequacy as well as a source of pride and pleasure" 
(p.62). To detennine "body image" experience in the general population, he 
interviewed thirty I l - 1  7-year-old, normal, healthy female adolescents about their 
body and body image. Some of his fïndings are usefùl to consider here, because he 
provides their qualitative descriptions of body image and dissatisfaction. 

Rosenbaum (1993) asked the girls what they would change about their bodies 
if they had three wishes. He reported that their most common wish was to "lose 
weight and keep it off" Other wishes were clustered around similar themes regarding 
appearance and "fitting their Iooks to society's stereotypes of beauty." He indicated 
that most of the girls devalued or undermined their looks. He concluded in this study 
that al1 the girls were painfùlly aware of the value society places on the attractiveness 
of fernales. 

Age and maturity are noted for their role in body image; acceptance of 
increases in one's body size occurs with maturation. Rosenbaum (1 993) found that 
the early adolescent girls were most concerned about their breasts, while 16-1 7-year- 
olds stated that "people should like them as they are." Essentially, he discovered that 
younger girls were more concemed with minor imperfections and flaws while the 
older girls were more accepting of their body-selves. He also noted that the girls who 
were physically active were more accepting of their own bodies. Finally, he observed 
that the levels of self-esteem and self-confidence the girls exhibited fluctuated with 
the state of their body image. 

Rosenbaum (1993) found that it takes girls longer than it takes boys to accept 
their growing and changing bodies. He also noted that it was difficult to get the girls 
to fmd something positive about their bodies, although they easily discussed aspects 
of their bodies that they did not like. Apparently, many girls mentioned their hair as a 
positive part of their body. 

Although the subject of hair is a departure from body image concerns that 
primarily revolve around weight, it is interesting to note references to hair in other 
eating disorder research. In the eating disorder literature reviewed by Laverty (1 999 ,  
hair was described as a starting point of disagreement between the adolescent and 
parent. She proposed that determinhg the color and length of one's hair is symbolic 
of owning control over one's body. Another conceivable interpretation regarding 
ownership of one's body that can be related more directly to body image is that 
control of one's appearance, whether it be regarding hair or body size, is an important 
step in the separation and individuation developrnental processes in which the 
adolescent separates fkom the parent. Rosenbaum (1993) suggested that in cases of 
faulty separation fiom the parents, such as the anorexic girl who literally starves 
herself back into childhood, it might be a case of avoiding this developmental 
separation (p.65). Clearly, body image and other psychological processes such as 
separation/individuation developmental processes are associated. 



Rosenbaum's research and accounts of his cluiical experiences are choice 
examples of the impact of body image on girls in clinical settings as well as in the 
general population. One explmation for these findings is that an ongoing excessive 
concem about body image occurs when a girl is psychologically vulnerable to 
extemal influences and may not have experienced enough protective factors to sustain 
her actual self-image. Considered fkom this viewpoint, the extent of society's 
influence on eating and self-image may well be regulated by one's innate and learned 
ability to sacrifice the self and one's vulnerability to opinion. 

Tnere is less documentation regarding the interaction of the male's body 
image and eating disorders. Image and body concems that are prevalent in males that 
have been noted to be potentially involved in eating disordersare generally that males 
are asked to be masculine yet sensitive. Anderson (1988) contended, "Males are 
being asked to develop a fit, mesornorphic athletic appearance, an indifference to 
danger, an egalitarian attitude toward women, dong with a sense of humour, and the 
sensitivity of a poet" (p. 66). 

Separationhdividuation and Boundary Problems 

Rosenbaum (1 993) defined the concept "separation and individuation" as a 
developmental process in which the adolescent must learn to manage the tension 
between growth and the desire to regress. Blos (1967) and Mahler (1963) are 
attributed with initial clarification of this psychological concept; however, it has since 
been applied to explication of a range of developmental concerns. In the eating 
disorder research, problems with meeting this developmental challenge were 
characterized as maturity fears (Crisp, 1965 & 1980 & Frielander, 1990). Garner 
(199 1) inchded matunty feus as a scale on the EDI-2. 1 include formulations and 
descriptions of "separation and individuation" from a range of disciplines in order to 
illustrate the psychological processes associated with maturity fears. 

Frielander (1990) queried the relationship between difficulties that a person 
experiences with separatiodindividuation and the cognitive-behavioral indicators 
characteristic of eating disorders. Based on results fkom self-report measures she 
administered to 124 college women, she proposed that difficulty with psychological 
separateness is one cognitive-behavioral indicator characteristic of eating disorders. 
She described this difficulty as the inability to separate self £?om opinion and as one's 
own thinking and behavior patterns. She contended that such psychological 
separateness is more difficult for females than for males and suggested that this is one 
reason for greater occurrence of eating disorders in females than in males. 

Leite (1979) coined the term "boundarf' to describe the degree of 
psychological separateness people have fiom one another. He stated that for persons 
with separation and individuation problems, "The boundary between themselves and 
others is so permeable that they cannot tell where they end and others begin" (p.48). 
He proposed that healthy boundaries are especially problematic in adolescence 
because youth are in a position of minimal impact in society and thus search outside 



themselves for validation of their identity. It is interesting to note that in more group- 
onented societies, separation and individuation processes are fostered by puberty rîtes 
intended to assist the youth with claiming an adult identity (Mead, 1942; Brooks- 
Gunn & Reiter, 1985 & Carlick, 1995). In those societies, boundaries are not 
considered a concem, nor are eating disorders characteristically prevalent. 

Essentially, separation and individuation processes are normal and necessary 
components of the development of healthy self-esteem and identity. In adolescence, 
the key psychological challenge appears to be the ability to separate one's identity 
fiom parents and other extemal authorities. For youth, this is even a greater challenge 
because they have more vulnerable psychological boundaries and because this is a 
t h e  of transition of identity from childhood to adolescence and onward to impending 
adulthood. A credible explanation for the occurrence of eating disorders is that 
adolescents with weak psychological boundaries who also are challenged by the 
separation and individuation developmental prccesses are more vulnerable to extemal 
influences such as the opinions of others and media messages regarding body size. 

Conclusion on Sociocultural and Psychological Explmations and Approaches 

The sociocultural and psychological topics were reviewed in order to consider 
the range of influences potentially responsible in the onset aud maintenance of an 
eating disorder. Historical accounts were discussed to illustrate societal impacts on 
the prevalence of eating disorders. The psychological traits and developmental 
challenges that are viewed as related to eating disorders are perfectionism, body 
image, maturity fears, separatiodindividuation and boundary concerns, self-esteem, 
and social confidence. The social situations that were examined are family factors, 
peer factors, and group acceptance factors of conformity and deviance. 

Thus far, in the literature review, a wide range of literature and research on 
eating disorders was included. The general consensus is that eating disorders should 
be understood and treated from a rnultidimensional perspective, because many factors 
appear to be involved in the onset and maintenance of an eating disorder (Gamer, 
199 1 ; Hsu, 1990; Russell, 1993; Rothenberger, 1995; & Shisslak, Crago, McKnight, 
Estes, Gray, & Parnaby, 1998). 

In the remainder of this literature review, there is discussion of topics more 
specifically related to eating disorders in adolescence and to the demographic 
variables investigated in this research project, age, grade, gender, ethnic background, 
ethnic diet, and residence. In addition, findings regarding eating disorder occurrence 
in urban and rural settings are reviewed. There is little documentation in the eating 
disorder literature conceniing factors such as ethnic diet and residence, so 
extrapolatations fiom a range of disciplines are presented in order to depict how these 
variables rnight be involved in disordered eating behaviors and attitudes. 



Adolescence 

Adolescence is a time of unique developmental challenges. There are 
significant biological and cognitive changes. Ln addition, the adolescent expenences 
fluctuating emotions that are common in this developmental stage. In the rnidst of 
notable biological, cognitive, and emotional changes, adolescents are intemally and 
externally driven to establish self-identity within their social and cultural milieu. 
Thus, with these changes md demands in mind, adolescence is conceptualized by 
some as a time of "tur'bulence," "craziness," or c'stonn and stress," and by others as a 
time of normal developmental tasks (Freud, 1958). 

Adolescent psychological concems that have been documented in the eating 
disorder literature, and that are tested in this study, such as body image, self-esteem, 
maturity fears, interocep tive awareness, and impulse control, are view ed as 
comerstone experiences of the adolescent growing experïence. Consequently, 
concems voiced by researchers of eating disorders in adolescents are necessary to 
consider. Steiner, Sanders and Ryst (1995) indicated that the prirnary task faced by 
researchers of eating disorders in adolescents is to be able to distinguish between 
normal growth factors and eating-disorder symptoms. Their concems are described 
in the following quote in order tu illustrate issues involved in this formidable task: 

Developmentd issues also cloud interpretation of this kind of research, as we 
don? know if psychopathology looks the same at different ages. For example, 
the drive for thinness and dieting in a fourteen-year-old could manifest quite 
differently in a child of eight, as the current epidemiological studies tell us: At 
age eight speaking of dieting results in no or small changes in caloric intake; 
in mid-adolescence, however such statements seem to be tied to some form of 
purgation. Normative cognitive distortions at younger ages rnay also mimic 
the abnonnal body image distortions found in eating disorder patients of older 
age (p.95). 

Screening for Eating Disorders in Adolescents 

With the above caveats in mind regarding adolescent understanding, there has 
still been a great deal of research regarding eating disorders in this age group. This 
has been achieved pnmarily with questionnaires andor follow-up interviews and b y 
retrospective studies of individuals who have been diagnosed and/or recovered fiom 
eating disorders. In this section, there is discussion of both of these methods in order 
to provide a baseline understanding for the following sections in which prevalence 
rates and research regarding adolescents are reviewed. 

Steiner, Sanders and Ryst (1995) indicated there are problems with a 
retrospective approach primanly because of the di fficulty in separating existing fiom 
pre-existing factors in the onset and maintenance of eating disorders. They contended 
that no one is yet sure of the time it takes to return to baseline fknctioning and that 
any remaining biological or psychological traits could as likely be attributed to the 



effects of malmtrition in an eating disorder as they could be to pre-existing traits. 
They refeiled to the famous study done by Keys, Brozek, Henschel, Mickelsen and 
Taylor (1950) on the results of starvation to illustrate their concerns. Essentially, 
starving males in a camp for conscientious objectors exhibited prolonged biological 
and psychologîcal changes long after their self-starvation ended (p.97). The current 
strategy of many researchers now is to identiQ risk factors in young subjects with and 
without eating disorders fiom both clinical and general populations. 

The study conducted by Flament, Ledoux, Jeammet, Choquet and Simon 
(1995) is a choice example of screening efforts that can be applied in eating disorder 
research. The comprehensive study waç completzd in two stages. The fist  stage of 
the research involved a whole population survey in which they administered 
questionnaires to randoml y selected junior and hi& school students (n=3 527). The 
second stage involved clinical interviews witb three groups of youth fiom the large 
sarnple. The first group was fonned based on eating disorder syrnptoms and recent 
hospitalization for an eating disorder, and the second group was forrned based on 
depressive symptoms and recent hospitalization for suicide attempts. The third group 
consisted of controls of the same age and gender. They found that preoccupation with 
weight, body image, and dieting is prevalent in clinical and general population 
adolescents. The prevalence rates for BN in their study were estimated to be 1.1 % for 
girls and 0.2% for boys. They also noted that as early as 12 years of age there were 
occurrences of vomiting and use of laxatives and diet pilts, \ . t h  increases in the 
fiequency of these behaviors by age 14. They concluded that because these problems 
are widespread, appear early, and increase in fiequency by age 14, there is a need for 
more research of both the clinical and subclinical forms of BN. 

Other reasons to conduct screening research for eating disorders are to ensure 
that treatment is provided early in the eating disorder and with the objective of 
prevention in mind, to identi@ subclinical features or at-risk behaviors and attitudes. 
In addition, Garner (1 991) and Shoemaker (1998) noted that eating disorder behaviors 
are often kept secret for many years and that patients only seek help when the 
disorder is at unmanageable levels. 



Risk and Protective Factors ui Eating Disorders in Adolescents 

One rationde for conducting screening and/or prevalence research of 
disordered eating behaviors and attitudes are that results might potentially be applied 
to the identification of the precursors of eating disorders. Another rationale for 
studies of prevalence is to identie and understand what protective factors are 
involved. This is in keeping with the objectives that are stated in the resiliency 
research: to understand how some individuals are able to develop into healthy and 
successful adults despite difficult origins (Jessor, 1998). A final rationaie for 
conducting prevalence research is that the results can be utilized in designing 
prevention programs specific to the group being assessed. In the final chapter of this 
dissertation, there is discussion of how eating disorder prevention programs can be 
applied to the Whitehorse youth. 

Risk factors can be examined for their role in the onset and maintenance of an 
eating disorder. Some researchers have focused on the identification of risk and 
prognostic factors involved in the maintenance of an eating disorder. Engeland, Ham, 
Furth, and Strien (1995) reviewed the literature on prognostic factors in eating 
disorders. n iey  found research supporting the supposition that eating disorder 
behaviors, personality, support systems, and body image are d l  factors in one's 
prognosis. In adults, poor outcome was predicted by extreme weight loss, bingeing, 
vomiting, abuse of laxatives, social isolation, low self-esteem, premorbid personality 
disorders, and distorted body image. Good outcome was related to good family 
relationships and a short duration of illness prior to clinical treatment (Steinhausen et 
al & Herzog et al, 1988). 

For adolescents, Engeland et al (1995) found that gender, duration of illness, 
and weight loss were variables not necessarily involved in one's prognosis, although 
they acknowledged that these variables have been listed as risk factors. Engeland et 
(1995) cited research suggesting that variables related to poor outcome were: certain 
types of family, certain types of treatment, poor timing of treatment, depression, 
premorbid obesity, distorted body image, and premorbid behavior problems (Crisp et 
al., 1977; Steinhausen & Glanville, 1983; Jarmen et d., 199 1; & Jeammet et al., 
199 1). 

Steiner, Sanders and Ryst (1 995) explained precursors and nsk factors of 
juvenile eating disorders by incorporating a developmental perspective. They 
attributed eating disorder onset to the result of many antecedents that build over the 
years, which are exacerbated by the stress of adolescence. Their mode1 can be 
utilized in order to understand how the "stacking of factors" is implicated in the onset 
and maintenance of an eating disorder. They listed the factors as follows: 

(1) biological factors such as gender, body mass index, fat distribution and 
temperament; 



(2) family factors such as parenting, family attitudes towards body size and 
image; 

(3) psychological problerns such as sepration anxiety, shyness, weak self 
concept, and anxiety; habits and behaviors such as early pica or  voracious 
eating, fussy eating; 

(4) social and cultural factors such as peer relationships, rnaturity for social 
engagement and cultural defuiitions of body image; and 

(5) crises that ocmr x c h  as those with family an8 fnends; 
(p. 432). 

Strober (1984) supported the perspective that several factors need to be 
considered regarding the onset of an eating disorder. He examined stressful life 
events in the 18-month period prior to the onset of an eating disorder with a group of 
25 female adolescents. He identified the following stressful life events: (1) rejection 
by peers, (2) arguments between and with parents, (3) senous parental or persona1 
illness, (3) not having extracurricular activities, (4) father's absence fiom the home, 
(5) involvement in dmgs, and, in the younger fernales, (6) menarche. 

Variables specific to present research 

According to Garner (1 Wl), the sex and age of respondents Vary along the 
eating disorder dimensions. The other dimensions of ethnic food in the diet, ethnic 
background, and residence included in this research project were not as often cited in 
the research. The rationale for including these independent variables in this research 
effort was to assess whether one's identification with their ethnic background and 
proportion of ethnic food in their diet is associated with eating behaviors and 
attitudes. Also, the question regarding residence was included to assess whether 
leaving one's farnily and community to attend school has an effect on diet and eating 
disorder risk. School of attendance was also quened. This variable was included not 
to assess it as a potential factor in disordered eating behaviors and attitudes but as a 
control for any differences between the school populations. 

Age, Grade, and School 

Age and grade were two variables investigated in this research; however, it 
was recognized that they overlap. Therefore, grade was primarily included in order to 
account for potential diversity of ages found in each grade. The rationale applied was 
that if significant findings were evident with these two variables, then 
recomrnendations regarding grade-based prevention efforts would likely have to be 
reflective of age diversity. The eating disorder literature cited regarding grade was 
similar: either it was exclusively investigated or paired with the age variable (Weaver 
& Blundell, 1990 & Gresko & Rosenvinge, 1998). 

Similar reasoning was applied with the inclusion of the school variable. If 
significant differences existed between students in each of the schools, then 
prevention efforts would needed to reflect specific needs. Furthemore, if there were 
no apparent differences between the schools, one would be better able to generalize. 



the hdings to the Whitehone youth that did not participate in this research project. 
When conducting a literature search, no eating disorder research was f o n d  in which 
school was identified as a relevant factor. However, in other disciphes, there are 
some researchers that have found that school size is relevant to cohesion among 
students (Udry and Bearman, 1998). Ensminger and Juan (1 998) indicated that 
attachent bonds are greater in small schools and that they have been linked to lower 
instances of problem behaviors. Furthermore, Steinberg and Avenevoii (1 998) 
suggested that an adolescent must be viewed in light of context as well as individual 
behaviors; fiom this perspective, the school and even the grade that a youth attends 
could be nsk-prone and affect the individual youth. 

There were mixed findings on whether or not the age of eating disorder onset 
is a factor in predicting a good prognosis. Ratnasuriya, Eisler, Szmukler, & Russell 
(199 1) found that individuals whose onset occurred at a younger age had a better 
long-term prognosis. In contrast, Bryant-Waugh (1988) reported that prepubertal 
onset is ofien associated with a poor prognosis. Swift (1982) indicated that there is 
uIconclusive research regarding proposes for people younger than 15 years of age. 
He attributed this to methodological problems in research and to factors involved in 
the etiology of an eating disorder. He stated, ' l t  is difficult to differentiate eating 
disorder concerns such as body image and maturity fears, fiom the similar 
developrnental concems of characteristic of young teens" (p. 42). 

There are variations in reports regarding the age of onset of AN and BN. 
Garner (1991) reported that the age of onset in the majority of AN cases is either 
before or during puberty. Mitchell, Hatsukarni, Pyle, Eckert and Sol1 (1987) 
indicated that the mid-teens are typical for age of onset in BN cases. However, in 
both AN and BN, there are exceptions to age of onset, so that cases are found in 
children and in middle-aged and elderly adults. Schmidt, Hodes, and Treasure (1 992) 
submitted that persons with early-onset bulimia ( 4 5  years of age) have a more 
negative prognosis. They also reported that in early-onset bulimia cases, there are 
additional complicating factors such as psychopathology, self-destxuctiveness, and 
inadequate parental control. Story, Rosenwinkel, Himes, Resnick, Harris & Blum 
(1991) examined disordered eating behaviors and attitudes and found that the 
fkequency and severity of chronic dieting and unhealthy purgative measures is higher 
in girls in the rniddle- to late-teen age group than with younger girls. 

Fichter and Quadflieg (19951, who investigated eating disorders in the general 
adolescent population, suggested that the timing of puberty is a factor to consider 
with an eating disorder or another psychological problem. Brooks-Gunn (1988) 
contended that late maturation in girls and early maturation in boys might be viewed 
as protective factors against depressed affect. In addition, it appears that the 
maturation process itself has an impact on self-esteem and image, especially for girls. 
Rosenbaum (1993) found a decrease in positive feelings about oneself in females as 
they progress fiom ages 8 to 15. 



Overall, it appears that adolescents are more at risk for eating disorder 
concems than adults or young children. One can extrapolate from the research results 
regarding age of onset and suggest that there is greater nsk of anorexia in the early 
teens and of bulirnia in the middle to late teens. The timing of puberty and 
adolescence is noted as a potential factor in the presence of psychological concems 
and eating disorders. 

Gender 

There is little doubt that eating disorders occur more fkequently in females 
than in males and that females are considered more at risk for devebping eating 
disorders, In the DSM-IV, the Amencan Psychiatnc Association (1994) reported that 
beîween 0.5% and 1.1 % of individuals that meet the fhll cnteria for AN and 1 .O to 
3.0% of individuals meet the full criteria for BN. They indicated that males present 
with eating disorders in 0.1 % of the cases. Researchers of eating disorders in 
adolescents reported similar differences between gender prevalence; however, they 
also indicated that there are increasing numbers of boys who exhibit disordered eating 
behaviors and attitudes such as binge-eating. Yanovski, Nelson, Dubbert, and Spitzer 
(1993) and Ross and Ivis (1999) indicated that BED occurs with comparable 
fiequency in both males and ferndes. Prevalence rates for BN are calculated at 1.1 % 
in girls and 0.2% in boys (Flament, Ledoux, Jeamrnet, Choquet & Simon, 1995 & 
Garfinkel, Lin, Goering, S pegg, Goldbloorn, Kennedy, Kaplan, & Woodside, 1 995). 

Some researchers attributed the differences in prevalence between males and 
females to the effects of society on each gender; while others focussed on the impact 
of biological changes that the youth, in particular the fernale youth, undergo in 
puberty and throughout adolescence. Steinhausen (1995) proposed that, "The biology 
of being female confers a more important risk than societal expectations in terms of 
gender-related roles" (p. foreword, xi). For exarnple, the female bioIogica1 changes 
such as increased fat deposition might lead to body dissatisfaction and unhealthy 
weight-reduction practices. 

Sours (1980) attributed the interaction of biology and society to the 
differences found in prevalence of eating disorders in males and females. Herzog 
(1992) aaiculated this position, "Girls are becoming sexually mature at younger ages 
due to ample nutritional resources and yet have not developed the psychological 
resources to deal with a society that is sexualized and narcissistic about the body" 
(p.55). Brooks-Gunn (1988) also voiced this concem with regard to early-maturing 
girls who are noted as being more at risk for eating disorders and other psychological 
problems. 

Hsu (1990) suggested that the reason there is a difference in fiequency of 
eating disorders found in males and femdes is that males have less body 
dissatisfaction. In separate studies, Davies & Fumham (1986) and Eisele, Herstgaard 
& Light (1986) found îhat 40 to 80% of high school girls experience body 



dissatisfaction. Male body dissatisfaction has seldom been measured but is 
considered to be much lower, at 10 to 20% (Garner, 199 1). 

Anderson (1 992), who has studied eating disorders in males extensively, 
proposed two sociocultural explanations to account for a lower prevalence of eating 
disorders in males. First, he contended that the process of transition kom childhood 
to adulthood is harder on femdes than it is on males in Western society. The second 
explanation follows fiom the k s t ,  that society does not expect boys or men to be thin. 
However, Anderson also noted that researchers have found that when males are 
placed in situations in which weight loss is required--such as the situations of many 
swimmers, m e r s ,  and horse jockeys--there is a substantial increase in eating- 
disorder behaviors (Yates, Leehey, & Shisslak, 1983; King & Mezey, 1987; & Steen, 
Oppliger, & Brownell, 1988). A potential explanation for these findings is that the 
reinforcement of competing in a sport is a cntical factor in occurrences of eating 
disorders in males. To support this premise, there are similar findings reported with 
respect to fernales in sports and dance that require a thin body shape (Garner, i 99 1 ; 
Brooks-Gunn, Burrow & Warren & Rousen & Hough, 1988). 

Anderson (1988 & 1990) indicated that the profiles of males and h a l e s  in 
eating disorders are similar. He added that males rnight be underdiagnosed because 
they do not fit the amenorrhea critenon. Apparently, the male correlate of 
amenorrhea is the experience of low energy and low sexual interest. Hsu (1 990) 
reported that males with eating disorders are usually found in three age groups: 
prepubertal, adolescent, and adult. Furthemore, he found that the younger males 
tend to have a premorbid history of obesity. In contrast, Anderson (1988) reported 
that females who develop eating disorders feel fat before they begin dieting. He 
discovered that only 10 to 12% of the females were above average weight before 
dieting, whereas the majority of males were medically ovenveight. 

In a recent article in the Edrnonton Journal (Apnl 2000), a young man 
described his stniggle with an eating disorder. His depiction of the history of his 
eating disorder was similar to the females' qualitative descriptions found by Tessier 
(1993). He indicated that his eating disorder began in the context of strict dieting for 
a sport. He added that he became addicted to the control he felt over food and his 
body. He acknowledged that his farnily was troubled throughout his childhood. His 
primary complaint was that he had not yet been able to find sufficient treatrnent. It 
was his understanding that this was because his condition was unrecognized as an 
eating disorder in the early years. He stated that many practitioners and physicians 
did not consider an eating disorder as a diagnosis for him because it is pnmarily 
considered a female disorder. He added that the current problem he faces is finding 
appropriate psychotherapy. 

It appears that although the prevalence for eating disorders is much higher for 
fernales than it is for males, the cxperiences and profiles of each are similar. 
Biological and sociocultural factors are implicated in the onset of an eating disorder 



for both males and females. However, the adolescent female is still considered at a 
greater risk for an eating disorder than is an adolescent male. 

The variable "ethnic diet" was investigated in this research project in order to 
detexmine the impact of diet on the eating behaviors and attitudes of Whitehorse 
students. Given the range of ethnic groups that live in the Whitehorse area, one is 
able to examine this variable. The Aboriginal ethnic diet is particularly interesting in 
this study because Aboriginal people represent a significant proportion of the 
Whitehorse population. In addition, their diet is representative of depictions of the 
Northern Canadian lifestyle: hunting and fishing and being closely associated with 
the land. There are two aspects of the variable "ethnic food in the diet" to consider. 
One is that ethnic diet is representative of greater familial and cultural identification 
and belonging; and the other is that it is associated with more opportunities for 
nutritionally sound meals. 

In reviewing the eating-disorder literatirre, this researcher found no studies 
regarding ethnic diet. Nevertheless, it was evident that there is some interest in 
particular types of diets starting to surface. For example, Critser (2000) and Young 
(1999) explored the phenornenon of "fast foods." In addition, there has been a great 
deal of research regarding the prevalence of dieting in eating disorder occurrences 
and impact of dieting on eating disorder occurrences (Story et al, 1991 ; Agas & 
Kirkley, 1986; Attie & Brooks-Gunn, 1989; Striegel-Moore, Silberstein, Frensch, & 
Rodin, 1989; Pyle, Mitchell, & Eckart, 198 1 ; Stice, Mazotti, Krebs & Martin, 1998 & 
French, Story, Downes, Resnick & Blum, 1995). 

Generally, we define a "diet" as a special W o r  restricted type and amount of 
food we eat for reasons such as ill health or obesity. Dieting is widespread and has 
been recognized as a potential precursor to an eating disorder (Anderson, 1988). 
Therefore, it is encouraging to know that there are efforts aimed at better 
understanding the effects of dieting. 

'Diet" is also defined as the food and drink a person customarily nowishes 
oneself with. It is curious that eating disorder researchers have not investigated "diet" 
or "ethnie diet" from this perspective, especially given recent interest in resiliency 
and identification of protective factors (Jessor, 1998). In this review of literature, this 
researcher drew fiom sources in which the relationship between one's diet and 
physical and psychological health was discussed. In addition, the nutritional habits of 
Aboriginal and Non-Aboriginal Yukonen are documented. 

Visser (1 991) authored a book called the Rituals of Dinner in which she 
explored the origins, eccentricities, and meaning of dining by drawing on historical 
and sociocultural accounts. Throughout her book, she stressed the importance of food 
to one's social and cultural identification. She contended that one's diet is essentially 
learned in the bosom of one's farnily and community and represents one's ethnic 



identification and sense of belonging. She stated, 'The language one fmt learns to 
speak, and the food one is accustomed to eat in childhood, are two of the most 
fûndamental preservers of an adult's social and racial identitf' (p.42). 

Visser also described food as our "ritual relaxation" that we share with the 
groups to which we belong. Essentially, she proposed that the sharing of food is the 
foundation of civilized behavior that bonds individuals, families, villages and tribes 
together. To emphasize this point, she indicates that the Latin definition for 
"'cornpanion" is "breaking bread together." She captured the essence of her thesis 
with the following comment, "It is not so much what is one the table as what is on the 
chairs" (p.262). To corroborate Visser's logic, Covey is cited (1997) on this topic. 
"The dinner table gives you the perfect opportuniîy to create a renewing tradition 
because of the food. As one of our daughters said, 'It seems as though many 
important traditions are surrounded by food, food, food. Food is the key. Everyone 
loves good food"' (p.282). 

However, beyond the potential benefits of one's social and psychological ties 
that are possible owing to family rneals are the nutritional benefits. It is interesthg to 
note that in the Yukon youth rated their health and nutritional knowledge less 
positively than do adults and older people. This is opposite to the pattern reported by 
citizens in the rest of Canada (Yukon Bureau of Statistics, 1994). As a result, one 
rnight predict that Yukon youth would benefit fkom meals their parents provide. As 
well, more Yukon females than males rated their health as excellent flukon Bureau 
of Statistics, 1994). This suggests that the youth, in particular male youth, are more 
likely than female youth to have problems with health as a result of the nutritional 
habits. 

Guthrie (1979) outlined the factors involved in one's selection of a diet. She 
stated that youngsters who are concerned about their health, are emotionally stable, 
and come fiom homes characterized by good relationships chose better foods than 
youth motivated by considerations of group status, sociability, independence fiom 
parental control, or enjoyment of food. She also added that the more meals a youth 
eats away fiom home, the less likely he or she is to consume meals of adequate 
nutritional content. She amibuted poor eating habits to skipped meals, lack of time or 
companionship for regular meals, rebellion against parental influence, lack of 
supervision in the selection of meals eaten away from home, and fear of obesity. In 
the Yukon, people spent 2.2% of their income on restaurant dining, and 10.8% on 
food purchased fiom stores (Statistics Canada, 1998). Although these food 
expenditures were not compared to the rest of the Canadian population, one might 
surmise that there are a significant number of individuals that lack regularly home- 
cooked family meals in the Yukon. Extrapolating fiom Guthrie's (1 979) explanation 
of food choices that youth make, this may be particularly problematic for youth. 

Dacks (1981) voiced concerns about Abonginal eating practices. He stated 
that Abonginal people that move away from their reserve or the community that they 
grew up in are found to be more prone to diabetes and obesity. He also indicated that 



native nutrition is often deficient when they substitute traditional food for sugared 
food products. 

Uein and Wein (1995) described the positive aspects of the Aboriginal eating 
practices. They indicated that Abonginal people still prefer traditional foods over 
marketed alternatives and that they strongly believe that the traditional foods are 
better for their health. Wein, Sabry and Evers (1989) described the Aboriginal diet 
preferences by referring to the results of the ratïngs made of 22 traditional and 
marketed foods: the preferred foods are moose, bannock, caribou, orange juice, duck, 
carrots, and apples. According to their study, wild game and fish are still prepared by 
traditional methods of boiling, frying, or preserving in the form of drying meat and 
fish. They also reported that in cornmunities in which there are larger proportions of 
First Nations people, such as Old Crow, Yukon, 76% of daily protein intake is based 
on traditional foods. In contrast to the Yukon Bureau of Statistics (1 994) findings 
regarding youth's lower ratings for hedth and nutritional knowledge, Wein and 
Freeman (1992) found that children's food preference ratings did not differ fiom 
adults for 3 1 of the 34 traditional foods. Aithough both studies focus on somewhat 
different measures, one may potentially conclude that traditional foods are important 
to the First Nations people and that First Nations youth share with adults their 
preferences for these foods. Given this conclusion, one rnight fùrther reason that the 
Aboriginal youth that report greater proportions of ethnic food in their diets are more 
likely to consume nutritious meals. 

In summary, while there are few accounts of investigation of ethnic diet in the 
eating disorder literature, there is some literature that can be applied to pose the 
argument that diet, in particular ethnic diet, is an important aspect of the 
psychological and physical health of youth. Furthemore, it is contended that the 
percentage of ethnic food in one's diet could be conceptualized as representative of 
the social and nutritional benefits of shared family meals and of the meals that are 
characteristic to one's ethnic background. 

Ethnic Background 

Garner (1991) indicated that most of the research on eating disorders has been 
conducted with Caucasian women. However, there is some research regarding the 
relationship between one's ethnic background and disordered eating behaviors and 
attitudes. In the following section, findings and explanations are presented regarding 
this relationship, with particula. focus on Aboriginal people. As mentioned above, 
they represent a significant proportion of the Whitehorse population. As well, 
research outside the area of eating disorders is drawn upon in order to depict the 
potential impact of ethnic background on youth. 

There are unsettled debates regarding the relationship of ethnic background 
and eating disorders. Some researchers have identified no differences behveen 
majority and minority groups on indices of eating disorders (Grange, Christy, Telch, 
& Agras, 1997). There is a plethora of inconclusive research regarding the 
relationship between one's ethnic background and one's weight and diet (Rosen, 



Silberg & Gross; Gowers & McMahon, 1989; & Rosen, Shaffer, Dumer, Cross, 
Deuman & Malberg, 1988). Nevertheless, when less serious disordered eating 
behaviors and attitudes are assessed, such as overeating, poor dietary choices, and 
unhealthy body image, more cornpelling results are noted between minority and 
majority groups (Garner, 1991). Snow & Harris (1989) contended that there is an 
increase in eating disorder symptoms as one's acculturation to Westemized society 
increases. 

Relative to this concept of acculturation, Allison (1995) outked problems 
that migtit develop when minority individuals conform to the majority population's 
"ideal body size" standards. First, such individuals may be prone to engage in dieting 
even though it is at odds with their ethnic and cultural values. Second, they may 
experience "momie," which is defined as a lack of feeling that one belongs. 
Essentially, if one rejects one's ethnic/cultural standard of beauty, but is not yet 
accepted by the majority culture because they do not fit a standard of beauty, they are 
in cLlimbo" regarding body image. 

There are few studies regarding eating disorders within Aboriginal ethnic 
groups. Rosen, Shafer, Dummer, Cross, Deuman, and Malmberg (1988) investigated 
the disordered eating behaviors and attitudes of Native American women. They 
reported that almost 12% of their sample used harmful weight control measures such 
as self-induced vomiting. In contrast, Geller (1 996) documented minimal disordered 
eating behaviors and attitudes arnong 79 Canadian Native women between the ages of 
17 to 50. Le Blanc (1995) contended that the decline of the traditional Native 
Amencan culture could result in an increase in the incidence of eating disorders. To 
test this hypothesis, she administered questionnaires intended to measure eating 
disorders, acculturation level, and spirituality to 203 Native American women fiom 
17 to 70 years of age. She found some weight problems and eating disorder 
symptoms, but was unable to establish a relationship between the variables of level of 
acculturation, spirituality, and eating disorders. 

Ln exarnining associations between ethnic background and disordered eating 
behaviors and attitudes, there is a need to consider the inherent cultural and 
psychological impact of one's hentage. Thus, ir is helpfûl to heed research efforts 
outside the area of eating disorders. 

Rotherman-Bonis & Wyche (1994) studied ethnic differences in the 
development of identity. They found that ethnicity is a factor in one's exploration of 
identity and that the developmental challenge of ethnic minority adolescents is that 
they must adopt a stance toward their own ethnicity. Atkinson, Morten, and Sue 
(1993) and Markstrom Adams and Spencer (1994) developed a mode1 intended to 
portray the stages of development that minority youth expenence. The stages involve 
confomity, dissonance, resistance and immersion, introspection, and synergetic 
articulation and awareness. Basically, the stages are as follows: (1) self-deprecation 
and group-deprecation of one's ethnic group, (2 )  group appreciation of the dominant 



group, (3) rebellion against ethnocentnsm and against the dominant group, and (4) 
acceptance of one's own group and of the dominant group. 

In addition to the developmental challenges that minority youth must meet, 
there is also the impact of each individual's ethnic background, which could be 
depicted as either negative or positive. Wagner and Compass (1990) described the 
potentid negative impact of ethnic background on the psychological and academic 
functioning of adolescent girls and boys from minority groups. They f o n d  that these 
youth do better if they are fiom ethnic families that do not follow or ascribe to 
traditional gender roles. Researchers such as Allison (1995) and Young (1999) 
suggest that a strong ethnic background identification is important. They found that 
individuals fiom minority groups who are more prone to disordered eating behaviors 
and attitudes are less identified with their own culture and more likely feel pressure to 
conforrn to majonty groups' standards. 

As stated above, there have been few eating disorder studies conducted with 
Aboriginal ethnic groups (Rosen et al, 1988; Geller, 1996 & Le Blanc, 1995). 
However, discussion of findings regarding Aboriginal people, in parricular Northem 
Aboriginal people living in the Yukon, can be utilized to outline concems that 
potentially parallel behaviors and attitudes characterized in eating disorders. 

Dacks (1 981) documented a varïety of social ills that Northern Natives have 
suffered as a result of uncontrolled, profound, and rapid change. He listed alcohol 
abuse as a factor involved in family and other violence and reported that their health 
problems are far greater than those of other Canadians. Dacks also stated that suicide 
is becorning increasingly comrnon, especially among younger native people. He 
reported that substantial numbers of native people suffer fiom psychological disorders 
that are suggestive of turmoil, anxiety, and fnistration. He also indicated that there is 
a high drop-out rate for students. In one study, he found that of the 1 139 native 
students in Yukon elementary and secondary schools, only 12 were in Grade 12. He 
contended that problems in the First Nations community are ". . .cornpounded because 
children experience the failure and powerlessness of their parents and come to expect 
it for thernselves" (p.37). 

Driedeger (1 992) focused on both Aboriginal and Non-Abonginal people of 
the Noah. He compared crime rates across Canada and reported that the Yukon and 
Northwest Temtories have the highest cost per capita for policing: it is 4 to 5 tirnes 
higher than the other provinces. He stated that when crime occurs within *e Native 
community, another cornpounding factor is involved: Native families are b ecoming 
increasingly 'hatrifocal"; in other words, the male parent is often a temporary 
member of the farnily and children lack a two-parent family. 

It appears that ethnic background can have either positive or negative impact 
on an individual. In terms of the development of identity and a sense of belonging, it 
is likely a protective factor. However, in terms of problems that some ethnic youth 
face or the value systems characterized in some ethnic groups regarding gender roles, 



ethnic background is potentially a negative factor. In this research, the objective was 
to identifjr what role ethnic background has in disordered eating behaviors and 
attitudes of the Whîtehorse youth. 

Residence 

The variable residence was investigated in this research poject in order to 
detemine the eating behaviors and attitudes of students that must leave their home 
and community in order to attend school. In conducting a literature review of the 
eating disorder research, no references regarding residence were found. However, the 
impact of a youth's leaWig home has been archived in a range of other research 
efforts and literature. 

Jessor (1998) edited a book in which he and other contributors reviewed 
adolescent risk behavior. The focus of these researchers was the investigation of 
behaviors involved in a youth's well-being, health, and life course. Risk behavion 
were descnbed as inadequate social role performance, poor school progress, 
ps ychopathology, and health-compromising behaviors such as poor dietary practices 
or insufficient exercise (p.2)- Jessor stated that protective factors also need to be 
considered. He stated that protective factors could be attributed to a youth's reduced 
likelihood of engaging in nsky behaviors and reduced adverse outcornes of having 
engaged in them. In addition, he suggested that protective factors are potential 
moderators or buffers against exposure to risk factors or actual involvement in risk 
factors. 

This researcher adopts Jesser's stance and presents literature regarding the 
possible risk factors of Ieaving family and cornrnunity as well as literature regarding 
the likely protective role of family and community against dysfünctional eating 
behaviors and attitudes. There is review of instances in which youth have been 
separated f?om their families, in particular Aboriginal adults that attended residential 
schools as children and modem youth that attend boarding schools. In addition, there 
is discussion of the importance of family and comuni ty  for a youth's psychological 
and physical health. 

The legacy of the effects of residential schools on children can be referred to 
as a bitter example of the impact of leaving family and commwiity to attend school. 
Coates (1991) provided an account of the Carcross Indian Residential School in the 
Yukon. He stated that this school was developed in 291 1 for two reasons: First, day 
school programs were considered unsuccessful because of the nomadic nature of the 
First Nations people; second, the educators viewed residential schools as the best 
means of effecting a scholastic and cultural transformation of Native students. 

Coates (1991) listed the problems that occurred at the Carcross school. 
Children were compelled to live away fiom home for as long as ten years because the 
school and government would not authorize summer vacation travel to distant places. 
Thus, students had difficulty maintaining contact with their parents. In the 1920s, 



there was a series of deaths among the student body and rumors about poor food and 
cramped quarters. As well, the school officiais insisted on a strict, authoritarian code 
of discipline. They restricted socialization, interaction between the sexes within the 
school, and visits to the nearby Carcross comrnunity Strapping and shaving the head 
were often used as disciplinary rneasures. Coates summarized that the most 
darnaging results were separation from parents and cornrnunity and an impractical 
education: Essentiaily, these youth were isolated them fkom their Native culture, and 
their schooling lefi them unable to cope with demands of either the native or non- 
native society. King (1967) indicated that many of those residentid school students 
are now parents and grandparents and have suffered long-term senous crises, 
particularly regarding their persona1 and cultural identities. 

The example that Coates (1991) provided is a worst-case scenario of the 
effects of the separation of children fiom their families. In contrast, Harris (1 997) 
provided examples of British children who leave their home to attend boardhg 
school. For these children, there are fewer instances of dysfunctional behavior and 
emotional repercussions. She attributed this difference to the consistency of culture 
and lifestyle the youth experience at home and school. However, there are examples 
in the North of the problems modem youth face when living away frum one's family 
and community in order to attend school. Kleinfield f 1994) described such a situation 
in Alaska, where policymakers face the dilemma of providing either small schools to 
rural students or having the rural students relocate to larger centres for their 
education. 

Should high school students attend boarding schools that are large enough to 
provide a variety of classes and activities? Or should rural students attend 
high school at home, even though these small schools do not look like a "real 
high school." In Alaska, as in other northern regions, the policy dilemma is 
intensified because most small rural communities have indigenous 
populations. Cultural survival and equity issues enter the debate that is not 
only about the quaIity of small high school versus a boarding school 
education." (p. 70) 

Kleinfield (1 994) indicated that the current Alaskan compromise for this 
dilemma is to provide rural high school students with a boarding school option. 
According to the Alaska Department of Education (1993) 82% of rural high school 
students attended the srnaIl high schools, 15% selected a boarding school, and 3% 
enrolled in correspondence courses. Alaska had over 200 schools with enrollment of 
fewer than 100 students. 

Kleinfied (1 994) followed the outcome of boarding school students in Alaska. 
He reported that there is a high dropout rate for students who were sent away to 
boarding school, as well as high rates of social and emotional problems. In 1973, he 
published a study in which he described the dismal outcomes of 105 village students 
who had entered boarding school prograrns as ninth graders. He indicated that by the 
end of their sophomore year, 55% had dropped out of school and 70% of the students 



who had no history of previous difficdties were referred for the mental health care of 
social and emotional problems. These problems ranged fkom serious homesiclmess to 
difficulties with alcohol and violations of the law. Academic gains were assessed at 
an average gain of zero on standardized achievement tests. As well, rates of college 
success were low. 

Some explanation for the dismal consequences of boarding school education 
might be understood in light of theory and research regarding early role transitions 
and social bonds. Hogan and Astone (1986) contended that early role transitions are 
involved in later adult outcornes. To understand early role transitions and other 
factors, Ensminger and Juon (1998) investigated the processes that are noted for the 
enhancement or inhibition of growth and development. They followed a cohort of 
adults since their fïrst grade in a poor urban neighborhood in Chicago. Their overall 
a h  was the identification of the pathways from childhood through adolescence and 
young adulthood to drug use, crime, other problem behaviors, as well as the pathways 
to successful transitions such as employment and marriage. Their research is relevant 
to this study of eating disorders because they investigate the impact of social bonds in 
adolescence on later behavior patterns. Ensminger and Juan found that adolescent 
social bonds such as attachent to school and parentd s u p e ~ s i o n  are important for 
healthy development. Both males and females that lacked these ended up with high 
problem behaviors as adults. They also found that males who leave home before the 
age of 16 were more likely to exhibit adult problem behaviors. Marini's (1987) thesis 
that the acquisition and time of entry into adult social roles are key developmental life 
events involved in the outcornes in adulthood is one possible explanation for 
difficulties youth face if they leave home to attend school. 

In order to endorse the viewpoint that family and community are important to 
the healthy development of youth, 1 reviewed literature in which the wrïters support 
this philosophy. Covey (1997) has authored several books regarding healthy habits. 
He proposed that because our society has changed dramatically over the past 40 
years, parents and families must be even more proactive in providing ernotional and 
cultural guidance. He stated that the changes are pervasive and evident in reduced 
family tirne and interactions. He noted that even the changes in school problems are 
significant: "In the 1950s it was gum, noise, dress code, littering and ninning in the 
halls, in the 90s it is dmgs, alcohol, pregnancy, suicide, rape, robbery and assault" 
(p.56). Covey (1997) also cited conclusions fkom a recent survey in order to depict 
problems within family relationships: "Only half of our teenagers eat dinner on a 
regular basis with their parents. Ninety-eight percent of female high school students 
who live with their birth parents go on to college. Teenagers who don? have dinner 
with their farnilies are 4 times as likely to have premaritai sex" (p.285). He went on 
to contend that family and parents can "make a difference" around the dinner table. 
He concluded, "In al1 treatises on parenting, in al1 the psychological studies on child 
development, and in al1 the data on self-esteem, this humble key of dining together 
when rearing children is overlooked" (p.282). 



Beyond the importance of the family is the importance of community in a 
child's physical and psychological health. This is especially relevant if youth feel 
supported by comrnunity members and identia with community members. Ranhawa 
(1992) depicted a reciprocal relationship between communities and schools. He 
indicated that rural communities suffer fiom school closures because sociai and 
culturd ties of a community are weakened. Essentially, he suggested that as the 
community loses its traditions and social identity, so the youth lose that comection 
when they must leave to attend schoois in larger centres. In the following paragraphs, 
I discuss iiterature regarding the meaning of community for its members. 

The study completed by Dias and Gingrich (1992) in d i c h  they surveyed 
fann families in four rural Saskatchewan communities is usefd to review here as an 
example of the community experience in rural areas. They found nehvorks of 
solidarity, community participation, and helping pattems that were restricted to 
kinship. They attributed these findings to the fact that these people share relative 
isolation, similarity of experience, and physical closeness. 

This researcher contends that this "networking" situation is characteristic of 
the North and particularly notable among First Nations people. For example, helping 
pattems are identified among aboriginal people that Iive in both urban and reserve 
settings and have also been noted as being restricted to relatives and Eends (Dosman, 
1972; Nagler, 1970 & Ablon, L 964). West (1995) argued that no matter what ethnic 
group is involved, al1 people living in the North deal with lirnits to growth, 
movement, and achievement. He stated, "The conditions of the North are 
unforgiving, they make us dependent on one's fellows, cooperative skills, and 
communal capital" (p. 110). 

The Yttkon Health Promotiorz Szrrvey (1 993) was conducted to examine how 
Yukon residents perceive and promote their own health. Some of the findings are 
interesting to draw upon to illustrate Yukoners' perception of comrnunity, family, and 
health. A total of 1,3 13 households in Whitehorse and several other Yukon 
communities were targeted for this survey. The most notable finding is that 
community was important to most Yukoners. They acknowledged interrelationships 
between sense of community, qudity of life, and self-rated health. Ninety-two percent 
of the Yukoners that reported excellent quality of life also reported a sense of 
cornmunity. This trend was also identified in relationships between health and 
comrnunity; essentially, better health was reported when individuaIs also experienced 
a greater sense of community. Community attachrnent was equal for al1 age groups, 
aIthough 3 1% of people between the ages of 15 to 24 reported feelings of being 
isolated and alone. Over 60% of Yukoners rated the health of their cornrnunity as 
excellent; however, they rated their family health as much higher than that of their 
comrnunity. Only 8% of the households rated their family health as poor or fair. 

Conclusions to be gathered fiom this survey are that Yukoners perceived 
community as a healthy and important aspect of their Iives. However, as with the 
Saskatchewan f m  communities' kinship helping patterns, Yukoners identifed 



primarily with their families. Extrapolating fkom these findings and conclusions, one 
might predict that leaving the support and the community has a negative impact on 
one's health and quality of life. 

In summation, comrnunity and family are considered important aspects in 
one's real and perceived physical, social, and emotional health. This is apparent in 
the disturbing examples of children who were separated fkom f d l y  and community 
as well as in the exampies of how commUILity and family are protective and 
supportive factors in one's well-being. Examining the "residence7' variable in the 
context this rzsearch project may shed some light on the impact of moving away h m  
home and comunity to attend school and occurrences of disordered eating behaviors 
and attitudes. 

Rural versus urban setting 

In addition to demographic variables researched, the disordered eating 
behaviors and attitudes of Whitehorse youth were compared to those of the youth 
living in larger and more centralized communities in southeni Ontario and 
northeastem United States. The folIowing literature was prirnarily drawn fiom 
research regarding differences between rural and urban communities. 

At present, there are inconclusive findings regarding eating disorder 
occurrences in rural and urban settings. Some researchers have suggested that 
occurrence of eating disorders is less fiequent in smaller communities. In separate 
studies, De Azevedo and Ferreira (1992) and Hoek (1991) found low rates of 
diagnoses of bulirnia in adolescents living in rural settings. Hoek indicated that the 
prevalence rate for BN is 3 times higher in the city. In contrast, some researchers 
have identified no differences in rates of eating disorders in urban and rural settings 
(Story, Rosenwïnkel, Himes, Resnick, Harris & Blum, t 99 1 & Rather & Messier, 
1993). 

Hoek, Bartends, Bosveld, van der Graff, Limpens, Maiwald, and Spaaj (1 995) 
evaluated the impact of urbanization, age, and sex differences on the incidence rate of 
AN and BN among patients ( W l 5  1,78 1). They discovered that occurrences of BN 
are lowest in rural areas, intemediate in urbanized areas, and highest in large cities: 
6.6, 19.9, and 13.9, respectively, for per 100,000 females per year. However, they 
detected no rural-urban differences in the occurrences of AN. They concluded that 
urbanization appears to be a risk factor for BN but not for AN. 

When disordered eating behaviors and attitudes are examined, as opposed to 
actual eating disorders, rural youth appear to have more problems. Miller, Verhegge, 
& Pumariega (1999) tested their hypothesis that there is a greater risk for eating 
disorders in rural areas than is generally expected by administering the EAT-26 to 
1,302 males and female adolescents in rural Appalachia. According to their results, 
19.8% of females and 3.7% of males in this rural area were considered at high risk for 
development of an eating disorder. Sjostedt, Schumaker, & Nathawat (1998) 



investigated disordered eating behaviors and attitudes in urban and rural settings with 
the Australian Indian population. They found no differences between the urban and 
rural Indians regarding a fear of fat but noted that the rural Indians had higher eating 
disorder scores on the EAT-26 than did the h a n  Indians. 

Overall, there were rnixed findings concerning the rates of urban and rural 
adolescents with eating disorders anaor disordered eating behaviors and attitudes. 
There is a prevailing attitude that the rates are higher in the cities because of the 
greater accessibility to sociocultural influences on body image. 

Zapf (199 1) attributed inconsistent results regarding urban versus rural 
prevalence rates to the tenn "rurd." He stated that it is cccorifusing, irnprecise and 
lacks universally accepted definition'' (p.36). He charged that there is an Ulcredible 
range of rural population rates documented: fkom 2,500 to 50,000 persons. Zapf also 
contended that rural areas in the North are different than those of the South because 
one must also consider the remoteness of the setting. This distinction appears to be 
clear when one notes the differences in the crime rates of southem Canadian m a l  
communities and the rural communities in the North. The size and setting of 
Whitehorse might be considered important components in the investigation of 
differences between rural and urban youth. Some of the problems faced by 
Northerners are documented below. 

Shissel(1992) reported that male youth in Northern rural areas are victimized 
more ofien than male youth in other rural areas. He also indicated that rural property 
and violence crime rates are 8 to 10 times higher in rural Northwest Territories and 
the Yukon than in other m a l  areas of Canada. He attributed crime rate differences to 
the extra stress that rural coxnmunities face in the North. "A village of 3,000 in 
southern Ontario may actually have fewer local services than a community of the 
sarne size in northern Ontario. Residents of the southem community can access 
larger towns and cities with short to moderate car trips. However residents of a 
remote resource town must exert considerable t h e  and effort if they want to use the 
services or opportunities of communities other than their own" (p.80). 

There is no research regarding eating disorders in the Yukon or elsewhere in 
the Canadian North; therefore, cited studies regarding urban and rural differences in 
eating disorders are cited. In addition, other problems that JVhitehorse youth might 
encounter such as crime rate and remoteness are referred to. These problems are the 
bittersweet aspects of smaller communities in the North. However, it would appear 
that living in a small centre such as Whitehorse is also positive. The "positives" 
earIier referred to were a greater sense of community, less technological impact, and 
greater independence (Ranhaw a, 1 992). 

Prevention programs for eating disorders 

The following review of eating disorder prevention and intervention 
approaches was included because of the perspective taken in this research: Ideally, 



prevalence findings are followed by program irnplementation. In this section, the 
advantages and disadvantages of prevention programs identified in the research are 
considered. Furthermore, there is a description of the relationship between media and 
e a h g  disorders, especially with respect to how "media literacy" can be facilitated if 
it is based on the understanding of a child's developmental stages. A key 
recommendation voiced in dis section is that eating disorder prevention programs 
c m  be designed according to the needs of the groups of students in question. In the 
final chapter, there is discussion how aspects of these eating disorder prevention and 
intervention approaches might be achieved in the Yukon. 

McKenzie and Smeltzer (1997) described primary prevention as the effort 
made to reduce the incidence of a disorder in individuals who have not yet developed 
clinically significant symptoms. They also indicated that the objectives commonly 
adopted by prevention programmers is the elimination of factors involved in a 
disorder and the introduction of protective factors in order to counterbdance the 
impact of identified risk factors. Thus far, the majority of eating disorder prevention 
programs have been airned at developing resistance against an eating disorder in 
school-aged girls. 

Striegel-Moore and Steiner-Adair (1998) authored a chapter on the piimary 
prevention of eating disorders in which they discussed the advantages and 
disadvantages of prevention programs. They stated that a clear advantage of 
prevention is that early intervention is the strongest predictor of recovery 
(Ratnasuriya, Eisler, Szmukler, Russell, 199 1). They identified one disadvantage of 
the prevention programs: that minimal results have been found. They submitted that 
these prevention efforts have failed for several reasons. The first explanation they 
proposed is that programmers have neglected the social context in which messages 
such as "you cannot be too rich or too thin" are disseminated (p. 13). They also 
attributed failures to the fact that entire classes of risk factors are not dealt with in 
prevention programs. Specifically, they voiced the concem that there is a lack of 
awareness that "disordered eating may be used as a coping mechanism in response to 
a wide range of difficulties and stresses" @. 13). 

Other researchers have articulated similar concerns regarding underlying 
psychological meaning and motivation involved in disordered eating behaviors and 
attitudes. For instance, Kolodny (1990) described an eating disorder as a "red flag" 
that there are other problems that sirnultaneously need to be addressed. Furthermore, 
in this researcher's clinical practice, clients have reported that once they had lost the 
coping strategy of disordered eating and dieting, they were unsure about what other 
coping methods to use in the face of uncomfortable emotions or stress (Personal 
communications). It follows then that a primary directive in prevention efforts should 
be to ensure that the individuals, families, communities, and cultures develop 
alternate and healthy coping strategies. Extrapolating from the concems voiced here, 
it is apparent that school prevention efforts are Likely to be more successfül if cultural 
changes precede school changes. In other, changes in attitudes in the community are 
essential to changes successfully occurring in the school. 



In the foliowing paragraphs, there is description of some prevention programs. 
These were included here to provide direction and choice in prevention program 
development. As stated previously, it was contended that when significant concems 
and/or risk and protective factors are identified in prevalence research, then effective 
prevention programs could be utilized and developed based on the findings of the 
research. 

Gresko and Rosenvinge (1998) developed and evaluated a school-based 
prevention program in two Norwegian semi-nual communities. This fïrst involveci 
adrninisterhg questionnaires in order to identiS, concerns that might be addressed in 
a prevention program. They then considered prevention program approaches, 
essentially whether to adopt a risk prevention or health promotion curriculum. They 
chose a health promotion focus in order to avoid the negative effects of the interest 
people have shown for a popular illness such as an eating disorder. Frorn this 
perspective, they stated that prevention efforts are most successfùl when school and 
health authorities work together to teach children and adolescents about eating, 
nutrition, and developmental changes. In addition, they indicated that it is important 
to alert youth to media influences and messages that affect self-esteem. They 
developed an educational package in which they included general information about 
eating disorders such as the somatic and psychological consequences of eating 
disorders and dieting as well as topics regarding sociocultural influences, puberty, 
and "what to do if you suspect an eating disorder." As well, they developed a video 
called ïZis is M y  L i f ,  in which the above topics were incorporated. On this video, 
there were interviews with both boys and girls, and a young girl was followed as she 
developed an eating disorder. 

Minimal long-term differences in eating behaviors and attitudes have been 
identified by some of the prevention program efforts. This is evident in the research 
conducted by Morena and Thelen (1993). They asked eighty 12-Wyear-old girls to 
view a short video and participate in a discussion about eating disorders. 
Subsequently, when they measured the girls' knowledge, eating attitudes, and 
behavioral changes two days later they found significant changes. However, they 
failed to get similar results in later testing. In other research, simîlar disappointing 
results were identified. Paxton (1993) provided stmctured classes about the eating 
disorder issues of ernotional eating, biological and cultural factors, and weight 
regulation. Twelve months after these classes, he detected no changes in the 
participants' eaiing or weight control behavior. Furthemore, he found no changes 
with measures of their body dissatisfaction and drive for thinness. Rosen (1 989) 
conducted a study involving a control and an intervention group. The participants 
received eight sessions in which the topics of decreasing weight-reduction behavior 
and improving body image were discussed. With later analysis, he found no 
differences in the weight-control behavior between the control and intervention 
groups. 



Stewart (1998) asserted that effective primary prevention of eating disorders is 
constrained by O-= lhi ted knowledge of risk factors, especially as they pertain to 
development stages. She proposed that the principal challenges involved with the 
developrnent of effective programs are to identiw risk factors and to ensure the 
materiai is developmentdly appropriate. With this viewpoint in mind, Stewart 
developed a prevention program that was delivered to 459 girls in three schools. It 
was formed based on the following considerations: There is a relevant curriculum, 
there is inclusion of active components to the lessons, and there is age-appropriate 
delivery. She detennined that an ideal age is about 13 to14 because eating disorder 
issues are most relevant to girls at that age. She aIso believed that at that age the girls 
would have reached the developmental level in which they could cognitively and 
behavioraliy make changes. In addition, in this age group, eating disorder concems 
might be addressed before they are entrenched at a later age. Stewart incorporated 
topics regarding developmental challenges of adolescence such as changes in body 
shape, becoming independent, developing relationships, pressures in school, and 
developing an identity. She has not yet published her results; however, she likely 
foundmore compelling results than other prevention program researchers have found 
because she integrated important developmental concerns into the program. 

Stewart (1998) and Sniolak Levine, and Schermer (1998) concurred that 
prevention is best provided at the early teen or elernentary level. Smolak et al (1998) 
asserted that a child rnight be more receptive to intervention at an early age, 
especially with regard to his or her thinness scherna. They developed a program of 
ten lessons designed for a fourth grade curriculum which is called, Eating Smart, 
Eating for Me. In these lessons, there was emphasis on the topics: healthy eating, 
healthy exercising, and awareness of prejudice concerning body fat and overweight 
people. They reported that they found an effect on children's knowledge but not on 
their dieting, teasing, eating, or exerciçing. Despite minimal reported effects, they 
recommended m e r  attempts at early intervention because of the findings regarding 
elementary students: Researchers have found body image, dieting, and weightlshape 
concerns for these youngsters. (Shisslak et al, 1998 & 1999; Smolak and Levine, 
1994b; Maloney et al, 1989, Gustafson, Larson & Terry, 1992; & Childress et al, 
1993). Many of these researchers discovered that 30 to 40% of elernentary school 
girls have tried to diet and reported having weight concems. 

Media awareness is viewed as another important component of prevention 
programs. Levine and Smolak (1998) reported that a vast majority of adolescents 
(especially girIs) read fashion and self-improvement magazines. They referred to the 
huge media influence on teens, "Seventeen magazine currently claims a total 
readership of 2 1,000,000. And in a typical American household, the television is on 
for more than seven hours per day" (p.27). They contended that the media 
brainwashes their audience into beliefs about beauty, dieting, indulgence, and 
success. They claimed that women are objectified and slimness is glonfied. Whether 
or not people are actually "brainwasl~ed," one must admit that media provokes within 
the individual the opportunity to attend to, interpret, and assimilate body image 
messages. One might also admit that a youth, who has far less living experience, may 



not be as adept at interpreting media messages. To address the potential 
overwhelrning influences of mass media, media-analysis and media-resistance lessons 
are O fien part of school-based prevention programs. They have been applied most 
successfully for smoking but have also been developed for eating disorders and HIV 
(Kaufman, Jason, Sawlski, & HaIpert, 1994; Mtman; 1990 & Murray, Prokhorov, & 
Harty) - 

Levine and Smolak (1 996) reviewed 10 controlled studies and concluded that 
exposure to media images does not have an immediate negative effect on adolescents 
or young women but a potentially long-tem one. Coolican (1999) completed research 
in which she examined the effects of television programs on a normal sample of 
women. They were presented with the programs Baywatch and The X Files and then 
given questionnaires to complete about their eating disorder behaviors and attitudes 
(EAT-26) as well as other questionnaires intended to measure self-esteem and other 
related psychological constructs. She found no relationship between the participants' 
scores and the program they viewed. She concluded that there is less influence on 
body image in shows such as Baywatch than initially hypothesized. However, there 
is also contrary and convincing research in which the rise in the incidence of AN and 
BN in young females is attributed to body image messages characterized in television 
and fashion magazines (Gordon, 1990; Levine and Smolak, 1996; & Stice, 1994). 

Martin and Kennedy (1 993, 1994) explained the effect of media on young 
girls. They studied what girls between the ages of 8 and 18 think about themselves 
while reading fashion magazines. They discovered that for the majority of girls, 
"There is a process of social comparison involving how pretty the models are and 
then feeling badly about one's own appearance"(cited in Levine & Smolak, 1998, 
p.29). They contended that early adolescence is a tirne in which boys and girIs are 
developing self image and thus have inherent body consciousness. As a result, boys 
and girls demonstrated increased motivation to use media as a source of comparison. 
They further proposed that this motivation likely renders them more susceptible to 
anxieties about their own size, which in twn can lead to disordered eating behaviors 
and attitudes, 

Levine and Smolak (1998) suggested that there are two ways to understand 
the relationship between the cause of an eating disorder and media messages. The 
first way to understand the Iink is called the dual-pathway mode:, which was 
developed by Stice (1994). They explained that ''Unhealthy messages in the media 
are reinforced by family and peers, especially when the individual has a low self- 
esteem, a disorganized self-concept and a perception of being ovenveight" (p.32). 
The second mode1 regarding the link between media and eating disorders is the 
developmental-transitions rnodel. Essentially, in this model, mass media was viewed 
as an influential factor invoived in the transmission of messages regarding body size. 
Furthemore, it was considered possible that there is an interaction of these messages 
with the developmental changes the adolescent goes through. The following exarnple 
better illuminates their reasoning: 



Exposure to television programs and commercials could possibly contribute 
directly to a ten-year-old girl's schematic beliefs that "fat is very bad." Later, 
fashion magazines might directly trigger a 12-year-old girl's reevaluation of 
the importance of attractiveness-as-slenderness in the de finition of femininity. 
Or mass media might contribute more indirectly by serving as a socially 
approved source of knowledge ("There are diets that really work!") and 
inspiration (Tou can use this exercise machine to transform yourself into a 
winner Mth a flat abdomen!") for an already weight-conscious 13-year-old 
girl as she stniggles to make sense of pubertal weight gain and a budding 
interest h boys (p.33) 

Berel and M n g  (1 996) referred to Austin and Johnson (1 996) for an example 
of how the integration of concepts f h m  developmental psychology, social leaming, 
and media literacy in prevention programs can be applied at both home and school. 
They developed a Message Interpretation Pzocess mode1 to explain the two pathways 
through which concrete operational children (ages 7 to 11) intemalize televised 
messages. The k t  path is a senes of questions such as 'Ts this redistic, am I or are 
my expenences similar to that person?" The second pathway, which is more of an 
exnotional reaction to the message, is ''Do 1 want to act or be like that person 
(identiQ)?" Essentially, Berel and Lning (1 996) suggested that parents and teachers 
can teach their children the understanding of  persuasive content in shows and 
commercials with questions like, '730 real women look like models in advertising?" 
and by talking back to the television (Levine and Smolak, 1998, p.41). 

A significant portion of this prevention program review was focused on 
explaining the effects of media. This is in part due to the awareness that media is an 
important Muence in most people's lives, whether they live in an isolated 
community of the North or in a ieeming metropolis of southem Canada. Another 
approach that might be h p o a m ,  especially for isolated cornrnunities, is that 
prevention progarns that can be provided in a distant-education format. 

Celio, Winzelberg, Wilfrey, Herald, Springer, Dev & Taylor (2000) compare 
an internet program and a classroom-delivered psychoeducational program designed 
for the reduction of risk factors for eating disorders in college women. In both 
prograrns, many of the topics discussed above were included, such as body image 
dissatisfaction, excessive weight concerns, dieting or restrained eating patterns, and 
exercise and nutrition. Media awareness was also encouraged: The participants were 
asked to observe real women in public and compare them to women seen in fashion 
magazines. At the conclusion of both programs, Celio and his colleagues found 
significant effects in terms of reduced risk factors for eating disorders in the internet- 
delivered intervention. Aithough this research was based on adults, and thus does not 
incorporate developmental challenges, it was interesting to consider the results 
because of the widespread use of cornputers in schools. It is highly conceivable that 
an intemet-delivered prevention program could also be introduced and successfully 
applied to concems regarding eating disorders in adolescents. Such a program rnight 



be extremely valuable for isolated cornmunities where available teachers, 
professionals, and nunbers of participants are lunited. 

Conciusions regarding the efficacy of eating disorder prevention programs are 
mixed. Some researchers suggest greater success with the programs are possible 
when attention is given to developmental challenges, media, and sociocultural effects 
as well as the risk and protective factors relevant to eating disorders. Most of the 
prevention programs reviewed are school based; however, one intemet-delivered 
program was also reviewed. Ideaily, the most effective components of the existing 
eating disorder prevention programs might be applied to prevention and intervention 
efforts considered for youth in the Yukon. 

Conclusion of the Literature Review 

In this review of the literature, current and past understanding of eating 
disorders from ps ychological, sociocultural, and biological perspectives were 
discussed. In addition, the literature and research relevant to the demographic 
variables of age, grade, gender, ethnic background and diet, and residence were 
reviewed. Finally, the differences in eating disorder occurrences found between 
youth in rural and wban settings were described. 

Within the section of literature review regarding past and current 
understanding, clinical eating disorders and other eating problems were defined. In 
addition, there were a range of topics and approaches taken with eating disorders 
included. It was contended that disordered eating behaviors and attitudes, and the 
eating disorders themselves, are multidimensional and that biological, social, and 
psychological aspects need to be considered in identification, prevention, and 
treatment efforts. In addition, it was hoped that with this broad and diverse review, 
the reader had a variety of approaches and explanations to consider in addressing the 
eating behaviors and attitudes that were identified by this prevalence study. 

The healthy and natural psychological, sociocultural, and physiological eating 
processes were included for a few reasons. First, this discussion was included to 
provide the reader a starting point by which to recognize dysfunctional eating and 
behaviors. Second, in the context of this research, adolescents were provided 
workshops on eating disorders in which the normal processes of eating were 
discussed at an age-appropriate level. Finally, the normal eating processes were 
discussed with the recornmendation that prevention efforts are based on a "liealth" 
model as opposed to a "disease" model. 

In the literature review of specific adolescent concerns and demographic 
variables investigated in this research, gender and age were identified as key risk 
factors. It was noted in the literature review that many of the findings are based upon 
studies of women and girls. This is primarily due to the higher prevalence of eating 
disorders in the female population and may also be attributed to lack of professional 
agreement regarding concems of eating disorders in males. 



Other demographic variables of ethnic background, ethnic diet, and residence, 
as well as differences found between urban and rural youth, were discussed by 
drawing upon literature and research from a variety of disciplines. This approach was 
taken because there are Limited and inconclusive findings regarding these variables in 
the eating disorder literature. Some researchers who have investigated ethnic 
background have suggested that minority individuals are more likely to exhibit eating 
problems and eating disorders as their level of acculturation increases. 

The topics of percentage of ethnic food in the diet and residence were 
discussed fiom a perspective of considering the potential positive and negative 
impacts of each factor on eating behaviors and attitudes. This approach was taken in 
the spirit of recent research: to identify protective and risk factors involved in a range 
of disorders, and in light of the recent "resiliency" research. Essentially, these 
seldom-researched topics might be added to eating disorder data and be applied to 
prevention initiatives. Literature regarding the impact of these demographic variab les 
on people, in particular Aboriginal and Non-Aboriginal Yukoners and other 
Northerners, was included to describe the unique challenges they face. 

In the following two chapters are discussions of the methods used and the 
presentation of data anaiysis results. In the conclusion chapter, results of this study 
are discussed in light of eating disorder prevention programs and the unique 
charactenstics and challenges of youth in Whitehorse. 



CHAPTER III: Research Methods 

Introduction 

The essential methodo logical tasks involved in this investigation of disordered 
eating behaviors and attitudes of the Whitehorse youth were as follows: (1) To 
choose an appropriate approach and questionnaire in order to assess disordered eating 
behaviors and attitudes. (2) To identie and include questions regarding the impact of 
demographic variables on the measures of disordered eating behaviors and attitudes. 
The variables examined in this study were the students' EDI-2 results and age, grade, 
gender, ethnic background, schooI, ethnic diet, and residence. In addition, the EDI-2 
results fkom Whitehorse youth and youth from larger centres in Ontario and 
northeastern United States were compared in order to explore potential Merences 
between urban and semi-urban or nual youth. 

The logistics of ninning the study was broken down into several tasks 
characteristic of convenience sampling and participant recruitment procedures. An 
appropriate sample was identified and their representativeness for the larger 
population of youth in Whitehorse was considered (Yukon Bureau of Statistics, 1996, 
1999). Approval kom the University of Alberta ethics cornmittee and the Yukon 
Department of Education was then attained. Following approval, educative 
workshops on eating disorders were provided to the students of the schools, at which 
time individual parental consent forms were disîributed to the students. The 
distribution and collection of parent and student consent forms, the administration and 
scoring of the EDI-2 questionnaires, and the imputing and analysis of data were 
involved in data collection. In this chapter, each of these tasks is described. 

Selection of a Method 

Sonquist & Dunkelberg (1977) stated that in survey research one should be 
able to test hypotheses, evaluate progams, describe populations, and build models of 
human behavior (p. 1). Questionnaire administration is a type of survey study because 
one can test hypotheses and answer questions regarding a population and because one 
can describe behaviors or prominent concens. The questionnaire method was 
selected for this study in order to access a large number of individuals in an efficient 
and economical rnanner. 

Schoemaker (1 998) suggested that when using an eating disorder 
questionnaire, it should be considered only a first step in answering questions 
regarding prevalence. Prevalence is usually described as the actual nurnber of cases 
in a particular community over a set period of time. The usual requirernents for 
diagnoses of eating disorders are results fkom questionnaires, and the collaborative 
information gathered fiom interviews, and chician and physician's assessments. For 
the purposes of this study, the EDI-2 was used to attain an initial understanding of 
eating disorder concems of the Whitehorse youth. 



The Measurement Instrument 

There are several questionnaires or scales available for measuring eating 
disorders and related concems such as body image, health and exercise practices. 
Some of these are used to assess specific eating disorder behaviors such as the Binge 
Eating Questionnaire (Ordman & Kirshenbaum, 1985), the Weight Management and 
Eating and Exercise Questionnaire (Mintz & Betz, 1988), the Anorexic Behavior 
Scale (Slade, 1973), and the Bulimic hvestigatory Test (Ilenderson & Freeman, 
1987). Two of the most commonly accepted measures of eating disorders are the 
Eating Attitudes Test (EAT) and the Eating Disorder Inventory (EDI). The EAT was 
developed in 1983 by Garner and Garfinkel. The EDI and its expanded versior, the 
EDI-2 was developed between 1984 and 1991. The initial EDI was developed by 
Garner and Olmstead; the latter revision by Garner aione. 

The following criteria were used to select the questionnaire for this present 
study. 

(1) It must be appropriate for a younger population. Students fiom grades 7 to 
12 are enrolled in the Whitehorse high schools. Therefore, it was considered 
possible that students could be as young as 11 to 12 years of age. It was 
viewed important that the test items be understandable for the youth in the 
lower grade levels, taking into account lower levels of reading ability and 
maturity. 

(2) 1t should be extensive enough to include a broad range of charactenstics. 
In that regard, it should not be too specific, such as some questionnaires that 
are exclusively used to assess anorexia, bulimia, compdsive eating, or 
psychological concerns such as body image. 

(3) It should be in a self-report format so it can be group administered. It was 
believed that the ideal way of obtaining a depiction of the prevalence of 
disordered eating behaviors and attitudes would be to assess as largz a group 
as possibie. 

(4) It must have established noms for junior hi& school and high school 
students, and the reliability and validity of the test must be clearly established. 

(5) It must be appropriate for use with both males and females. 

(6) It must be appropnate for administration to the general, non-clinical 
population. 

(7) It must be known to be sensitive enough for the identification of 
disordered eating behaviors and attitudes in the general population. 



There was also examination of the literature on the eating disorder 
questionnaires as part of the selection process. The author of Sex and Gender Issue 
Test Review (Beere, 1990) cautioned researchers considering a scale or questionnaire 
of eating disorders to carefûlly examine the studies cited in which they had previously 
been used. 

The seiection of the questionnaire was narrowed down to the Eating Attitudes 
Test (EAT) and the Eating Disorders Inventory-2 (EDI-2) based on the criteria above, 
and based on the literature reviews of them. The Eating Attitudes Test was referenced 
a greater nurnber of times than was the Earing Disorder Inventory -2. However, the 
Eating Disorder Inventory -2 also had several citings. Garner and Olmsted (1 984) 
compared the EAT and the EDI. They noted that the approach taken by the test 
developers with scale development was different for both, although both have since 
been validated by numerous studies. They reported that the EAT was developed 
based on an empirical approach, and the EDI-2 was developed based on a theoretical 
approach. Their conclusions for both were as foltows: 

The EAT is a sound rneasure of a range of symptoms common in anorexia 
nervosa, and the EDI focuses more on the specific cognitive and behavioral 
dimensions that may rneaningfûlly differentiate subgroups of patients; or 
which may distinguish those with serious psychopathology fkom "normal" 
dieters (p. 9). 

The EAT, like the EDI-2 test, had much to offer for this study, given that it 
was well docurnented as a reliable and valid test and screen of eating disorders. It has 
been used successfully with a variety of populations in the identification of both the 
propensity and the prevalence of eating disorders (Brooks-Gunn & Warren, 1985; 
Button & Whitehouse, 1981; Carter & Duncan, 1984; Carter & Moss, 1984; Clarke & 
Palmer, 1983; Cooper & Fairbum, 1983; Eisler & Szrnukler, 1985; Garner & 
Garfinkel, 1980; & Steinhausen, 1984). One drawback noted with both the EAT and 
the EDI-2 was that there are some items that are inapplicable to males, such as "1 
have regular menstrual periods." 

A decisive factor in choosing the EDI-2 over the EAT was that the EDI-2 was 
suitable for the younger students in this study. The EAT was developed for hi& 
school students. Traditionally, the students in high schools start in grades 9 or IO and 
finish in grades 12 or 13. The items on the EDI-2 were developed for a literacy level 
corresponding to grade 5. Consequently, it can be administered to youth as young as 
11 years of age. 

Garner (199 1) provided information conceming reliability and validity studies 
with the EDI and EDI-2. He stated that a final criterion for the EDI subscales is that 
there must be a coefficient of intemal consistency of at least -80 for an eating disorder 
sample. He reported that Garner & Olmsted (1984) found reliability coefficients 
between -83 to -93 for the original subscales. He also indicated that their findings 
were recalculated using updated sarnples and that the coefficients are much the same. 



Garner cited studies regarding examination of the EDI's interna1 consistency 
with the previous and original data. Welch (1988) reported lower alphas ranging 
fiom -70 to -8 1. With non-patient groups, Racitie and Norcross (1 987) and 
Vanderheyden, Fekken and Boland (1988) found reliability to be similar to those of 
the initial validation study. Shore and Porter (1990) reported lower reliability 
estimates on some scales and with some age groups. They found a reliability score of 
-70 for the Maturity Fears scale with younger persons and a reliability score of -70 for 
males on the Per$ectionhrn and Interpersonal Distrust scales. 

Garner (1991) descnbed several analyses that were utilized in the 
establishment of the EDI-2 validity. Item selection, investigations of the fit with the 
cntenon groups, and the fit between patients' EDI-2 subscale scores and dinicians' 
diagnoses were included in these analyses. As well, Garner identified signincant 
differences between groups of AN-R and AN-B subjects on the BuZinzia subscde. 
Convergent and discriminant validity was demonstrated by the pattern of correlations 
among EDI subscales and among a number of other measures ~ 5 t h  different degrees 
of concephial overlap with EDI subscales. In the EDI-2 manual, Garner cited EDW 
studies regarding the content validity, criterion-related validity, concurrent validity, 
constmct validity, discriminant and convergent validity, and factor analysis. 

Other review and research sources were noted for discussion of the 
applications of the EDI-2. It is the most often reviewed eating disorder questionnaire 
in test review sources such as Bzrros and Mental Measurement Yearbooks. It was the 
only eating disorder test listed in the Twelfih Buros Mental Measurements Yearbook 
(1995) and in Tests in Print N (Buros, 1994). The fiequency with which the EDI-2 is 
reviewed is a notable indicator of its widespread use in clinical and research 
situations. In addition, the EDI-2 is reviewed along with the EAT in Sex and Gender 
Issues: A Handbook of Tests and Measures (1990), Tests: A Comprehensive 
Reference for Assessrnents in Psychology (1 997), and Test Critiques (1 994). 

Philip Ash and Steven Schinke (1994) indicated that the strengths of the EDI- 
2 are sensitivity to cfinical change, usefulness for gathering information of current 
and historical diagnostic relevance, and inclusion of noms for clinical and non- 
clinical populations. Brookings (1994) reviewed the advantages and disadvantages of 
the EDI-2. He stated that the EDI-2 is popular because of the multidimensional 
approach taken by the test developer. Essentially, Garner (1991) included a broader 
array of etiological factors and treatment effects than do Garner and Garfinkel(1979) 
with their unidimensional measures on the EAT. Professor Brooking's concems 
about the EDI-2 were that further multitrait-multimethod studies are needed and that 
some of the core scales have not been validated for clinical assessrnent and 
intervention. He also noted that initial normative samples were too small, but he 
acknowledged that in the revised manual Garner (199 1) included larger and more 
representative samples. He concluded, ". . . that despite some problems the EDI-2 has 
much to recommend as a predictor and outcome measure" (p.232). He surnmanzed 
that key advantages of the EDI-2 manual are the inclusion of extensive data and a 



factor analysis, in which the test &or demonstrated distinct, factorally valid 
subscales. He also indicated that because of the popularity of the EDI there is a 
sizeable database of a variety of populations. 

Garner's (1991) descriptions of the EDI-2 are helpfûl in the explication of the 
EDI-2. He described it in the following way: 

It is a widely used self-report measure of syrnptoms commonly associated 
with anorexia nervosa (AN) and bulimia nervosa @SN). It is an easily 
administered self-report measure that provides standardized subscale scores 
on eight dimensions that are clinically relevant to eating disorders. It consists 
of 64 items and 27 new items on three additional provisional scales presented 
in a six-point format requiring respondents to answer whether each item 
applies "always," 'iisually," "often," "sometimes," "'rarely," or "never." (p.5) 

Garner (199 1) stated that the EDI-2 is a questio~aire that was developed on 
the premise that eating disorders are multidetexmined and multidimensional. Initially, 
it was comprised of three subscales intended to measure one's attitudes and behaviors 
associated with eating, weight, and shape and five subscales intended to assess the 
psychological traits characteristic of or clinically relevant to eating disorders. These 
scales have since been supplemented with the provisional scales of Asceticism. 
Impulse Regulafion, and Social Insecurity. The physical, social, and ps ychological 
aspects involved in eating disorders are reflected the EDI-2 scales and their respective 
items. 

Garner (1 991) indicated that the EDI-2 is intended to measure relevant 
psychological and behavioral traits consistent with a multidimensional understanding 
of eating disorders. According to Garner, "It is aimed at the delineation and precise 
measurernent of certain psychological traits or symptom clusters presurned to have 
relevance in the understanding and treatment of eating disorders. The EDI-2 provides 
a psychological profile that is consistent with the understanding of eating disorders as 
heterogeneous syndromes" (p. 1). The author also stated that although there are a 
nurnber of studies in which total EDT scores are computed by surnrning al1 scores 
across subscales, each EDI subscale is intended to measure a conceptually 
independent trait and that total score analysis rnay affect interpretation. In addition, 
he cautioned against using only certain items or selected subscales. However, Garner 
acknowledged that in some studies there is evidence of a relationship between total 
EDI scores and psychopathology rneasured with oîher psychometric inshuments 
(Heilbrun & Hausman, 1990& Yate, Sieleni, & Bowers, 1989). 

Descriptions of the EDI-2 subscales and its provisional scales are documented 
in Appendix 3. These were drawn from the EDI-2 manual explanations provided by 
the test author, Garner, and from the discussion provided about each scale in 
Brookings ' (1 994) review. 

What was particularly interesting about the EDM psychological constructs 
was that they are characteristic of problerns that al1 people deal with to a certain 



degree, especially adolescents. For example, developmental and adolescent research 
is replete with examples of youth dealing with maturity fears, especially in early 
adolescence. For example, Anna Freud (1965) is attributed with the term "flight fkom 
womanhood," which she used to describe a girl's failure to eat as one denial response 
to growth (p. 105). Other constructs such as "impulse regulation" are considered 
characteristic of many youth. Offer and Sabshin (1990) who edited a book on 
adolescent psychology, suggested that impulse regulation concems are normal for the 
adolescent and should not be considered unhealthy. Conçtnicts regarding 
preoccupation or dissatisfaction with one's self, in particular one's body, are typicai 
of the both adults and adolescents. However, body image concems are likely more 
pertinent in adolescence, because a major challenge for the adolescent is the 
evaluation and defhition of identity. 

Administration Guidelines and Details 

The EDI-2 can be administered to individuals and groups and has been used 
with people as young as 1 1  years of age. Gamer (1991) cited the following successful 
research of youngsters conducted by Fabian and Thompson (1989); Faust ( 1  987); 
Garner, Garhkel, Rockert, and Olrnsted (1987); and Shore and Porter (1990)- 
Garner added that the provisional scales have not been validated with children 
younger than 12 years of age. In the test manual, he descnbed administration 
instructions and ideal testing conditions. Essentially, participants are to be informed 
that the EDI-2 is utilized for the measurement of attitudes, feelings, and behaviors 
related to eating. Participants are also to be informed that there are no right or wrong 
answers, and they are to be given as much time as necessary. Garner recommended 
that respondents be given the opportunity to ask questions and to ask for clarification 
of items. 

The sample population of adolescents in Whitehorse (n=454) were givan 
instructions as indicated in the rnanual and on the questionnaires. This researcher 
distibuted and administered the EDI-2 questionnaires. Students were encouraged to 
complete the items on their own; however, there was discussion arnong some students 
in response to items. There were two students out of the entire sample that required 
help fiom their leaniing assistance teacher. They were read the items aloud but 
responded privately. Some students asked for clarification of items, and they were 
provided explanations or examples. Particular items that required clarification are 
noted below. Generally, students fkom al1 the age groups asked for either the 
explication of a particular word, or what the term meant in the context of their age 
and gender. Some examples of students' questions are as follows: 

1 feel1 am ineffective as a person. Some students asked for explanations of 
the word "ineffective." The explanation given was " when you feel that you 
cannot do anything well." 

1 think about bingeing (overeating). Teenage boys asked if their consumption 
of a large amount of food at one time qualified as bingeing. Some students 
misread "bingeing" as "binging" and didn't know what "binging" rneant. The 



rneaning of the word was clarified for these students. 

Ihave close relationships. Students asked if this item was applicable to al1 
relationships or just peer relationships. They were encouraged to consider al1 
significant relationships. 

I wish I cozdd retzrrn to the security of childhood. For the most part, younger 
students asked about this item, some indicated that they felt that they were still 
children. They were encouraged to consider the earlier childhood years when 
their parents were more involved in their care. 

Igetfiightened when my feelings are too strong. Students asked what this 
meant. Examples were given such as, Terhaps you get scared when you feel 
too much emotion such as too much happiness, few, or anger." 

1 Iike the shape of my b ztttocks. Many male teenagers were arnused with 
questions regarding the body. They were encouraged to respond to the items 
with their estimation of like/dislike of parts of the body. 

Along with EDI-2 items on the questionnaire, a label was applied to the top of 
each of the answer sheets in order to collect the demographic information investigated 
in this study: age, grade, school, ethnic background, ethnic diet, and residence. Some 
students required clarification regarding demographic questions, in particular the 
questions regarding ethnic background, percentage of ethnic food in the diet, and 
residence. Some students indicated they did not know what their ethnic background 
was. They were encouraged to refer to their parents' last names and if they were still 
unsure, to respond with "Canadian." Regarding ethnic diet, they were asked to 
determine if they ate an ethnic diet related to their own ethnic background. Youth 
were advised to put 0% if they were not aware of any ethnic diet. The variable 
residence did not require as much clarification. Students were infomed that if they 
had to leave their family and community to attend school they should indicate "yes." 
For al1 requests of clarification, students were given exarnples in order to illustrate the 
intent of the question or item. 

The Sample 

The Yukon Department of Education and each school's administration were 
contacted for permission to collect data. Initially, they were hesitant to allow the 
study be run in their schools and wanted to ensure that appropriate procedures were 
followed. They were willing to allow this research project to proceed, provided the 
following conditions were met: (1) This researcher was involved in the entire study: 
explmation of eating disorders, data collection, and data analysis; (2) The students 
were provided with a class about and opporhuiity for discussion of eating disorders; 
(3) The students and teachers were provided with a list of psychologists and other 
mental health practitioners that they could contact in the event that a student had an 
eating disorder or related concem; and (4) The workshops and questionnaires could 
be considered appropriate components of the cumculum. These conditions were met, 



and this researcher voiced a willingness to return to the schools to provide an 
explanation of the results of the study. 

The sample design was restricted to convenience sampling because the Yukon 
Department of Education and each school's administration specified which classes of 
students 1 could meet with. 

(1) Principals in the two of the high schools allowed the administration of the 
questionnaires to students in Career and Personal P l d g  (CAPP) classes 
because eating disorders were considered to be a subtopic of nutrition 
curriculum materials. At present, there is not a set curriculum including 
eating disorders, although some individual teachers have included discussions 
of them in their CAPP classes. With an informal hand count of students, only 
about one-quarter to one-half of the students indicated previous classes or 
instruction about eating disorders. There were one-half to three-quarters of 
the students who acknowledged sorne level of understanding, in varying 
degrees, of eating disorders. 

(2)  In one high school, the curriculum is geared towards the experiential studies 
of drama, music, art, and sciences. In this school, the CAPP cumculum is 
integrated into their classes. Students fiom four of the six classes in this 
school participated in the study; the other two were unavailable during the 
research period due to experiential outings. 

(3) The administration and staff of one high school indicated that the CAPP 
curriculum is integrated into mandatory religion classes. niey provided the 
entire student body. Although the sample size was largest from this school, 
there was no need to apply random selection procedures, as the size was still 
considered manageable. 

Unfortunately, with convenience sampling there is not an opportunity to apply 
random selection techniques. Therefore, speculation regarding the generalizability 
and representativeness of the sample of students is limited. However, because of the 
mandatory requirernent that students must take CAPP andor religion classes, 
potential bias regarding sample selection was considered minimal. In a sense, the 
sample was representative of Whitehorse youth because all students who participated 
were kom a variety of racial and SES backgrounds. The reasons students did not 
participate was that they had already taken theu required class in a previous term or 
were absent for other health or scholastic reasons. 

Students in Whitehorse begin to attend high school in either grade 7 or 8, 
depending on the ceiling grade of their elementary school. The students involved in 
this study were fiom the three major high schools and one annex school in 
Whitehorse. The annex school is described as a site where youth can attend 
expenential prograrns not offered at the other schools. Its students are drawn from 
the population of the other three schools. There was a total population of 
approximately 800 students in two of the schools. In the other high school, there was 



a total population of approximately 400 students. The total population of the annex 
high school was approximately 120 students. 

There were 454 students who participated in this study. The precise numbers 
of students categorized according to age, grade, gender, school, ethnic diet, 
percentage of ethnic food in the diet, and residence are in Table 1. There were 209 
males and 244 females who completed the questionnaires. The Iargest age group was 
found to be the students between the ages of 14 to 16. It was found that 60.9% of the 
students who participated in this study were fiorn one school. The largest grade 
sample was grade 9 students, although al1 grade groups were adequately represented. 

There were six ethnic groups. The largest groups were the students with no 
ethnic background identified other than "Canadian," and with students who report 
European ethnic background. The other ethnic groups of Aboriginal, Asian, and 
f i c a n  ethnic background were significantly smailer. The students with Aboriginal 
ethnic background were the largest minority group at 11.3%. The numbers of 
students acknowledging a higher percentage of ethnic food in their diets were much 
less than those with little or no ethnic diet indicated. 

Most students were still living with family and cornmunity. There were 11% 
of the students who indicated that they left home and cornrnunity to attend school. 
There were 6.4% of the students who did not respond to the question pertaining to 
residence. 

The representativeness of the 454 youth for al1 the Whitehorse youth was 
examined by noting Yukon and Whitehorse statistics. According to the Community 
Profiles of the Census 1996 and the Montlzly Yukon Population Estirnates (1998 & 
1999) published by the Bureau of S tatistics, there were approximately 3 1,000 people 
in the Yukon and 19,000 people in Whitehorse around the time of the study. There 
were 1540 males and 141 5 females between the ages of 10 and 19. 

Students were required to attend schools within their districts. Each district 
was reported to have a variety of social economic levels and household characteristics 
such as farnily size, level of parents' education, occupation, social economic status, 
marital status, and ethnic origin). The Aboriginal population of Whitehorse was 
2,605 persons and the Non-Aboriginal population is 16,455 (Statistics Canada, 1998). 
There was a range of visible ethnic minorities in Whitehorse. The groups and 
numbers of people in these groups were descnbed by Statistics Canada (1998). There 
were 185 South Asian Canadians, 130 Chinese Canadians, 190 Southeast Asian 
Canadians, 90 Filipino Canadians, and 70 African-Canadians (Statistics Yukon, 
1996). 



Table 1 

Numbers and Percenrages of Whitehorse Studen~ on Variables of Gender, Age, Grade, SchooZ, Ethnic 
Background and Diet, arid Residence 

Independent Variables Frequenc y Percentage 

Gender 

Males 
Fernales 

Grade 
7 
8 
9 

10 
11 
12 

School 
1 
2 
3 
4 

Residence 

At home 
Away fiom home 

Ethnic Diet Percentage 



Table 1 cont- 

E thnic Background* N % 

1. None reported 
2. Aboriginal 
3. Aboriginal/other no ted 
4. European 
5. Asian 
6.  Afncan 

*Students identified themselves as Canadian with or without ethnic background. 

Data Collection 

Permission was obtained fiom the Department of Education in February 2000. 
Shortly thereafter, each school's administration and teaching staff gave permission 
and indicated appropriate times and dates. The numbers of students participating 
varied in each of the schools. As noted earlier, some of the schools' principals and 
teachers required a fit of the study with their curriculum. With most of the schools, 
they attempted to provide student samples fiom al1 grades. There were 454 students 
who completed questionnaires; this was considered a substantial proportion of the 
Whitehorse youth. In recent statistical reports, the entire Whitehorse hi& school 
population was estimated to be approxirnately 2700 students (Bureau of Statistics, 
1998, 1999). 

Data collection was preceded by classroom presentations on eating disorders. 
In one school, the students were given the classroom presentations following the EDI- 
2 administration. This deviation was considered a potential control for the possible 
effects of the presentations on students' response style. The presentations and 
questionnaire administration took place in February and March 2000. When the 
presentations were given to the students, the classroom teachers were present and 
often participated in the discussion. In one school, the school counselor attended 
each of the sessions. 

During the presentations, this researcher defined each of the eating disorders, 
provided explanations regarding their onset and continuation, and directed students to 
prevention and intervention steps they could take for themselves. Because the 
presentations were provided in the context of CAPP curriculum, discussion was also 
extended to career and research topics. Psychologists' work and the training required 
was descnbed. In addition, this researcher explained what research is and discussed 
the objectives of this particular research project. This discussion regarding the 
research project was also considered an opportunity to ensure that the ethical 
requirements of informed consent were addressed. To M e r  deal with ethical issues 
of informed consent, students were given the written details of the study dong with 



the parental consent forms. These were read aloud and explained to the students to 
ensure understanding- Copies of the parent and student consent forms, and an o u t h  
of the presentations are provided in Appendix 1 and 2. 

Data collection took place 1 to 3 weeks after the eating disorder presentations. 
At the school in which the presentations and data collection were coriducted on the 
same day, parental consent foms had been explained and distributed by their teachers 
one to two weeks prior to the presentatioddata collection days. Data collection was 
cornmenced in late February 2000 and completed in late March 2000. The EDI-2 was 
administered during class time and only after the students had signed their consent 
forms and had returned signed parent consent forms. 

The ethical requirements for most research projects conducted with people are 
that informed consent and confidentiality are ensured. To secure anonymity, shldents 
were asked to leave their names off the forrns, and the consent fonns and 
questionnaires were collected separately. In addition, students were advised that 
their participation was voluntary and that if they chose to decline participation, they 
could work on something else but must either stay in the classroom under their 
teacher's s u p e ~ s i o n  or go to the library. Out of the entire sample, only three 
students opted not to participate. Overall, the stafhnd students of the schools were 
very accommodating, interested in the topic, and helpful. The presentations and data 
collection were easily achieved. 

Scoring Guidelines 

Garner (1991) stated that the primary use of the EDI-2 is for the clinical 
evaluation of syrnptoms associated with eating disorders. He recommended the use 
of the profile cornparisons for clinical use. In the context of this prevalence study, 
there was an examination of profiles as well as the examination of elevations for each 
of the subscales. 

Garner (1991) addressed the issue of choosing a cutoff score in both clinical 
and research settings. He stated that the decision regarding the precise cutoff score to 
employ depends on the purpose of screening. He reported that when one uses a 
relatively high or conservative cutoff score there is an increase in the number of fdse 
negatives and a reduction in the number of false positives. He recommended use of 
the normative data in the test manual when determining appropriate cutoff scores. He 
added that another approach to differentiating between normal individuals and 
individuals with disordered eating behaviors and attitudes, is to examine the scale 
elevations on the scales most often associated with an eating disorder. He indicated 
that the EDI-2 scales most often identified for persons with an eating disorder, and 
most effective for differentiation of normal persons from persons with eating 
disorders are Drive for Thinness, Bulimia, and Body Dissalisfacion. To substantiate 
the validity of Garner's claims regarding one of these scales, Vanderheden and 
Boland (1987) found that they were able to correctiy classify 73% of various levels of 
disturbed eating with the Drive for ï?iinness scale. 



Data Preparation and Analysis 

There were 454 EDI-2 questionnaires completed by the students, and each one 
was hand-scored. This was a sizeable amount to score, and with hand sconng there is 
always a potential for some amount of human error. To reduce error, templates were 
developed in order to isolate one to tàree EDI-2 subscales at a tirne. Scoring was 
completed by this researcher and with the assistance of three aduIts who were 
instructed about questionnaire scoring procedures. 

The EDI-2 subscale results and the demographic data responses were imputed 
into the SPSS-IO computer program for data analysis. The data was malyzed for 
scale elevations based on the norms provided in the EDI-2 for cutoff scores, and 
based on norms for measures of central tendency and variability. 

Norms that are referred to in the EDI-2 Professional Manual (Garner, 199 1) 
were based on those generated h m  eating disorder popuIations and fiom samples of 
non-patient high school boys and girls. Garner (1991) recommended use of 
appropriate age and sex norms fkom the studies of Rosen, Silberg, and Gross (1988) 
and Shore and Porter (1990). Significant findings of their research efforts are that 
they identified gender diEerences on the EDI-2 and found that younger students differ 
fkom older ones (p. 19). 

The high school norms which were referred to for the analysis of EDI-2 raw 
scores and percentiles, docurnented in the EDI-2 manual are based on a study by 
Rosen, Silberg, and Gross (1988) of 698 girls and 675 boys. Students fkom three 
public high schools in northeastem United States participated in this study. The 
schools are situated in three sites, a semi-rural town, the suburb of a major 
metropolis, and a major rnetropolis. The norms for eating disorder groups were based 
on a sample of 889 patients who had been diagnosed with an eating disorder; Garner 
(199 1) also provided norms for each separate eating disorder; however, he 
recommended use of the norms for the combined eating disorder groups. 

The results Eorn the Rosen, Silberg, and Gross study (1988) were referred to 
ir, this research because norms for both high school males and fernales were provided. 
Percentile equivdents at the 75 to 99 percentiles were considered to be an indication 
of the most problematic concems. Students sconng below the 75th percentile were 
detennined to be in a normal range, and thus were not perceived as having a 
propensity for an eating disorder. Consult Appendix 4 for noms regarding eating 
disorder groups and for norms for high school males and females. 

Each of the student's EDI-2 profiles was malyzed. The objective was to 
identiQ how many students scored above the 75' percentile according to norms for 
high school students on eight of the subscales (Rosen, Silberg, & Gross, (1988), and 
according to eating disorder noms on al1 11 EDI-2 subscales. Essentially, for each 
individual student's profile, the number of subscales in which the students scored 
above the 75" percentile was tallied. A second step of this profile analysis involved 



the identification of the Eequency with which the Whitehorse students scored above a 
cutoff score on each subscale. The cutoff score used here was determined by 
identifying the lower end of scores in the eating disorder n o m  group as depicted on 
the EDI-2 profile forms. This analysis allowed the identification of specific eating 
disorder concems most problematic for the Whitehorse students. A sample EDI-2 
profile form is provided in Appendix 7. 

The EDI-2 results for girls and boys that were provided in the manual and 
based on the research by Shore and Porter (1990), and Rosen, Silberg and Gross 
(1988) were used for t-tests cornparisons with Whitehorse student sample. Shore and 
Porter (1 990) described the EDI-2 subscale means and standard deviations for 
elementary and secondary school students in Windsor and Essex County, Ontario. 
Their subject sample included 23 1 girls between 14 and 18 years of age, 183 girls 
between ages 11 and 13,63 boys between ages 14 and 18, and 133 boys between ages 
1 1 and 13. The youth who participated in the Rosen, Silberg and Gross (1 988) study 
included students between grades 9 to 12 fiom schools in northeastern United States. 
The measures of central tendency and variability fiom the Shore and Porter (1990) 
and Rosen, Silberg and Gross (1986) studies are included in a section of the data 
anaiysis chapter. 

The demographic information collected on the questionnaires was identified 
as the independent variables of this study. They were: age, gender, grade, school, 
ethnic background, ethnic diet, and residence. The students' results on the EDI-2 
subscales were analyzed according to each of these categorizations. This involved 
the identification of the fiequency with which students fkom each demographic 
category scored above the cutoff. In addition, 68% confidence intervals regarding 
these findings were calculated. Thus, predictions were made with 68% confidence 
that the EDI-2 results found with this sample of Whitehorse students were 
representative of Whitehorse youth. In summation, the data analysis procedure was 
intended to examine the individual*group, and overall disordered eating behaviors 
and attitudes of the Whitehorse youth. 

Limitations and Delimitations of the Research 

In this section, the preliminary limitations and delimitations of this research 
are discussed. Specifically, there is discussion of the questionnaire administration 
procedures, the utility and restrictions of the EDI-2, the student sample and their 
characteristics, and the data analysis procedures. 

Questionnaire administration and retrospective s u e s  are considered the 
principle methods one can use to determine the prevalence or iikelihood of eating 
disorders in large populations. There are problems with both investigative 
procedures. Shoemaker (1998) stated that the possible sources of distortion in the 
measurement and methodology of retrospective studies are the following: the causal 
interpretation of correlations, hindsight interpretation, and negative selection (Cohen 
& Cohen, 1984; Shaw & Garfinkel, 1990; Vandereycken & Meermann, 1992; 
Fairburn, Wefch, Norman, O'Connor & Doll, 1996). 



As noted earlier, the EDI-2 was the e a h g  disorder questionnaire used in this 
study. Questionnaire administration was considered the most effective means of 
identimg prevalence in large groups of the general population (Garner, 1991). 
However, the ïesults fkom questionnaires are usually not considered diagnostically 
sound indices of actual eating disorder occurrences. Garner (199 1) recomended 
that questionnaires be utilized as a fkst step in diagnosis followed by clinical 
interviews and other collaborative information such as physicians' and therapists' 
assessments. Therefore, one limitation of this study is that there were no follow-up 
interviews and additional testing conducted. These procedures were not feasible in 
the context of this research. Instead, the results were considered indicative of 
disordered eating behaviors and attitudes and as prelimiIiary measures of actud eating 
disorder prevalence. 

Another limitation regarciing questionnaire use, specifically with the use of the 
EDI-2, was that there are no indices for participants' response styles. Shoemaker 
(1998) indicated that sole use of a questionnaire for diagnostic purposes is 
problematic because of the denial tendency that is characteristic of eating disorder 
pesons. Icieally, validity scales are consulted to identiQ response styles, such as 
fake-good, fake-bad, denial, or inconsistency. Because there are no such scales on 
the EDI-2, each individual student's validity could not be verified in this research 
project. Consequently, the findings fiom this researcti were based on the unverifiable 
premise that the students completed them honestly and consistently. In the EDI-2 
manual, Garner (1 991) stated that 'Reassurance and a positive-test-taking set may be 
provided by indicating that the EDI is a standardized instrument that has been 
completed by thousands of people" (p.7). Students were given appropriate 
instructions and encouragement regarding questionnaire completion; however, the 
inability to assess the validity of responses is a potential limitation. 

A fürther limitation of the EDI-2 is that while there are subscale scores, there 
is no overall score; therefore, the results cannot be cornpared to findings fiom studies 
using questionnaires that have overall scores such as the EAT. Instead, Garner 
(1 991) indicated that there are two methods of analysis possible: (2) The analysis of 
individual profiles over the 75th percentile according to selected noms; (2) The 
analysis of scores on key scales most identified with eating disorders such as Drive 
for ï%inness, B u h i a ,  and Body Dissatisfaction. 

Another problem is that, despite the reputed validity and reliability of the 
EDI-2, it was designed to identiS eating-disorder behaviors and attitudes with several 
constnicts, and therefore it may overlap with other psychological constructs. For 
example, Garner (1991) indicated concerns regarding some of the scales: The 
provisional scales have not yet been normed for younger ages, bingeing and purging 
are not entirely differentiated on the Bulimia scale, and the Maturig Fears scaie is 
primarily intended for use with older teens and adults. 



Further aspects regardhg the limitations and delimitations of the EDI-2 also 
need to be addressed here. First, 1 review the reason why this psychornetric 
instrument was selected, and then 1 discuss how the test was used to fiilfill the study's 
objectives. 

The key advantage noted in choosing the EDW for this research project was 
the fulfilhent of  primary criteria required for this study: that it can be administered 
to the Whitehorse age group of 11 to 19 years of age. As well, as test reviewers 
indicated, validity and reliability of the EDI-2 are evident in a number of research 
efforts (Garner, 199 1). A final reason for the fit of the EDI-2 with this research was 
that it is intended for measurement of behavioral and psychological factors that have 
consistently been identified in the research of eating disorders, such as maturity fears, 
drive for thinness, bulimia, and body dissatisfaction. Furthemore, because one c m  
detemine psychological charactenstics and specific eating behaviors and attitudes 
with EDI-2, prevention and intervention efforts can be focused on specific identified 
concerns. 

A recent qualitative study called An Eating Disorder Needi Assessrnent was 
completed in isolated Northern B.C. communities with demographics similar to the 
Yukon. The reported fïndhgs were that both parents and professionals indicated a 
concem about eating disorder occurrences and noted the lack of resources for 
prevention, intervention, and treatrnent (Smye, Niblock & Anderson, 1998). Ideally, 
the results from this present research can supplement their research and be applied to 
better understanding eating disorder concerns in the North. 

The sampling techniques also need be considered in this discussion of 
limitations and delimitations. The number of students fkom each school varied. From 
one school, 60.9% of the students participated; whereas considerably fewer students 
f?om each of the other schools participated. However, in al1 these schools the sample 
was drawn fkom mandatory CAPP and religion classes. Therefore, students came 
fiom a range of cultural and socioeconomic groups and were considered fairly 
representative of the Whitehorse youth. 

The limitations and delimitations noted in the data analysis were that a range 
of analyses were used to identify prevalence, to compare the Whitehorse youth with 
the other youth, and to investigate the variables of age, gender, grade, ethnic 
background, ethnic diet, and residence. The results were malyzed with fiequency 
counts of students scoring above percentile and cutoff scores and with the statisticôl 
results fiom the t-tests. It was believed that the application of fiequency analysis 
would allow the discernment of overall and group population concerns. 



Chapter N: Data Results 

In the previous chapter, methods involved in data collection and a preliminary 
outline of the data analysis approach were discussed. In this chapter, the results of 
the andyses are presented and discussed. 

This research was completed with the objective of determining the prevalence 
of disordered eating behaviors and attitudes for the Whitehorse youth. As well, the 
EDI-2 results for the Whitehorse youth were compared to the EDI-2 results for youth 
fkom Ontario and fiom northeastern United States that were cited in the manual. This 
analysis was performed to compare differences between youth in smaller, less 
centralized communities with youth in larger, more centralized communities. In 
addition, another objective was to identiQ concerns for each of the groups of 
Whitehorse students, categorized by the variables of age, grade, gender, ethnic 
background, ethnic diet, and residence. Finally, to ensure that the students eom each 
of the Whitehorse schools were representative of the Whitehorse youth, their EDI-2 
results categorized by school were analyzed. The school results are presented below. 

School 

Research Question: What is the prevalence of disordered eating behaviors and 
attitudes in students in each of the Whirehorse schools? 

The students that participated in this research were fiom four schools in 
Whitehorse. The numbers of students in the schools were unequal; 60.9% of the 
students came f b m  one school, and less than 20% came from each of the other three 
schools. The fkequency with which school-categorized students scored above the 
cutoff on the EDI-2 was analyzed. Minimal differences were identified between the 
students fkom each of the schools. Furthemore, when 68% confidence intervals were 
calculated, few significant differences were noted: Schools 1 and 2 scored more 
fiequently than School4 on Bulirnia, and less frequently on Aestheticism. Given 
these results, it was concluded that these students were representative of the 
Whitehorse youth. It was also concluded that school was not a potential extraneous 
variable. 

Description of the Whitehorse Sample Based on Analysis with SPSS-10 

Measures of central tendency and variability on the EDI-2 subscales for the 
Whitehorse students are provided in Table 2. The medians of the students were 
consistently lower than their means on most of the subscales. This finding was 
considered to be evidence that the Whitehorse youth were positively skewed on the 
EDI-2. This was not considered atypical because Garner (1991) stated that the 
assessrnent of normal populations for eating disorders often results in positively 
skewed distributions. For example, this "positive skew" pattern was evident in the 
research conducted by Shore and Porter (1990) and Rosen, Silberg and Gross (1986) 
with high school youth. 



Table 2 
Means, Medians, and Standard Deviations for FP%ite/iorse Youth* 

EDI- 2 Scale M Md SD Range 

Drive for Thi~ess 2.54 0.00 3.90 
Bulimia 1 .52 0.00 2.80 
Body Dissatisfaction 6.08 3.00 6.8 1 
ineffectiveness 2.92 2 .O0 4.75 
Perfectionisrn 4.4 1 3.00 3.84 
Interpersonal D. 3.61 3 .O0 3 -72 
Interoceptive A- 2.83 1-00 4.40 
Maturity Fears 4.95 4.00 3.81 
Aestheticism 3.83 3.00 2.74 
Zmpuise Regdation 3.62 2.00 4.8 1 
Social Insecuntv 4.03 3.00 4.06 
* N= 450 students; 4 students were omitted herc due to incornplete data on their profiles. 

Further descriptive information regarding the fkequencies with which students 
scored on each item of the EDI-2 scales is included in Appendix 5. Essentially, fiom 
these results the earlier finding of positive skew is confirmed. For most scales, O was 
the most frequent score obtained. However, there were exceptions to this tendency. 
For scales such as Body Dissatisfaction, only 25.4% of the sarnple had a score of O, 
and only 16% had a score of O on the Perfectionim scale. On the Intepersonal 
Distrust scale, only 23.4% had a score of 0; and on the Maturity Fears and 
Aestheticism scales, only 7.3 and 6.4% scored O. Interpretation of these results is that 
many of the disordered eating behaviors and attitudes characterized by these five 
scales are common to the Whitehorse youth. 

EDI-2 Profile Analysis 

Research Question: m a t  is the prevalence of disordered eating behaviors and 
attitudes in the Whitehorse stncients according to gender? 

Garner (199 1) indicated that entire profiles or specific scales could be 
considered when determining eating disorder concerns with the EDI-2. He pointed 
out ihat the subscales Bzilimia, Drive for Thinness, Body Dissatisfaction, and 
Perfectionisnt have been used as initial identifiers in the diagnosis of an eating 
disorder. However, he also recommended examination of one's entire EDI-2 profile 
in order to identiQ concerns and areas of treatment. When this multidimensional 
perspective is applied to analysis of an individual's EDI-2 profile, it is expected that 
the greater the number of elevated scales on an EDI-2 profile, the greater the 
likelihood of an eating disorder. In the EDI-2 manual, Garner did not speciQ how 
many subscales should be elevated before a diagnosis for an eating disorder is 
warranted. However, he provided examples in which individuals had been diagnosed 
with an eating disorder when they had only four subscale elevations on the EDI-2. In 
Table 3, the results presented are based on considenng the number of Whitehorse 
students with EDI-2 subscales elevated above the 75th percentile. The high school 
group noms and the eating disorder noms used for this research were cited in the 
EDI-2 manual and are provided in Appendix 4. 



Interpretation of the results of this analysis, are that there were more males 
than females that exhibited disordered eating behaviors and attitudes in the 
Whitehorse students. There were 2.4% of the males and 1.6% of the females who 
have subscale scores above the 75th percentile on al1 eight subscales. This was in 
contrast to the research hdings that approximately 6% of females and less than 1 % 
of males in the general population exhibit disordered eating behaviors and attitudes 
(Anderson, 1991; Laverty, 1995; Hsu, 1990, & Sugar, 1993). When students s c o ~ g  
above the 75" percentile on six or more subscales were considered, the numbers were 
closer to previous research findings regarding eating disorder prevalence in girls, but 
stili exceptionally high for the boys: 6.5% of the girls and 8.6% of the boys scored 
above the 75" percentile. 

Table 3 
Frequency and Percentage of Students Scoring Above 75 %de on 0-8 EN-2 Subscales 

Males (N=209) Fernales (N=244) 

Number of Scales Scored Above 75%ile f % f % 

O Subscales 23 11.0 54 22.1 

1 Subscale 5 5 26.3 77 3 1.6 

2 Subscales 47 22.4 46 18.9 

3 Subscales 27 12.9 23 9.4 

4 Subscales 24 11.5 19 7.8 

5 Subscales 14 6.7 8 3 -3 

6 Subscales 8 3.8 8 3.3 

7 Subscales 5 2.4 4 1.6 

8 Subscales 5 2.4 4 1.6 

Note: The 7Sh percentile cutoff used for this analysis was based on the high school noms provided in the €DI-2 
muiual by Rosen, Silberg, and Gross (1988). 

In Table 4, all eleven scales were included as opposed to the eight scales 
shown with the high school n o m  results. Garner (1991) indicated that research has 
not yet been sufficiently directed at the establishment of noms for youth on the EDI- 
2 provisional subscales, Asceticism, Impulse Regdation and Social Insecurity. 
Nonetheless, the Whitehorse students' results were included here in order to provide 
data regarding youth on these scales. 

The Whitehorse students' profiles were cornpared to EDI-2 noms for persons 
with eating disorders on ail 11 subscales. In this analysis, fewer Whitehorse students 
scored above the 75th percentile. This finding was expected given that the cutoff 
scores for eating disorder groups were much higher. Whitehorse males scored above 



the 75th percentile on a greater number of the subscales than did the Whitehorse 
females. There were 1.0% of males and 0% of femaies scoring above the 75" 
percentile on al1 1 1 subscdes. In keeping with the analysis approach used with the 
high school noms, when fewer scales were considered there were slight differences 
in numbers of students scoring above the cutoff. With eight subscales considered, 0% 
of males and 1% of females scored above the 75" percentile, and there are 2.0% 
males and 1.2% females that scored above the 75" percentile on six or more 
subscales. Females scored slightly more often than did males when only six or eight 
subscales were used as critenon. Interpretation of these kdings was that for the 
females, their specific eating disorder concems might best be identified with fewer 
EDI-2 scales. 

Table 4 
Frequency of Students Sconng Above the 75 %ile on 0-11 EN-2 Subscales 

Males M=2091 Females M=244) 

Number of Subscales Scored Above 75%ile f ?4 f % 

O Subscale 

1 SubscaIe 

2 Subscafes 

3 Subscaies 

4 Subscales 

5 Subscales 

6 SubscaIes 

7 Subscales 

8 Subscales 

9 Subscales 

I O  Subscales 

I l  Subscales 2 1 .O O 0.0 

Note: The 7sth percentiIe cutoff used was based on the eating disorder norms provided in the EDI-2 manual by 
Garner (1 99 1). 

Frequency of Above Cutoff Scorers for Each EDI-2 Scale 

Zn this section, results and discussion are presented regarding the disordered 
eating behaviors and attitudes that were found to be of greatest concern for each of 
the student groups of Whitehorse youth. The numbers of students scoring above the 
cutoff score on the EDI-2 scales were identified fiom each of the groups of students 
categorized by gender, age, grade, ethnic background, ethnic diet, and residence. 



The cutoff scores utilized in this analysis, the numbers of o v e r d  students, and 
the numbers of boys and girls that scored above the cutoff, are docurnented in Table 
6. In addition, the percentages of boys and girls scoring above the cutoff are visually 
depicted in Figure 1. n i e  cutoff scores utilized for this analysis are representative of 
the lower limit of scores portrzyed on the EDI-2 profile form for eating disorder 
noms (Garner, 1991, p.89). These scores were chosen so that the students with 
subcluiicd eating disorder concems would be included. Ln addition, this study was 
conceived primarily as a screening study for disordered eating behaviors and 
attitudes, consequently any potential Type 1 errors were considered less probiematic 
than they might be in a diagnostic study. 

When overall eating disorder concems for the boys and girls were noted, 
Maturity Fears was the scale with the greatest number of students above the cutoff. 
There were also large numbers of students who scored above the cutoff on the scales 
of Interpersonal Distrust, Aestheticism, and Impulse Regdation. There are two 
possibIe interpretations regarding these frequently scored scales. One is that these 
were problems for a large number of the Whitehorse students; the other is that the 
cutoff scores chosen for these scales might have been too low for adequate 
differentiation. Following is a discussion regxding the results of the Whitehorse 
boys and girls. 

Gender 

Reseurch Question: m a t  is the prevalence ofparticular disordered eating behaviors 
and attitudes in the Fntitehorse students according to gender? 

Maturity Fears, Interpersonal Distrust, Impulse Regdation, Social Insecuri~), 
and Perfectionism were the most fiequentiy scored scales above the cutoff. Boys and 
girls differed in the fiequency with which they scored above the cutoff on the scales 
Drive for Khinness, Body Dissatisfaction, Bulimia, and Interoceptive Awareness. 
Greater numbers of girls were above the cutoff on the scales Drive for ïWnness and 
Body Dissatisfaction; and greater numbers of boys were above the cutoff on the 
scales Bulimia and Interoceptive Awareness. On the Drive for Thinness scale, 7% of 
the girls and 2.8% of the boys scored above the cutoff. On the Body Dissatisfaction 
scale, 24.6% of the girls and 5.7% of the boys scored above the cutoff. These 
differences were significant at 68% confidence levels. 

The differences found with Whitehorse boys and girls on the scales Drive for 
Eîimiess and Body Dissutisfaction are typical of other research findings in which 
there are more girls than boys identified with clinical and subclinical e a h g  disorders 
(Garner, 1991). Garner (1991) indicated that there is a great deal of evidence that 
these scales are valid measures of eating disorders. He described research in which 
high correlations between eating disorder diagnoses and elevations on these scales 
were found. In addition, he reported that these scales have been highly correlated 
with other eating disorder tests such as the EAT and the Bulirnic Investigatory Test. 

The find that a greater number of boys than girls scored above the cutoff on 



the Butirnia scale was in contrast with researcb in which girls are usually viewed as 
more troubled by the bingeing and purging characteristics of this disorder (Gamer, 
1991). This unusual finding with the Whitehorse boys may be accounted for by 
attributes of the youth andor by the test limitations. There were several items on the 
scale in which youth were asked about excessive eating o r h d  bingeing behaviors. 
While completing the questionnaires, several boys stated that they had engaged in 
excessive eating and asked what their response should be to some of these items. 
With another explanation in mind, Garner (1991) and other reviewers of the EDI-2 
BuZimia subscale, such as Beere (1990) and Brookings (1995), have indicated that one 
of the faults they find uith this subscale is that one cannot be certain that the bingeing 
and purbging behaviors are differentiated. 

The differences between boys and girls on the EDI-2 were identified as 
significant at 68% confidence levels on scales: Drive for ï7iinne.s~. Bulimia, Body 
Dissatisfaction, Interpersonal Distrust, Impulse Regula f ion, and Social Insecunty . 
Inferences to be made with the entire population of Whitehorse boys and girls in 
mind, are that they differ on these disordered eating behaviors and attitudes. Note: 
the cutoff scores cited below in Table 5 are based on the lower b i t s  of Eating 
Disorder Nom scores reported by Gamer (1991). An EDI-2 profile form with these 
scores is provided in Appendix 7. 



Table 5 

Studentk sconirg above cutogs on the EDI-2 suOscales 

Total N=453) Born (N=209) Giris (N=244) 

Crrtoff Scores f YO f YO f % 

Drive for Thinness 

Bulimia 

Body Dissatisfaction 

1 neffecti-veness 

Petfedionism 

Interpersanal Distrust 

Interocepve A-reness 

Maturity Fears 

-cisrn 

lmpulse Regulation 

Social Insecurity 

Figure 1 : Percentage of boys and girls scoring above the cutoff 
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Research Question: What is the prevalence of disordered eating behaviors and 
attitudes in the Whitehorse students according to grade and age? 

Grade 

The fkequency of students categorized by grade who scored above the cutoff 
are reported in Table 6 and Figure 2. Overall, M a t u m  Fears was the most 
fiequently scored scale by students in al1 the grades. A greater number of the students 
in the Iower grades scored above the cutoff on this scale; for example, 87% of the 
grade 8 students scored above the cutoff. In contrast, 67% of the grade 10 students 
scored above the cutoff. Other fiequently scored scales were Inte~ersonal Distrust, 
Impulse Regulation, Aestheticisrn, Pet$ectionism, and Social Insearrity. 

Students did not score above the cutoff as frequently on the scales Drfve for 
niinness, Bulirnia, and Body Dissatisfaction. However, the results regarding the 
Drive for 17linness scale were unique. Approximately 5.0 to 6.6% of students in most 
of the grades scored above the cutoff, except for grade 10 students: only 2.5% scored 
above the cuto ff. B u h i a  and Body Dissatisfaction are noted as more problematic for 
students in the higher grades. Bulimia was scored most fiequently by the grade 10 
students at 8.7%, and least frequently for grade 7 students at 0.0%. On the Body 
Dissatisfaction scale, 15.9% of al1 the students scored above the cutoff. The greatest 
numbers of students scoring above the cutoff on this scale were fkom grades 11 and 8. 
These students scored above the cutoff with a fiequency of 23.3% and 22.1%, 
respective1 y. 

Confidence intervals were examined for the proportion of students scoring 
above the cutoffon each of the scales. This procedure was conducted to consider the 
likelihood that the results with these students were applicable to al1 the Whitehorse 
youth, The 68% confidence interval was utilized. Significant differences were noted 
for one or more grades on most of the EDI-2 scales: except for the scales: Drive for 
Thinrzess, Ineffectiveness, hpztlse Regulation, and Social Insectirïty. 



Table 6 
Shrdents scoring abme EDI-2 Cutoffs Accoraïng to Grade 

Grade 

Figure 2: Percentage of students scoring above EDO cutoff scores according to grade 



The fiequency of students, categorized by age, who scored above the cutoff 
are reported in Table 7 and Figure 3. Overall, Maturiîy Fears was most fiequently 
scored above the cutoff for d l  the age groups- A greater number of younger students 
scored above the cutoff on this scaIe; for example, 79% of the 13-year-olds scored 
above the cutoff. One deviation kom this trend was that 75% of Wyear-olds scored 
above the cutoff Other scales that were fkequently scored above the cutoff were 
Inteversonal Distrust, Impulse Regulation, Aestheticism, Pe?$ectionism, and Social 
Insecurity. The 12- and 16-year-olds scored above the cutoff most Eequently on the 
scale Interpersonal Distrrcst, and the 12- and 18-year-olds scored above the cutoff 
most fkequently on the scales of Impulse Regulation and Social Insecurity. The age 
differences for these six scales were significant at the 68% confidence level. 

There are not as many students who scored above the cutoff on the scales, 
Drive for Thinness, Bulimia, and Bodj Dissatisfaction. However, the results 
regarding these scales were examined because Garner (1991) reported that these 
scales are key eating disorder scales. In addition, differences found with the gender 
variable on these scales were noticeable. Students between ages 24 to 16 scored more 
fkequently than the other age groups on the Drive for 2Xinnes.s scale. The 16-year-old 
students scored above the Bulimia scale cutoff significantly more often than other age 
groups. Given the results regarding Body Dissatisfaction, it was apparent that older 
youth experience body image concerns more severely than younger youth: there were 
increases in fiequency identified with each age. For example, greater numbers of 13 - 
year olds than 11 & 12 - year olds scored above the cutoff, and so on. This trend was 
evident for youth up to age 16. At this age, there were slight decreases in the 
fi-equency of scorers above the cutoff. 

Overall, the age variable results were considered similar to grade variable 
results. This similarity was not considered problematic or unusual because 
comparable results were expected, given that, for the most part, the sarne students 
were assessed. However, the age and grade resuIts were both examined because of 
the possibility that there rnight be age variation in the grades, and because of the need 
to control for a potential unidentified extraneous variable. 



Table 7 
Students scoring above cutoflscores according to age 

4s 

Figure 3: Percentage of students scoring above EDO cutoff scores according to age 



Researclz Question: What is the prevalence of disordred eating behaviors and 
attitudes in each Whitehorse ethn ic background stuiient groups ? 

Research Question: Wnat is the prevalence of disordered euting behaviors and 
attitudes in the Whitehorse First Nations yozrth ? 

Ethnic Background 

The fiequency of students, categorized by ethnic background, who scored 
above the cutoff are reported in Table 8 and displayed in Figure 4. Mature  Fears 
was the scaie that was scored above the cutoff most fkequently for al1 the ethnic 
groups. Other frequently scored scales were Interpersonal Distmst, Impulse 
Regulation, Aestheticism, Peflectionism, and Social Insecu?-i@. The youth that 
indicated CanadiadAsian background, scored most often above the cutoff scores on 
many of the scales. On scales such as Body Dissatisfaction, Btrlimia, and Drive for 
Thinness, they scored above the cutoff at least 2 to 3 times more ofien than the other 
groups. 

Abonginal youth were discussed at length in the literature review because 
they represent a large minority group in Whitehorse. The Aboriginal youth in 
Whitehorse who participated in this research indicated two altemate backgrounds: 
Aboriginal with or without other ethnic background. According to the results of the 
analysis, both of these Aboriginal ethnic groups were somewhat similar to each other, 
and to the other student ethnic background groups. 

The 68% confidence interval analysis was applied to these findings regarding 
the students categorized according to ethnic background. For the most part, there 
were significant differences between one or more of the ethnic groups with the Asian 
Canadian group on the EDI-2 scales except for Maturity Fears. 



Table 8 
Students scorïng above W n g  Disorder N o m  cutoflscores according to ethnic background 

BU 5 3.5 O O O O 7 2.9 1 7.7 O O 
BD 21 14.9 2 8.3 1 3.7 41 17.0 5 38.5 2 28.6 

1 15 10.6 O O 2 7.4 27 112 4 30.8 1 14.3 
ID 55 39.0 10 41.6 14 51-9 92 382 8 61.5 3 42.9 
P 22 15.6 5 20.8 9 33.3 68 28.2 7 53.8 t 14.3 

IA 12 7.8 3 12-5 1 3.7 26 10.8 3 23.0 O O 
MF 98 69.5 18 75.0 15 55-5 176 73.0 12 92.3 4 57.1 
AE 37 2 6 2  6 25.0 7 25.9 78 32.3 9 692  4 57.1 
IR 39 27-6 8 30.0 11 40.7 89 36.9 8 61.5 2 28.6 
S I  30 21.3 9 37.5 6 222 63 26.1 4 30.7 2 28.6 

N- The p u p s  of SU- categmkd by dtniic ba-rnid were as follm: ûroup 1: saidads i n d i d g  Canadian with no 
dher h i c  backgrouud, Grwp 2: -dents mdicating Aboriginal Canadian wah no d h a  &c badcgcound, Gmup 3: d u h t s  
indicating Aixxïginal Canadian with ander &-c backpuild, Gmup 4: Imidrnts indicathg Camadh wah Europcni &c 
ba-d, Group 5: & i n d i d g  Canadian wïîh A s k  atmic hkgrwnâ, and Chup 6: Sdmts mdicatmg Cauadian 
wah Afncrm dmic badcgrormd 



Research Question: What is the prevolence of disordered eating behaviors and 
attitudes in students categorïzed according to the percentage of ethnic food in their 
diets ? 

The fkequency of students, categorized by percentage of ethnic diet, who 
scored above the cutoff, are reported in Table 9 and displayed in Figure 4. Maturity 
Fears was the scale scored most ti-equently above the cutoff for al1 the ethnic diet 
groups. The group of students indicating 100% ethnic diet scored most fkequently 
above the cutoff on al1 of the scales except for Body Dissatisfaction. The student 
group indicating 50% ethnic diet scored more fkequently above the cutoff on this 
scale. Because of the unusual results foune v.%h the 100% ethnic diet group, their 
EDI-2 profiles and demographic data were re-examined. It was apparent that two of 
these students did not understand the question of ethnic diet: they indicated 
Canadiadno other ethnic background yet reported to 100% ethnic diet. Their 
contradictory responses to the questions regarding ethnic background and percentage 
of ethnic food in the diet could possibly have distorted the results, particularly 
because there were few students in this group. Nevertheless, given these results, one 
might conclude that ethnic diet is not a protective factor against eating disorders and 
is possibly a risk factor. To support this conclusion, it was also noted that the groups 
of students who reported increasingly higher percentages of ethnic food in the diet, 
there were corresponding increases in fkequency of scorers above the cutoff. 

The 68% confidence level analysis was performed with these results. For the 
most pari, the ethnic diet groups of students varied on the EDI-2 scales: in particular, 
youth reporting to 0-25% ethnic diet scored significantly less fkequently above cutoffs 
than did the youth reporting to 100% ethnic diet. 



Table 9 
Students scoring above Eating Disorder Nom cutoflscores according to percentage of ethnic food in 
the &et 

Percentage of etbnic f d  in the diet 

Figure 5: Percentage of students scoflng above EDO cutoff scores according to pemntage 
of ethnic diet 



Research Question: Whut is the prevalence of disordered eating behuviors and 
attitudes in Whitehorse students who must leave their families and comrnunities tu 
attend high school? 

Residence 

The fkequency of students, categorized by residence, who scored above the 
cutoffs are reported in Table 10 and displayed in Figure 6. Maturity Fears was the 
scak most fiequently scored above the cutofc As well, both groups scored frequently 
above the cutoff on the scales: Interpersonal Distmst, Impulse Regulation, and 
Aestheticism. Obvious differences between the two 'residence' groups were noted. 
On the scales Drive for Thinness and BuZimia, the sîudents living away fiom family 
and cornrnunity scored above the cutoff twice as often as those living at home. They 
also scored above the cutoff more frequently on the other scales, with the exception 
of their lower fkequencies on the Body Dissatisfaction scale. Initial speculation 
regarding the findings of this analysis is that the lack of social supports usually 
associated with family and community may put these students more at risk for 
developing eating disorder behaviors and attitudes. 

Confidence intervals at 68% were malyzed for differences between students 
on the variable of residence. Significance was identified on IEOS~ of the EDI-2 scales 
except for Drive for Thinness, Bulimia, Matzcrïty Fears and Aestheticism. 



Table 10 
Shrdenntr d n g  above EDO nrtoff scores according to residence 

With Without Total 

Fgure 6: Percentage of students scoring above cutoff scores according to residence 



Discussion of EDI-2 Scales Frequently Scored Above the Cutoff 

Large numbers of Whitehorse students scored above the cutoff scores on the 
EDI-2 scales : Maturity Fears, Interpersonal Dishs t ,  and Impulse Regdation. There 
are two explanations for this find. First, the disordered eathg behaviors and attitudes 
characterized on these scales are difficulties common to Whitehorse youth. A second 
explanation is that students might not have been effectively differentiated with these 
scales. 

The results regarding the Drive for 27iinness, Bulimia, and Body 
Dissatisfaction scales were examined for each of the groups because Garner had 
reported that these were important scales involved in the identification of an eating 
disorder. Gender results on these scales were that girls exceeded boys on the Drive 
for Thinness and Body Dissatisfaction scales and boys exceeded girls on the Bulimia 
scale. The results for the age and grade variables on these scales were comparable to 
each other. There were increases in the fkequency with whkh the scales Body 
Dissatisfaction and Drive for ï7zinrze.s~ were scored above the cutoff for students in 
the older ages and higher grades. In particular, shidents up to age 16 and grade 10 
scored above the cutoff more fiequently. There were slight decreases in the numbers 
of older students above the cutoffs on these scales. For the most part, this find is in 
keeping with research in which it is reported that eating disorder behaviors and 
attitudes are greater for older than they are for younger teens (Story, Rosenwinkel, 
Himes, Resnick, Harris & Blum, 1991). 

There were unusual findings in the analysis of ethnic background and 
percentage of ethnic food ui the diet. Aboriginal Canadian students did not Vary 
significantly f?om other groups except for a slightly higher fiequency of scorers 
above the cutoff on the Social Insemrity scale. Asian Canadians students scored 
above the cutoff scores most fiequentiy on many of the scales, as did those students 
with 100% ethnic diet. There was no association behveen these two groups; students 
indicating 100% ethnic diet came fiom a range of ethnic backgrounds. However, a 
tendency was noted: As the percentage of ethnic food in the diet increased, the 
fiequency of scorers above the cutoff increased. There was one exception to this 
pattern. For the students indicating 75% ethnic diet, there were fewer scorers above 
the cutoff. A potential conclusion regarding these finding is that, for the most part, 
with greater amounts of ethnic food in the diet, there are more instances of disordered 
eating behaviors and attitudes. FolIowing from this conclusion, ethnic diet might be 
perceived a risk factor as opposed to a protective factor against eating disorders. 

Findings regarding the variable "residence," were that students that left home 
and community to attend school scored more fkequently above the cutoff scores on 
most of the EDE2 scales. A possible explanation for this finding was that these 
students may lack the nutritional and sociaVemotiona1 benefits of family and 
comunity and thus may be more at risk for disordered eating behaviors and 
attitudes. 

Overall, differences were noted for groups of students categorized by gender, 



age, and grade on scales such as Drive for Thinness, Body Dissatisfaction, and 
Bulimia. On the variables of ethnic background, ethnic diet, and residence, the Asian 
Canadian students, the students reporting 100% ethnic diet, and the students who 
reside away fkom home and cor~munity scored above the cutoff more fiequently on 
several of the EDI-2 scales. 

Research Question: How do the disordered eah-ng behaviors and attitudes in the 
Whitehorse youth compare to youth groups who Zive in Zarger and cenh-alized 
southem Canadian and American centres? 

Cornparisons of Whitehorse and Ontario Youth: t-tests 

The Canadian youth group used for this cornparison included younger aged 
participants assessed by Shore & Porter (1990). Selected fiom the schools in 
Windsor and Essex CoKty, Ontario, the girls and boys who participated were 
between the ages of 1 1 to 13, and 14 to 18. Overall findings with the t-tests results 
were that the Whitehorse youth had less disordered eating behaviors and attitudes 
than the Ontario youth. The majority of Whitehorse boys and girls significantly 
exceeded the Ontario boys and girls on only one of the scales, Matunty Fears 
O )  Whitehorse girls between the ages of 14 to 18 had a non-significantly higher 
mean on this scale (p=.123). 

Further differences between the Whitehorse and Ontario youth were evident 
when age and gender were considered. On the scales Drive for Thinness, Bulimia, 
Body Dissatisfaction, Ineffeectiveness. Perfectionism, and Interoceptive Awaveness, 
the older Whitehorse girls had significantly lower mean scores than the same-aged 
Ontario girls (pC.05). The younger Whitehorse girls showed similar differences when 
compared to their sarne-aged Ontario group girls; however, they had a non- 
significant, slightly lower mean on the Perfiectionism scale. For the most part, it 
appeared that the disordered eating behaviors and attitudes characterized on these 
EDI-2 scales were less problematic for Whitehorse girls. 

The results regarding the t-tests of the boys were interesting because of 
differences identified between the younger and older boys. The Whitehorse boys 
between the ages 11 to 13 had lower means than the sarne-aged Ontario boys on most 
EDI-2 scales. Their means were significantly lower on the scales Drive for Thimzess, 
Body Dissatisfaction, and Perfectionisrn @t Os), and non-signi fican tly low er on the 
scales Bulimia, Ineflectiveness, Interoceptive Awareness, and Interpersonal Distnrst. 
Older Whitehorse boys also had lower means than the older Ontario boys on some of 
the scales, however their mean differences were significant for only one scale, 
Perfectionisrn @=. 0001). On many of the scales, the older boys in both of the groups 
were similar. On three of the scales, Bulimia, Body Dissatisfaction, and 
Ine~ectiveness, the older Whitehorse boys had non-significantly higher means than 
the older Ontario boys had. On the scales Drive for Thinness, Perfiectionism, 
Interpersonal Distrust, and Interoceptive Awareness, the older Whitehorse boys had 
non-significant lower means. Both age groups of Whitehorse boys had significantly 



higher mean scores on the Maturity Fears scale @<.OS), and non-significantly higher 
mean scores on the BuZimia scale than the Ontario boys- 

TabIe 1 1 

EDI-2 T-Tests Results of FVhitehorse and Ontario High School Girls 

-- - - - -  

EDI-2 Ontario Sample Mean t '  P Ontario Sample Mean tn P 
Mean Mean Diff. Mean Mean Diff. 

SCALE N=183 N=69 N=231 N=175 

TabIe 12 

EDI-2 T-Tests Resrilts of CVhitehorse and Ontario High School Males 

Ages 11-13 Ages 14-19 
EDI-2 Ontario Sample Mean T'  P Ontario Sample Mean t" P 

Mean Mean Diff. Mean Mean Diff. 
SCALE N=133 N=54 N=63 N=152 

Further cornparisons of Whitehorse and Ontario students' t-tests results were 
achieved by representing differences in the students' mean scores as ratios. These 
means and ratios are depicted in Table 23. Ontario girls between the ages of 14 and 
18 years had mean scores on the Drive for Thinness and Body Dissatisfaction scales 
that were 3 times higher than the same-aged Ontario boys' mean scores. In contrast, 
the 14-18 year-old Whitehorse girls' means were only 2 times higher than same-aged 
Whitehorse boys' means. Thus, it appeared that gender differences were greater for 
the Ontario students on îhese disordered eating behaviors and attitudes. One anomaly 
was noted regarding this 14 to 18 year - old age group: on the Bcrlimia scale the 
Whitehorse boys had 2 times higher means than did the Whitehorse girls, whereas 



with the Ontario youth there were no such differences. For the both the Whitehorse 
and Ontario boys and girls between the ages of 11 to 13 years, the means were similar 
enough so that one-to-one ratios were applicable. This was apparent on al1 the scales 
except on Body Dissatisfaction, the girls had 2 times higher means that did the boys. 

Gender differences identified with the ratios were comparable to those found 
with the fiequency analyses of scorers above the cutoff. There were 3 times more 
girls than boys that scored above the cutoff on the Body Dissatisfaction scale, and 2 
tirnes more girls than boys that scored above the cutoff on the Drive for irhinness 
scale. Furthemore, there was double the amount of boys than girls who scored 
above the cutoff on the Btrlimia scale. 

Table 13 

Ratio Cornparirons of the Mean scores of Whitehorse and Ontario Youth on each EDi-2 scale 

Group: Ages 1 1-13 Grouu: A ~ e s  14-19 

Ontario S a m ~ l e  Whitehorse Samde Onrario Whitehorse Sam~le  

SCALE. Boys Girls Ratio Boys Girls Ratio Boys Girls Ratio Boys Girls Ratio 
DT 6.6 6.6 1:l 3.0 -3.0 -1:I 2.1 7.1 1:3 1.7 3.4 1 2  1 

It is helpful to review the results regarding the subscale Maturity Feurs here. 
As noted with the earlier analysis, many students scored above the cutoff on this 
scale. There were two exp!anations suggested: (1) that maturity fears were a concem 
for the Whitehorse youth, and (2) that selected cutoff score was too low. Both 
explanations may be applicable. However, it is interesting to note that in the t-tests 
results the means of the Whitehorse youth on this scale were significantly higher than 
the Ontario youth means. Thus, it appears that maturity fears may in fact be a 
concern of the Whitehorse youth. 

Al1 together, the t-tests results and the ratio cornparisons are considered 
evidence that the youth in Whitehorse have less eating disorder concerns than the 
Ontario youth. In view of these fhdings one might descnbe the advantages and 
disadvantages for youth that live in Whitehorse: On the positive side, youth in 
Whitehorse may have been less exposed than youth in southern Canada to influences 
such "ideal body image." The Whitehorse youth acknowledged fewer psychological 
concerns around eating and body image. On the negative side, they appeared to have 
heightened maturity fears. This rnight be attrïbuted to the fact that the youth in 
Whitehorse have less accessibility and familiarity with mainstream society than youth 



in more centralized and urban centers. In addition, they could have fears regarding 
the consequences of 'maturation.' For many Whitehorse youth, it may be that they 
have to leave the Yukon for M e r  education and employrnent. This speculation 
seems feasible when one notes that the means on Maturity Fears were higher for 
Whitehorse youth than the Ontario youth. Also, in the cutoff analysis results, 
maturity fears were identified as a concem for the younger students as well as for 
some older students who might be considering post-high-school options. 

Comparisons of Whitehorse and American Youth: t-tests 

The American youth group used for this cornparison was cited in the manual 
as a nom group because the results fiom the research conducted with them was used 
for establishing EDI- 2 noms for youth between grades 9 to 12. To develop these 
noms, Rosen, Silberg & Gross (1988) acquired normative data on a large and diverse 
sample of adolescents of different ages, races and SES levels. The youth were drawn 
fiom the student bodies of schools in towns and cities in northeastem United States. 
There were 675 girls and 698 boys who participated in this research. 

The overall findings with the t-tests results were that the Whitehorse youth 
had less disordered eating behaviors and attitudes than the American youth. When 
both boys and girls were considered the Whitehorse students had significantly lower 
means than the Amencan students on the EDI-2 scale: Pefectionis @<.OS). In 
addition, Whitehorse boys and girls had significantly higher means the American 
boys and girls on the scales, Maturity Fears @<.OS). The find regarding greater 
Maturity Fears in the Whitehorse youth was found in the other analyses, the t-tests 
cornparisons with Ontario youth and with the frequency analysis. 

Table 14 

EDI-2 T-Tests Results of Whitelzorse and Amel-ican High School Stridents 

EDI-2 Amer. Sample Mean t ' df" 
Mean Mean Diff. 
N=698 N=209 

Amer. Sample Mean tr df" 
Mean Mean Diff. 
N=675 N=244 

*Note: v . 0 5 ,  **Note: Degrees of freedom calculated with WeIch's formula (Glass & Hopkins, 1996) 



Differences with particula. EDW scales were evident when gender was 
considered. Whitehorse girls had significantly Lower mean scores than the Amencan 
girls @<.OS) on the scales, Drive for Thinness, Body Dissutisfuction, Ineffectiveness. 
Bulimia, and Interoceptive Awareness- There was no significant difference found on 
the hterpersonal Distnrst scale. Overall, it appeared that disordered eating behaviors 
and attitudes charactenzed on these EDI-2 scales were less problematic for 
Whitehorse girls. 

The Whitehorse boys had significantly higher mean scores on the Bulimia 
scale (pc.05). There were no significant differences between the two groups of boys 
on the scales: Inefectiveness. Interpersonal Dishust, Drive for nzinness and 
Interoceptive Awareness and Pe$ectionism. However, it was noted that although 
significant differences were not apparent on many of these EDI-2 scales, the 
Whitehorse boys' means were generally lower than the Amencan boys' means. 
These t-tests resillts in which the Whitehorse youth were compared to youth in 
Ontario and in northeastem United States were considered compelling indications that 
the youth in Whitehorse have less eating disorder concems than the Ontario and the 
American youth. There were some differences in the two t-tests analyses. The 
Ontario sample was considered suitable for the cornparisons of youth by age and 
gender from the ages of 1 1 to 18+. The Arnerican sample was considered suitable 
because Rosen, Silberg and Gïoss (1988) tested large numbers of students and 
included normative data. However, the Arnencan youth were drawn from a sample 
of grades 9 to 12, whereas the Whitehorse youth are from grades 7 to 12. For the 
most part however, the objective in conducting these analyses was confirmed. It was 
deterrnined that disordered eating behaviors and attitudes were more prevaIent for 
youth in larger, more centralized areas than the Whitehorse youth. 

Summary and Interpretation of Findings Regarding Whitehorse Youth 

The primary objective of this research was the identification of the prevalence 
of disordered eating behaviors and attitudes in the Whitehorse youth. A second, 
equally important objective was to distinguish what the eating disorder concems were 
for the students who were categorized by gender, age, and grade, ethnic background, 
ethnic diet, and residence. Finally, there was the objective of cornparing Whitehorse 
youth with youth from larger, more centralized areas in Canada and the United States. 

To address the primary objective regarding prevalence, there was an analysis 
of the overall nurnbers of students that scored above the 75" percentile on each and 
d l  of the EDI-2 scales. The 7sCh percentile cutoff used in this study was based on the 
EDI-2 noms for hi&-school students and for eating-disordered persons cited in the 
EDI-2 manual. 

To address the objective regarding disordered eating behaviors and attitudes 
found in each student group, results were analyzed according to cutoff scores. These 
cutoff scores were derived fiom the EDI-2 profile; the low-range scores for eating- 
disordered persons were used. Confidence intervals were identified for each of the 



groups' results in order to predict the likelihood that the entire Whitehorse youth 
differ or score sirnilarly on the EDI-2 scales. In addition, to assess youth from 
differently populated communities, t-tests were run and analyzed for cornparison of 
the Whitehorse youth with the Ontario and Amencan youth cited in the EDI-2 manual 
(Shore & Porter, 1990, & Rosen, Silberg & Gross, 1986). 

Prevalence of Disordered Eating Behaviors and Attitudes with the Whitehorse Youth 

Results for boys and girls were examined by 3 sets of data, the profile 
analyses, the fiequency of scorers above cutoffs and the t-tests results. The students' 
EDI-2 profiles were examined to investigate prevalence of disordered eating attitudes 
and behaviors. The number of students scoring above the 75fi percentile on 0-8 EDI- 
2 subscales was identified based on high school noms fiom the Rosen, Silberg & 
Gross (1988) research. There were a small percentage of students that had elevated 
scores on several of the scales. There were more boys than girls who exhibited 
disordered eating bchaviors and attitudes. It was found that 2.4% of the boys and 
1.6% of the girls scored above the 75" percentile on al1 eight subscales. This fïnd 
was well below the rate identified by other researchers that used eating disorder 
questionnaires to measure propensity for an eating disorder (Stice, Mazotti, Krebs & 
Martin, 1998 & French, Story, Downes, Resnick & BIum, 1995). In addition, these 
results were contrary to research in which significantly more females than males with 
eating disorders were found (Garner, 199 1 ; Anderson, 1992 & Aîtïe & Brooks-Gunn, 
1989). 

The discrepancies between previous research findings and these present 
findings were addressed by also noting numbers of students with six or more subscale 
elevations- The rationale for considering the less stringent criteria of fewer elevated 
subscales was based on the possibility that on some of the EDI-2 scales, such as 
Maturiîy Fears and Interpersonal Disfmst, the students may not have been effectively 
differentiated. Given the criteria of including students above the 75" percentile on 
six to eight subscales, the numbers were more in keeping with other questionnaire 
research. With this approach, there were 6.5% of the girls and 8.6% of the boys who 
were described as having disordered eating behaviors and attitudes. These numbers 
were closer to the results reported in other questionnaire research of eating disorders 
in girls but still exceptionally high for the boys (Anderson, 1992). It is interesting to 
note that whether prevalence was identified based on the eight or six to eight 
subscales, the prevalence for the boys exceeded the prevalence for the girls by at least 
a 2% higher rate of disordered eating behaviors and attitudes. 

The greater rate of disordered eating behaviors and attitudes found in the boys 
may be accounted for in a few ways. First, it is possible that these Whitehorse 
adolescent males actually had a wide range of eating-disordered behaviors and 
attitudes. Second, because adolescent males have generally been depicted as more 
susceptible to externalizing disorders such as conduct disorder and delinquency, the 
EDI-2 scales may have been measuring some of these more common concems. In 
support of this latter possibility, Garner (1991) indicated that some of the items on the 
EDI-2 scales overlap with other psychological problems. 



When the results were analyzed for the number of students f a l h g  above the 
75" percentile on the 1 1 subscales based on noms for people wit .  eating disorders, a 
similar pattern between the boys and girls was apparent. There were 2.0% of the 
boys and 1.2% of the girls who scored above the 75" percentile on the 6 to 11 
subscales. Interestingly, when only six subscales were used as a criterion cutoff for 
the eating disorder norms, girls were identified as scorïng above the cutoff slightIy 
more often, at .4%, than the boys at 0%. Laverty (1995) reported a parallel 
differential between males and females when fewer EDI-2 scales were considered. 
This pattern could likely be attributed to girls' fewer overall psychological problems 
and more specific disordered eating behaviors and attitudes. Given this potential 
explanation, girls' disordered eating behaviors and attitudes can be identified when 
fewer subscales are considered. In a sunilar line of reasoning, when a greater 
number of scales are analyzed, it is likely tha? the results regarding Whitehorse boys 
might be explained by a more diverse range of psychological concems that overlap 
with eating disorder problems. Another way of describing these results is that boys 
exhibited more overall dysfunctional behavior that c m  be identified in a variety of 
psychological problems, whereas the girls demonstrated more specific psychological 
concerns that centered around body image and related eating disorder concerns. 

To m e r  address the question regarding the prevalence of disordered eating 
behaviors and attitudes in Whitehorse youth, the results fiom the scales Drive for 
IiSinness, Body Dissarisfaction, and BuZimia were utilized to shed light on the unusual 
fïndings of a greater male prevalence. To perform this analysis the percentages of 
students scoring above EDI-2 cutoff scores and the students' means were converted 
into ratios. The means utilized in this analysis are documented in Appendix 6. Table 
15 was included below to portray the ratios derived fiom each of the analyses. 

Essentially, in this ratio cornparison, the differentiation of the boys and girls 
on the scales Drive for ninness and Body Dissatisfaction more closeiy resembled 
existing research in which eating disorders and disordered eating behaviors and 
attitudes were found more problematic for females. The ratio was reversed with the 
BuZimia scale results. Boys scored above the cutoff twice as ofien, and had higher 
means than the girls. The higher number of boys' difficulties that were depicted in 
the Bulimia scale rnay be accounted for by items regarding bingeing. Many boys 
while complethg the questionnaire reported aloud their accounts of excessive eating 
and queried about how they should reply. Garner (1991) and other reviewers of the 
EDI-2 B u h i a  subscale have indicated that one of the problems with this subscale is 
that there may be ineffective differentiation between bingeing and pwging behaviors. 
It is yet undear whether the results regarding this scale were affected by a potential 
test limitation or they were characteristic of the boys' overeating behavior. Shore and 
Porter (1990) and Rosen, Silberg and Gross (1986) did not report significant findings 
with boys on the Bulimia scale, however Laverty (1995) reported that 33% of the 
males in her study scored above the 75" percentile on the Btrlimio scale. 



Table 15 

Ratio D~flerences between K4itehorse Boys and Girls 

Percentaee Above Cutoff Scores Mean Scores 

Total Boys Girls Total Boys Girls 
% % % Ratio M M M Ratio 

In summary, the prevalence of disordered eating behaviors and aîtitudes in the 
Whitehorse youth was identified according to which results were considered: the 
overall profiles or the results regarding the frequency of scorers above the cutoff on 
the subscales Drive for Thinness, Body Dissatisfaction, and Bulimiu. When the EDI- 
2 profile results were consulted, the prevalence in the Whitehorse youth was 1.6% for 
girls and 2.4% for boys, based on elevations on al1 eight subscales; and 6.5% for girls 
and 8.6% for boys, based on six to eight subscale elevations. 

When particular EDI-2 scales and the ratios between the two types of analyses 
used for this research were considered, the disordered eating behaviors and attitudes 
characterized on the scales Drive for Thinness and Body Dissatisfaction were more 
problematic for girls. Furthemore the disordered eating behaviors and attitudes 
characterized on the BuZinzia scale were more problematic for boys. This f h d  was 
more in keeping with research of eating disorders in which greater female prevalence 
has been found (Garner, 1991). To support some of these findings, simila. gender 
differences have been noted by other investigators of 'body dissatisfaction" (Davies 
& Fumham, 1986 & Eisele, Herstgaard & Light, 1986). 

Cornparisons of Whitehorse Youth with Ontario and Amencan Youth 

As stated earlier, using t-tests results, the Whitehorse youth were cornpared 
with the hi& school groups that were cited in the EDI-2 manual (Shore & Porter, 
1990 & Rosen, Silberg & Gross, 1988). It was proposed that there were two key 
demographic factors involved in differences: the size and the setting of community 
that the youth lived in. The Whitehorse youth, who live in a smalI northem city of 



approximately 19,000 people, were compared to youth fiom larger, more centralized 
communities in Ontario, Canada and norttieastem United States. 

According to the t-test results, youth in Whitehorse reported lower levels of 
disordered eating behaviors and attitudes than the youth fkom Ontario and Amencan 
y o d .  The only scale in which al1 the Whitehorse youth significantly exceeded the 
Canadian and Amencan youth was Matrcri~ Fears. It is interesting to note that 
Moturzly Fears was also identified as a concern in the data regarding fiequency of 
scorers above cutoffs on the EDI-2 scales. 

initial speculations regarding maturity fears in the Whitehorse youth are first 
attributed to artifacts of the construct. Garner (1991) indicated that some of the items 
on this subscale might not be appropriate for youngsters. However, given the stance 
taken of acceptuig the data as reflective of these youths' concerns, it is important to 
consider also the demographic factors of size and setting of a community. 
Whitehorse youth may expenence greater isolation than youth in more centralized 
locations, and this isolation may exacerbate maturity fears. They may have fewer 
opportunities than their cohorts have to address potential concems involving 
maturation such as expectations of moving away for education and employment as 
they grow older. 

Further scrutiny of the t-tests results allows one to identi@ age and gender 
data. The analyses conducted with the Whitehorse and the Ontario youth were 
consulted for age and gender resuIts. The Whitehorse girls' means were lower on al1 
scales except for a significantly higher mean for Matwity Fears. Age cornparisons 
were used to identifjr M e r  differences. Between the ages 1 1 to 13, the Whitehorse 
girls were at a statistically significant lower level on the scales Drive for Thinness, 
Bulitnia, Body Dissatisfaction, Ineffectiveness, and Interoceptive Awareness. The 
Whitehorse girls between the ages 14 to 18+ were also lower at a statistically 
significant level on these scales as well as on the Pe~ectionisrn scale. 

Wtehorse and Ontario boys showed less significant differences on the t-tests 
results. Whitehorse boys between the ages 11 to 13 had lower means on al1 the scales 
except for a significantly higher mean on Mattcrity Fears. Their means were 
signi ficantl y lower for the scales Drive for Thinness, Body Dissatisfaction, and 
Perfctionism. The Whitehorse boys between 14 to 18+ years of age had Iower 
means than the Ontario boys at a statistically significant level on the scale 
Perfectionism and a significantly higher mean on the scale Maturïty Fears. On the 
remainder of the scales, they had either sirnilar or minimally higher means than the 
norm group. 

It was observed that the results regarding Whitehorse boys fiom these t-tests 
analyses and fiom the profile analysis were complementary. In the profile analysis, it 
was found that a higher percentage of the boys than girls scored above the 7~~ 
percentile on EDI-2 subscales. In the t-tests results, that the older boys had greater 
eating disorder concems than younger boys. Further, it was interesting to note that 
Laverty (1995) found a lower prevalence rate arnong males and that her sarnple was 



based on junior high school students likely aged 11 to 14, whereas this study included 
males 18+ years of age. Essentially, it appem that disordered eating behaviors and 
attitudes are more prevdent in the older Whitehorse males than in younger 
Whitehorse males. 

In summary, the t-tests results were utilized to compare Whitehorse youth 
with other youth groups and to describe the Whitehorse youth population in greater 
detail- For the most part, Whitehorse females and males had fewer eating disorder 
concerns than the youth in Ontario and America, although it was found that the 14- 
18+ year old Whitehorse males had slightly more eating disorder concerns than same- 
aged Ontario males. 

These results might be applied to the general population with the formulation 
of the conclusion: youth in smaller t oms  and cities present with fewer eating 
disorder concems than youth in larger cities. There are two potential exceptions to 
this conclusion found with this research. One is that Maturïty Feus are a greater 
concern for boys and -&1s in smaller and less populated communities. The second 
exception is that older boys have slightly more eating disorder concerns than same- 
aged males in larger communities. One explanation to consider for this latter 
discrepancy is that older boys in smaller communities have psychological problems 
that overlap with dysfünctional eating behaviors and attitudes. In discussions with a 
local psychologist regarding these unusual findings, it was indicated that more male 
than female adolescents between the ages of 14 to 18+ have required clinical services 
(Personal communication f?om Whitehorse psychologist). 

Disordered Eating Behaviors and Attitudes for Groups of Whitehorse Youth 

Disordered eating behaviors and attitudes of each of the groups of students 
classified according to gender, age, grade, ethnic background, ethnic diet, and 
residence were identified by the results fkom the analyses of the fiequency of scorers 
above cutoffs on the EDI-2 scales. In addition, 68% confidence intervals were 
caIculated in order to make predictions that the results were significant and 
representative of Whitehorse youth. 

The primary eating disorder concems comrnon to al1 the Whitehorse youth 
were identified as Maturity Fears, Interpersonal Distrust, ImpuZse Regdation and 
Aestheticism. These were the EDI-2 scales most frequently scored above the cutoff. 
Students differed according to their age, grade, and gender on some of the EDI-2 
measures of disordered eating behavior and attitudes. This was especially evident 
with gender differences on the scales of Drive for mimess, Bulimia, and Body 
Dissatisfaction. Conclusions made regarding the gender differences found were that 
girls present with significant concems that are more directly linked to body image and 
eating disorders whereas boys have overall concerns with eating behaviors and 
attitudes in which there is overlap with other adolescent psychological concems. 

When the students were classified according to grade and'age, they varied on 
some disordered eating behaviors and attitudes. Younger students presented with 



greater problems on the scale Maturity Fears. and older students had greater 
problems on the scale Drive for Thinness, Body Dissatisfaction. and Bulimia. These 
results were in keeping with findings described by researchers who noted the 
predominance of occurrence of Bulimio in the late teens (Garner, 199 1 ; Levine & 
Smolak, 1998; & Hsu, 1990). As well, researchers have shown that Body 
Dissatisfaction is often considered one of the factors that can lead to an eating 
disorder in older youth (SchuItz & Muir, 1999 & Garner, 1 99 1). 

The variables of ethnic background, residence, and ethnic diet were analyzed 
to determine whether they are protective or risk factors in a studentys vulnerability for 
disordered eating behaviors and attitudes. It was proposed that a larger percentage 
ethnic food in one's diet is a potential protective factor. This proposal was based on 
the reasoning that with a more ethnic diet, there is the possibifity that there are more 
nutritionally sound meals and regular farnily interactions at mealtime. S.imilar 
reasoning was applied to speculations regarding the impact of ethnic background on 
eating disorder concems. It was suggested that stronger ethnic background 
identification might help protect a student against "body image" pressures 
characteristic of our society. There is inconclusive research about the association 
between ethnicity and eating disorders; however, it appears that the greater the 
amount of identification with mainstream Western culture, the greater the likelihood 
of disordered eating behaviors and attitudes (Snow & Harris, 2 999 & Allison, 1995). 

One's residence was quened to investigate the impact of having to leave home 
to attend school. This variable was queried because many rural Yukon youth must 
leave their cornmunity to attend schocl in Whitehorse. Furthexmore, in the clinical 
practice of this researcher, it was found that young college students who were iiving 
away fi-om home presented more often with vulnerability for eating disorders. It was 
submitted that when youth leave home for schooI, they lack easy access to the social 
and nutritional benefits of family-served meals. In addition, they may experience 
loneliness; and if they are having difficulty adjusting and finding a supportive peer 
group, they may encounter feelings of anornie, especially if they feel isolated fkom 
the cultural benefits of their communities. With the potential challenges such youth 
face, it was suspected that they could become vuinerable to disordered eating 
behaviors and attitudes. 

The fiequency analysis results were in keeping with the reasoning stated 
above. In the analyses of numbers of scorers above the cutoff on the EDI-2 scales 
Maturity Fears was high for both groups. On the scales Drive for TItinness and 
Bulimia, the students Iiving away fiom family and community scored above the 
cutoff score twice as often as those students living at home. 

The results from the £kequency analyses were examined for differences 
between students categonzed according to ethnic background and ethnic diet 
variables. The Abonginal groups of youth showed no significant differences from the 
other ethnic groups in the analyses, except that they had higher fiequencies of scoring 
above the cutoff on the Social lizsecurity scaIe. 



The results fiom fkequency analyses of ethnic diet and background were noted 
for an unusud pattern. The students reporting to Asian Canadian background and the 
students reporting to a 100% ethnic diet scored more often than al1 other groups 
above the cutoff score on the rnajority of the scdes. The potential relationship 
between ethnic diet and ethnic background was examined; however, it was f o n d  that 
there was no apparent association between these variables. Students indicating a 
100% ethnic diet were from a range of ethnic backgrounds. 

Another interesting pattern worth considering was observed in the fiequency 
analysis results regarding ethnic diet. The groups of students that reported higher 
percentages of ethnic food in their diets also acknowledged more disordered eating 
behaviors and attitudes. Youth reporting to a 25% ethnic diet had less eating disorder 
concerns than the youth reporting to a 50% ethnic diet, and these groups of students 
had less eating disorder concems than the group with 100% ethnic food in their diets. 
Essentially, it appeared that as one's percentage of ethnic food in the diet increases, 
so does one's likelihood of having disordered eating behaviors and attitudes. 

There are some explanations to be made regarding the fiequency analysis 
findings for ethnic background and ethnic diet in which differences between the 
groups were revealed. First, the youth that had a stronger identification with their 
ethnic background, possibly reflected in a greater amount of ethnic food in the diet, 
were at greater risk for eating-disorder behaviors and attitudes. One explanation 
might be that with a greater percentage of ethnic food in the diet, there might also be 
greater farnily and cultural control. Control has been cited as an issue in AN, and 
often farnily therapy approaches have been used to address this issue (Bruch, 1982, & 
Pike & Rodin, 1996). For youth who perceive such control as adverse, they rnay 
rebel and struggle against this control through one avenue they have authonty over, 
their own bodies. Another explanation to consider is that ethnic background can 
affect one's selfhood concerns: A youth may need to confiont psychological issues 
such as anornie and identity both within one's own ethnic group and within the 
rnajority group and thus be more vulnerable to a range of psychological concerns. 
Essentially, youth may feel that stronger ethnic identity isolates them f?om the 
rnainstream adolescents at a time when there is a strong urge to fit in with the group. 
Youth may opt to engage in disordered eating behaviors and attitudes in order to fit in 
with their peer groups. 

Research limitations were also considered in the interpretation of these ethnic 
diet and background results. It was apparent that some students did not understand 
the ethnic cliet question; and, thus, there was sorne distortion with the results of this 
variable. A final consideration was that ethnic diet is a variable that is unrelated to 
eating behaviors and attitudes. Ethnic diet might be associated with ethnicity or 
another factor in a marner that is unidentifiable in this research. 



Concluding remarks 

In this research, it was found that the prevalence for disordered eating 
behaviors and attitudes in Whitehorse youth was greater for the boys than for the 
girls. There were 2.4% of the males and 1.6% of the females who had subscale 
scores above the 75" percentile on al1 eight EDI-2 subscales. With the less stringent 
critena of six to eight subscales applied, there were 6.5% of the girls and 8.6% of the 
boys that exhibited disordered eating behaviors and attitudes. Based on these 
findings, it was prernised that there are between 2.4 to 8.6% of Whitehorse boys, and 
1.6 to 6.5% of Whitehorse girls who were at risk for developing an eating disorder. 

Gender differences were M e r  noted with examination of the results fkom 
the other analyses performed in this study. On three of the EDI-2 scales, boys and 
girls scored signi ficantl y di fferentl y: Drive for ï7i inness, Body Dissatisfaction, and 
Bulimiu. In addition, the girls had higher means and scored more fi-equently above 
the cutoff than the boys on the scales Drive for n2inness and Body Dissatisfaction 
whereas they had lower neans and scored less fkequently above the cutoff on the 
Bulimia scale. Essentially, it appeared that the girls' disordered eating behavion and 
attitudes were with specific eating, dieting and body image concems, whereas the 
boys' disordered eating behaviors and attitudes overlapped with other psychological 
concerns. 

Using t-tests results, Whitehorse youth were identified with less disordered 
eating behaviors and attitudes than the American and Ontario youth. An overall 
conclusion was made: youth in smaller and less centralized communities may be less 
at nsk for eating disorders. Some exceptions to this conclusion were evident when 
gender and age t-tests results between the youth groups were examined: (1) 
Whitehorse girls and 1 1-13 year-old *Whitehorse boys had kwer eating disorder 
concerns than the Ontario youth of the same age and gender. (2) Whitehorse boys 
between ages 14 to 18+ had similar or slightly higher means than the same-age 
Ontario boys. (3) Whitehorse boys and girls scored significantly higher than the 
Ontario and Arnencan youth on Matzwity Fears. 

Using the analyses of scorers above the cutoff, the role of the variables of 
gender, age, grade, ethnic diet, ethnic background, and residence in disordered eating 
behaviors and attitudes was investigated. Generally, with the age and grade variables, 
similar results were identified. Maturity Fears was a concem for al1 the Whitehorse 
youth however it was of greatest concem for the younger age-grade groups. Body 
Dissatisfaction was a concem for the older age-grade groups. With respect to the 
gender variable, boys and girls varied significantly on Body Dissati~fàction, Drive for 
Thinness, and Brilimia and varied moderately on Impulse Regdation. 

There were compelling and unexpected results identified with the variables of 
ethnic background, ethnic diet, and residence. A significant number of students who 
lived away fiom home scored above the cutoff on al1 EDI-2 eating disorder scales 
except for Body Dissatisfaction. Youth that acknowledged a greater amount of ethnic 



diet also acknowledged greater disordered eating behaviors and attitudes. Finally, 
Asian Canadian youth were identified as more likely to have disordered eating 
behaviors and attitudes than the other ethnic background groups. 

In the following chapter, there is m e r  discussion o f  these results, the 
implications of the results, and how the results can be applied to potential prevention 
programs. In addition, limitations of this research are reviewed, and suggestions for 
M e r  research are provided. 



Chapter V: Summary 

In this final chapter, implications of the results of this shtdy and suggestions 
for M e r  research are presented. The fïndings are discussed in light of the existing 
research and applied to models of eating disorder prevention and intervention. In 
addition, limitations of the study are reviewed with recommendations for M e r  
research. 

Overview of the Study Objectives 

This study was conducted to investigate the prevalence of disordered eating 
behaviors and attitudes in the Whitehorse youth. Also exarnined were the factors of 
gender, age, grade, ethnic background, ethnic diet, and residence in order to ascertain 
whether or not the students, when categonzed into these groups, differed on the EDI- 
2 measures of disturbed eating behaviors aiid attitudes. Finally, the Whitehorse youth 
were compared to the youth in larger, more centralized comrnunities in southem 
Ontario and northeastern United States- Essentiall y, the objective was to determine 
the degree of and factors involved in occurrences of disordered eating behaviors and 
attitudes in the Whitehorse youth. 

Overview of Study Methods 

EDI-2 questionnaires were administered to 454 Whitehorse high school 
students who participated in the eating disorder classes provided by this researcher. 
Students were gathered fiom al1 the hi& schools in Whitehorse and were considered 
representative of the overall youth population, which consisted of approximately 
2700 students. The results were anaiyzed by counting numbers of students scoring 
above predetermined cutoff levels and by the statistical analyses of t-tests. 

Implications of the Data Results 

The findings of this research were considered important for several reasons. 
There were important because the prevalence of disordered eating behaviors and 
attitudes in the Whitehorse youth was detemined. In addition, although the research 
only involved Whitehorse youth, it was the first study of the prevalence of disordered 
eating behaviors and attitudes conducted with Northern Canadian youth. 
Furthemore, the Whitehorse youth were compared to youth fkom larger and more 
centralized settings in southern Ontario and northeastern United States. 
Consequently, this researcher was able to describe the degree of concern for youth in 
Whitehorse as well as compare them to other youth. Essentially, it was found that 
some of the Whitehorse youth had disordered eating behaviors and attitudes, but not 
to the degree as did youth in larger, more centralized settings. This find was 
considered an addition to the existing data regarding youth in urban and semi-urban 
and rural settings. Credence was added to the contention that the sociocultural 
influences in more urbanized settings are associated with greater degrees of 
disordered eating behaviors and attitudes. A unique research question was generated 
from these results: because Whitehorse is a small comrnunity as well as an isolated 



community; in M e r  research efforts one rnight want to compare youth in small 
community settings with varying degrees of isolation. 

The research was also considered valuable because of the analysis of the 
youth categorized by age, grade, gender, ethnic background, ethnic diet and 
residence. This was considered an opportunity to identiQ groups of youth that might 
require specific intervention, as well as an opportuxiity to consider the potential 
association between these variables and disordered eating behaviors and attitudes. In 
conducting analyses with these variables, unique research questions that had not been 
previously investigated in eating disorder research, such as the role of ethnic diet and 
residence with respect to disordered eating behaviors and attitudes were addressed. 
In addition, questions regarding the extent of disordered eating behaviors and 
attitudes in Aboriginal youth were addressed: Whitehorse was considered an ideaI 
setting to pursue this question because of the large proportion of First Nations people 
in Whitehorse and the Yukon. Finally, research questions that have been previously 
investigated such as disordered eating behaviors and attitudes of youth categorized by 
age and gender were addressed and conceived as an opportunity to add to existing 
data regarding these variables. Essentidl y, h d i n g s  regarding the Whitehorse ymth 
categorized into groups, could be applied to answering and generating research 
questions about the impact of the age, grade, gender, ethnic background, ethnic diet 
and residence variables on occurrences of eating disorders. 

This research was also considered substantial because the results with the 
Whitehorse youth on the EDI-2 provided an opportunity to consider its efficacy for 
measurement of disordered eating behaviors and attitudes in the general population. 
Research questions were generated regarding the EDI-2 with the analysis of the data. 
For example, it becarne evident that there is greater differentiation of the groups of 
students with EDI-2 scales such as the Drive for nimess, Body Dissatisfaction and 
Bulimia. Consequently, a potential research question might be to ascertain how many 
students who are elevated on these scales, actually have eating disorders. 

A final important reason why this research was considered meaningful is that 
the results might be applied to development of prevention and intervention programs 
with the Whitehorse youth. The EDI-2 subscales are intended to measure commonly 
identified psychological and behavioral constructs of eating disorders such as body 
image. Thus, the scaies are potential topics for eating disorder prevention. 
Furthemore, the degree with which each scale was scored by the Whitehorse youth 
was considered a potential indication of the direction and emphasis with which each 
construct might be incorporated into a prevention program. 

There were some predictable results found with this research. There were 
greater numbers of girls than boys who exhibited body dissatisfaction and drive for 
t h i ~ e s s .  In addition, students categorized by age, grade and gender varied on some 
of disordered eating behaviors and attitudes charactenzed in the EDI-2. However, 
many of the results were unexpected and unusual. In the EDI-2 profile analysis, it 
was found more boys than girls at risk for developing an eating disorder: 2.4 to 8.6% 
of Whitehorse boys and 1.6 to 6.5% of Whitehorse girls. Another surprising finding 



was evident in the t-tests cornparisons of Whitehorse y o d  and Ontario youth: On 
many of the EDI-2 scales, the Whitehorse boys between the ages of 14 to 1st had 
larger mean scores than the Ontario boys. Essentially, it appeared that the older 
Whitehorse males had more àisturbed eating behaviors and attitudes. Another 
unusual discovery with respect to the t-tests was that Maturity Fears were more 
common for the Whitehorse youth than for the Ontario and Arnerican youth. 

The finding that the Whitehorse boys' disordered eating behaviors and 
attitudes were more common than the Whïtehorse girls' disordered eating behaviors 
and attitudes was explained by acknowledging the boys' characteristics, as well as by 
examining the test and data analyses methods. First, these boys may actually have a 
wider range of eating disorder behaviors and attitudes. Second, because adolescent 
males have generally been depicted as more susceptible to extemalizing disorders 
such as conduct disorder and delinquency, the EDI-2 scales may be measuring some 
of these more common concerns in the scales Bulitnia, Impulse Regdation and 
Interpersonal Distrust. To corroborate this reasoning, Gamer (199 1) indicated that 
there is overlap between other psychological problems and many of the items on the 
EDI-2 scales. For example, the problem of interpersonal distrust is measured in other 
psychological questionnaires. Therefore, EDM items such as, " 1 have close 
relationships," are sirnilar to items measuring related psychological concems such as, 
"1 won? get close to people because I'm &aid they will make fun of me," found on 
the Millon Adolescent Clinical hventory (Millon, 1993). 

The data analysis method used of setting the cutoff criteria at the 75th 
percentile on eight, or six to eight EDI-2 subscales might also have been involved in 
the differences found between the boys and girIs. This was considered possible, 
particularly in light of the male-female ratio identified when specific scale results 
instead of profiles are analyzed. When individual scales were analyzed, gender 
differences were identified on the scaIes of Drive for Thinness and Body 
Dissatisfaction. Girls had higher means and scored more fkequently above the cutoff 
scores on these scales, and on the Bulimia scale, boys had higher means and scored 
more fiequently above cutoff scores. These differences were noted in both the 
frequency analyses of scorers above the cutoff and the t-tests. 

In essence, Whitehorse femaies exhibited disordered eating behaviors and 
attitudes that have been commonly identified by the other eating disorder researchers 
(Garner, 1 99 1). Therefore, a potential conclusion presented regarding the 
measurement of girls' disturbed eating and body image preoccupations was that they 
were identifiable when fewer EDI-2 scales were examined. In facf, Garner (199 1) 
described girls and women who had been diagnosed with AN who had only four 
elevated EDI-2 scales. Correspondingly, it appeared that the boys' disordered eating 
behaviors and attitudes were wide ranging. For both genders, it was evident that 
interviews and further assessrnent are necessary in order to diagnose an eating 
disorder. However, diagnosis was not the objective of this research; instead, the 
results were examined in order to gain a general understanding of the prevalence of 
disordered eating behaviors and attitudes in the Whitehorse boys and girls. 



Summing up, it appeared that the attributes of the population itself, as well as 
the test constructs and data andysis methods used were associated with the both the 
expected and the unexpected results regarding the boys and girls. The girls showed 
specific disordered eating behaviors and attitudes, and mdes exhïbited more general 
eating disorder concems that potentially overlap with other psychological problems. 
An interesting research question to follow up on these results might be to investigate 
how many boys versus girls who scored above the 75 percentile on the EDI-2 scales, 
Drive for Thinness and Body Dissatisfaction, would actually be diagnosed with an 
eating disorder. 

The EDI-2 was considered an ideal questionnaire to use in the generation of 
recornmendations for the Whitehorse youth. The EDI-2 subscales were intended to 
measure specific disordered eating behaviors and attitudes, therefore each subscale is 
a potentiai topic in an eating disorder curriculum. Results ftom the frequency 
analyses with the Whitehorse youth were consulted to identi& key topic areas and 
most fiequently scored disordered eating behaviors and attitudes. As well, each of 
the groups of students categorized by age, grade, gender, ethnic background, ethnic 
diet and residence were consulted to identifY target groups for prevention. 

With respect to prevention recommendations relevant to the Whitehorse boys' 
and girls' disordered eating behaviors and attitudes, a prirnary recommendation is that 
nutritional education be incorporated into the c ~ c u l u m .  This is particularly 
important for the Whitehorse boys, in view of the fact that it was found that more 
boys than girls exhibited concerns characterized on the Bulimia scale. In addition, 
with reference back to the findings of Yukon f i a l t h  Promotion Survey (1994), young 
males reported less nutritional knowledge and poorer eating habits than females. The 
importance of nutrition, particularly for boys was also reported by Anderson (1 988). 
He found a relationship between prernorbid obesity and eating disorders in males. 

Body image, which is addressed by items on the Drive for Thinness and the 
Body Dissatisfaction scales, is a concern for a significant proportion of the youth and 
adult populations throughout North America, predorninantly female populations. 
This was evident in these particular research results, girls scored more kequently than 
did boys with scales regarding these concems. The greater fernale susceptibility has 
been attributed to the interaction of the impact of biology, psychology and society on 
females. Essentially, the female body acquires a greater proportion of fat with the 
onset of puberty. As a result, girIs are at greater risk for unhealthy and excessive 
focus on body size. This response is compounded by sociocultural pressures to be 
thin and by models of thinness depicted in media. 

Males have not been associated with body image concerns. In fact, researchers 
for the Amencan Association of University Women (1991) found that males maintain 
a more positive self-image of themselves than do females throughout the teen years. 
In this present research, Whitehorse boys had fewer self-image and body image 
concems than the girls did. Despite the greater concem for girls with respect to body 
dissatisfaction and drive for thinness, prevention efforts directed at both the boys and 
girls would likely benefit the Whitehorse youth. 



One important topic to consider with respect to self-image and growth is the 
differentiai impact of physicai changes each gender undergoes during puberty and 
adolescence. Conceivably this topic could be integrated into nutritional education 
topic. For example, to address overeating concems and thek impact on body image, 
consider age-appropriate explanations of how people develop a set point of weight 
and fat cells at key developmental stages. Shils and Young (1988) provided a 
reasonable explanation. They described three stages in the development of fat cells. 
According to their research, we develop fat cells at times when a person is most 
vulnerable to overeating: during the final trimester of pregnancy, during the e s t  two 
years of life, and during adolescence. 

The t-tests results were used to compare the disordered eating behaviors and 
attitudes of the Whitehorse youth with those of other youth groups. The 
predominating question regarding this analysis was whether disordered eating 
behaviors and attitudes were less prevalent in the Whitehorse youth because they live 
in a smaller and more isolated comunity than the other youth. Eatulg disorder 
differences between urban and rural youth, and between youth living in comrïiunities 
of various levels of urbanization, have been noted in the research (Hoek, Bartelds, 
Bosveld, Graaf, Limpens, Maiwald, & Spaaij, 1995). For the Whitehorse youth, the 
results were generally as suspected: They scored lower than the Ontario and 
northeastem United States youth on most of the EDI-2 scales. However, there were 
also unexpected results. First, the older Whitehorse males had some eating disorder 
concems that were similar to, and some that were slightly greater than the sarne age 
and gender Ontario youth group. Second, maturity fears were identified as a greater 
problern for the Whitehorse boys and girls than for the Ontario and American boys 
and @S. It was premised that the Whitehorse boys and girls had fewer opportunities 
to explore possibilities associated with maturation than did the youth in larger centres. 
Thus, they were potentially less confident about the consequences of maturation. 

Prevention and intervention efforts intended to address the students ' maturity 
fears might be directed at the discussion of the expectations they feel and fear as they 
mature. Specific to eating disorder prevention, al1 of the Whitehorse students, 
especially the younger ones who scored more fiequently on this scale, may benefit 
ftom the explication of natural growth processes. Extraneous, but potentially related 
fears, such as the options for education and careers they must consider as they mature, 
particularly if pursuing them involves leaving Whitehorse, may be equally important 
to deaf with. 

The results regarding students categorized Uito groups according to their 
ethnic background, ethnic diet, and residence were analyzed to identi& the degree of 
disordered eating behaviors and attitudes in the student groups and to determine 
potential associations between these variables and occurrences of disordered eating 
behaviors and attitudes. With the residence variable there appeared to be a definite 
association between these variables and disordered eating behaviors and attitudes. 
Most of the ethnic background student groups did not Vary significantly fiom each 
other, except for the Asian Canadian students; they scored above the cutoff more 
fkequently than the other groups of students on most of the EDI-2 scales. 



The results regarding the variable of ethnic diet were unexpected, with the 
students reporting to greater arnount of ethnic food in their diet, there were also 
greater nurnbers who scored above the cutoff on many of the EDI-2 scales. The 
following conclusions regarding these hdings are presented with the caveat that 
M e r  research is required to veriq them. First, this pattern may be evidence that 
with a stronger ethnic identity and involvement, possibly reflected in ethnic dief one 
is at a greater risk for developing eating disorder behaviors and attitudes. It did not 
appear that the initial reasoning presented in this research that one's ethnic 
background is associated with the positive benefits of belonging, such as having an 
identity in a cultural group was associated with eating behaviors and attitudes. 

The theory developed by Atkinson, Morten, and Sue (1 993) and Markstrom, 
Adams, and Spencer (1 994) regarding identity development within one's own ethnic 
minority group and within the majonty group was considered in the explanation of 
these results. Essentially, these researchers asserted that youth fiom minority ethnic 
groups have more identity challenges to navigate through because they must find their 
place in both their minority group and the majority group. A second possible 
explanation contemplated is that greater percentage of ethnic food in the diet is 
related to greater family control charactenstic of some ethnie groups. Depending on 
the extent of the control of the family, one can be positively or negatively affected. 
Reference back to Wagner and Compas (1990) cited in the literature review, is 
helpful to illustrate this association regarding family control. They descnbed a 
negative effect of culture on youth. According to their findings, youth fkom families 
that followed their ethnic and cultural role assignments of age and gender were found 
to have worse academic and psychological adjustment than youth fiom families that 
did not follow these age and gender role assignments. In addition, Steiger and 
Stotland (1995) attributed some cases of AN to excessive familial control within 
ethnic groups. 

In this research, the find that ethnic diet is associated with disordered eating 
behaviors and attitudes was confounded by unclear causal relationships. The above 
explanations of familial control and ethnic identity developrnent were presented as 
potential factors. Interesting research questions might be developed to explore the 
role of ethnic diet in eating disorders. For example, what is the relationship between 
family and ethnic diet? Previous researchers have generally found less instances of 
eating disorders in minority groups of people (Grange et al, 1997; Rosen, Silberg & 
Gross, 1988; Gowers & McMahon, 1989 & Rosen et al, 1988). A qualitative study of 
what people in minority groups believe are the reasons for their fewer instances of 
eating disorders rnight render information about which aspects of minority groups' 
cultures are associated with eating behaviors and attitudes. 

Further discussion regarding ethnic diet is useful to underscore the relevance 
of this variable when efforts are directed towards prevention. In this research, it was 
proposed that the culturaI factors of ethnic background and ethnic diet are associated 
with healthy eating behaviors and attitudes. Thus the reasoning that foIlowed was that 



prevention efforts aimed at increasing students' knowledge of the cultural and 
meaningful aspects of ethnic diets might encourage more healthful attitudes towards 
food. This reasoning was considered complementary to the existing cultural 
awareness in Yukon schools. For example, Aboriginal culture is considered 
important in Whitehorse: there are Aboriginal language programs, and an awareness 
of the need to educate students about Aboriginal culture. Thus, prevention and 
intervention educators might simultaneously address disordered eating behaviors and 
attitudes and meet the directive of including Aboriginal culture in the curriculum. 
This might be accomplished with the inclusion of the cultural eating practices of 
Abonginal and other ethnic groups: ideally students wil1 l e m  about the heaIthfuI 
aspects of eating found in each ethnic group. Furthemore, a secondary benefit of 
might be achieved with this type of c ~ c u l u m .  Idenîity issues that minority group 
youth struggle with as premised by Atkinson, Morten, and Sue (1993) and 
Markstrom, Adams, and Spencer (1994) might be less problematic when youth are 
encouraged to consider the healthfùl aspects of their ethnic diet, ideally they would 
expenence greater sense of pride and identity. 

It was evident with the research results that a significant proportion of the 
Yukon youtk who must leave their families and communities to attend school in 
Whitehorse had disordered eating behaviors and attitudes. For these, simple 
preventive measures could be initiated. It was proposed earlier that these youth might 
be dealing with insufficient opportunities for the social and nutritional benefits of 
family and comrnunity. Therefore, possible isolation might be addressed by the 
development of a peer support group. Potential deficiency of  diet could be dealt with 
by nutritional advice and guidance provided within the context of the eating disorder 
classes. In addition, students might be encouraged to eat their meals with either a 
group of peers or with other families. 

It was contended that the findings of this study could be applied to the 
deveropment of a prevention and intervention prograrn for Whitehorse youth. 
Concerns that have been identified in the Whitehorse youth are maturational issues 
and a range of disordered eating behaviors and attitudes such as body dissatisfaction, 
drive for thinness, bulimia, and interpersonal distrust. A school prevention prograrn 
is currently considered the most feasible way to access sizeable numbers of youîh 
(Shoernaker, 1998). Concepts from learning theones can also be applied to 
prevention programs. We develop preferences for how and what we eat in our early 
years because we are nurtured both physically and emotionally when we eat. 
Fundamentally, it is recornmended that the focus be on healthy eating as opposed to 
excessive eating and dieting. With prevention programs, one c m  involve the media, 
parents, and schools. 

Issues of prevention, intervention and treatment in the Yukon 

In discussing the results of this study earlier in this chapter, suggestions were 
provided so that prevention planners and educators might address the eating disorder 
concerns of the Whitehorse youth. It was suggested that the content might be 
integrated to include physical, psychological, and sociocultural aspects of both 



healthy eating and the eating disorders. Furthennore, research and literature of 
existing prevention approaches and programs were reviewed in Chapter II. At 
present, the Yukon Department of Education is previewing an eating disorder 
cuniculum developed by British Columbia Education (1999) and may include it in 
the? CAPP program. 

Regardless of whether or not the British Columbia Education curriculum is 
considered and adapted for the Whitehorse youth, a key concern in the North remains. 
Essentially, there is a lack of economic and professional resources by which to 
develop, maintain, and assess the efficacy of a prevention program. A difficulty 
identified in the Needs Assessrnent of Eating Disorder Services in British Columbia 
(1999) is that in the North, and in similarly isolated communities, the level of stress 
and burnout are significant problems for pro fessionals. Canitz (1 99 1) examined 
burnout in health care comrnunity nurses in the Yukon and found that the key 
concems of the nurses were social loneliness, feelings of decreased conbol in 
situations where nurses feel inadequately prepared for the diverse demands of the 
North, and lack of satisfactory supports and resources. 

Among professionals who provide senices to adolescents, those who are 
most likely to experience burnout are teachers who serve in a teaching and caring 
role, and the mental health and health care professionals. At the intervention level, 
another situation is noted as a potential complication in the effective treatment of 
eating disorders. In Whitehorse, and elsewhere in the North, there are few mental 
health resources; thus, unlùnited mental health care is difficult to procure, and many 
people do not have the option of unlimited mental hedth care insurance. 

Based on personal lcnowledge and clinical expenence, and the information 
gathered fiom Yukon government publications such as the Cornmunity Profiles 
(1 996) and An Accounting of HeaZth (1 994), it is clear that intervention resources in 
the Yukon are limited. There is one psychiatrist in Whitehorse. Family physicians 
often serve a key role in their patient's physical and mental health care. Critical 
medical patients are sent to Vancouver, British Columbia, for treatment. Whitehorse 
is the only community in the Yukon with a hospital; the other cornmunities have 
community nurse(s) who attend to a range of illnesses. In a few Yukon cornmunities 
there is a resident physician; however, in many of them, it is the nurse's responsibility 
to provide care and refer patients to a physician or Yukon Mental Health Services in 
severe situations. 

Nevertheless, persons with eating disorders often require extensive physical 
and psychological treatment. The motivation and interest in this research was 
stimufated by concerns voiced by teachers, parents, and various medical professionals 
regarding youth they have identified with eating disorders that have limited treatment 
options and services (Personal communications). With such limited resources for 
intervention in mind, there is a growing awareness in the schools, in the medical 
health care settings, and with private mental health care providers that eating disorder 
concems should be addressed at the prevention level. Furthemore, it is becoming 



increasingly obvious that interdisciplinary care is necessary to meet the physical and 
psychological needs of persons already diagnosed with an eating disorder. While 
intervention programs are not the focus of this research, a preliminary plan that could 
be impIemented in the Yukon might be considered. Interdisciplinary care could be 
implemented by adopting the mode1 of Individudized Education Plan used by schools 
for students with learning needs. One professional would oversee the involvement of 
the other professionals and parents, and they would meet on a regular basis to ensure 
that the youth's physical and ps ychological objectives and needs are addressed. 

With respect to an eating disorder prevention program for the youth of 
Whitehorse, it might be designed to address their specific psychological and physical 
concerns. As suggested earlier, consideration of their results on the EDI-2 subscales 
could provide a range of topics and direction with respect to amount of content 
required for each. Topics might dso be derived fiom the constnicts depicted on each 
of the EDI-2 scdes such as body image, maturity, dieting, bingeing, purging, 
perfectionism, interpersonal distrust, social insecurïty, and impulse regulation. 

The EDI-2 constnicts are considered relevant and related to other 
psychological and lifestyle concerns of youth such as self-esteem, emotional 
adjustments, and healthy lifestyle choices. For exarnple, self-esteem is considered an 
important related topic. Button, Sonuga-Barke, Davies & Thompson (1996) 
investigated the role of self-esteem in the causation of an eating disorder by 
administering self-esteem questionnaires to 595 girls between the ages of 11 and 12 
and by following up 3 ta 4 years later with a questionnaire measuring eating and other 
psychological problerns. They found that girls with low self-esteem are at risk for 
eating disorders by age 1 5 to 16. In view of these results, inclusion of objectives such 
as self-esteem enhancement, in the prevention of eating disorders are likely to be 
beneficial. 

Further aspects of a prevention program in Whitehorse to consider are 
development of media-literacy skills as illustrated in the prevention programs 
described in Chapter II. Youth in the North lack access to some of the urbm 
influences that are potentially involved in body image concerns. However, television 
coverage is universal, so that both urban and rural youth are exposed to media 
messages involving body image. Television access may, in fact, be a component in 
the higher maturity fears identified with the Whitehorse youth. The students are able 
to watch a range of situations on television but do not have the sarne real-life 
experiences as youth in larger centers to assess each message's truthfiiiness. 

Cultural awareness of ethnic diets and ethnic background might also be 
incorporated into a prevention program. A concIusive relationship between ethnic 
diet and ethnic background with disordered eating behaviors and attitudes was not 
identified. Nevertheless, it was contended that the students' awareness of each 
culture's beliefs around food and wellness might address potential eating problems 
identified for small groups of Whitehorse youth. As well, this could be an important 
component to include because the students corne h m  a range of ethnic backgrounds, 



including a large proportion of Aboriginal youth in Whitehorse and other northern 
comunities. This ethnic component of the program could be based on a health 
model. Students might identify strengths in each culture that revolve around eating 
and celebrating as well as standards of health in each culture. This could include 
discussion of types of foods characteristic of each culture. They could also discuss 
traditional celebrations related to food and standards within their culture for body 
image. A final argument proposed for inclusion of ethnic and cultural components to 
an eating disorder prevention program is that students can leam that body image is 
relative to each culture. This is key to the criticaI examination of body-size societal 
standards. 

A final point to consider in the development of a prevention program is to 
ensure that the content and objectives are developmentally appropriate for the 
Whitehorse youth. At the eiernentary level, students would likely require lessons 
around food, body image, maturity, and media/cultural awareness that are more 
hands-on and expenential. At the high school level, students would likely benefit 
fiom lessons that are more concephial in nature, with ample opportunities for 
interaction and discussion, as opposed to the format of didactic lectures typical in 
many school classrooms. 

In summation, it is contended that a prevention program could be incorporated 
into the school curriculum in Whitehorse and in other communities of the Yukon. 
Conditions and components to consider are: First, that physical, psychological, and 
sociocultural aspects of eating and eating disorders are included in the curriculum. 
Second, that findings fYom this study are utilized to ensure that key concems of the 
Whitehorse students regarding eating behaviors and attitudes are incorporated into the 
lessons. 

Limitations and delimitations of this research project 

The preliminary Limitations and delimitations of this research study are 
discussed in the methods chapter. They are reviewed here, and M e r  limitations and 
delirnitations are discussed with respect to the findings of tlîis study. 

First in the discussion of limitations and delirnitations, it is useful to consider 
the efficacy of research aimed at determining the extent of disordered eating 
behaviors and attitudes in Whitehorse. Shoemaker (1998) proposed that a screening 
program is most effective if it an important health problem is investigated. In these 
days of managed health care plans and govemment cutbacks on medical fünding, 
importance must also be assessed by the degree of effects found in the general 
population. In Whitehorse, and elsewhere in the North, there are many serious social 
and health concems. To name a few, there are high rates of diabetes, crime, and 
alcohol and dmg addictions packs, 198 1; Shissel, 1992; Ross, 1992; & Ponting, 
1997). Furthemore, one rnust consider the impact of these problems on the family 
and community. For example, the high rate of children and youth with fetal alcohol 
syndrome is athibuted to alcohol abuse (Yukon Bureau of Statistics, 1994). 
However, eating disorders are also a senous problem that cm result in life- 



threatening consequences. The fkequency of eating disorder problems was not yet 
known in Whitehorse or other Northern communities, so this research was considered 
valuable for the determination of how important a health problem it is. 

A primary problem with the use of questionnaires for this research project was 
that one could obtain al1 the information required to make a diagnosis or to resolve 
unusual findings. In the research situation, as opposed to the clinical situation, there 
is no qualitative information available with use of the EDI-2 questionnaire. 

Another problem with questionnaire use voiced by Shoemaker (1998) is 
eating disorder populations tend to deny disordered eating behaviors and attitudes. 
The response styles of the Whitehorse youth could not be identified because there are 
no valinity scales on the EDI-2. As a result, the findings of this research were not 
based on fhm evidence of disordered eating behaviors and attitudes but on results that 
suggestive of these problems. 

In a sense, this questionnaire limitation is acceptable because a primary 
objective with this research was to acquire an understanding, as opposed to a 
diagnosis, regarding the disordered eating behaviors and attitudes of the Whitehorse 
youth. This research effort might be conceived as a preliminary screen for eating 
disorders. A s  well, as stated in the introductory chapter, another objective was to 
identim concems particular to the youth in Whitehorse. This objective was especially 
important in light of the findings of a recent qualitative study regarding eating 
disorders that was completed in isolated Northern B.C. communities that are similar 
to Whitehorse and other Yukon communities. The reported findings fiom this 
qualitative study were that parents and professionals fiom these communities 
identified eating disorder occurrences, particularly with youth, and voiced concerns 
regarding lack of resources for prevention, intervention and treatment of eating 
disorders (Smye, Niblock & Anderson, 1998). 

A m e r  concern noted in îhis research was the measurement limitations with 
some EDI-2 scales. Ln particular, with the Brrlimia scde, one was not able to 
differentiate between bingeing and purging. And with the M a t u w  Fears scale, 
G m e r  (1 991) indicated that it is most applicable to older teens and adults, yet it was 
admuiistered to youth as young as 11 years of age. Such limitations were possibly 
factors involved in the unusual results found with this study, such as the greater 
prevalence of boys with bulimia and the larger-than-expected numbers of students 
reporting to Maturiîy Fears. Presumably, if this research were to be taken to a next 
step involving actual diagnoses, these results could be accounted for within the 
context of clinical interviews. 

Another limitation identified at the outset of the administration of the 
questionnaires was the varying numbers of students who participated fiom each of the 
schools. This was considered a possible weakness in the study because 
generalizations are less plausible when the procedure of random sarnpling is not 
foliowed. This limitation was viewed as minimal because few differences between 



the students fiom each of the schools were identified. Concems regarding selection 
biases that can occur when random sampling is not performed were not perceived as 
problematic because the students were drawn fkom mandatory classes. Aside from 
the students who were not registered in these classes during that term and students 
who were absent on the days of questionnaire administration, there were only three 
students who chose not to participate. 

Sample size concems were also apparent after the analyses of students 
categorized according to each of the variables, age, grade, gender, ethnic background, 
percentage of ethnic diet, and residence were performed. On some of these variables, 
the numbers of students groups were small, however conversions of their numbers 
into proportions were performed to address this concern. 

Another concem was noted with the analysis of the sample: only 11.3% of the 
students who participated indicated Aboriginal ethnic background. Initially, this 
research was considered an ideal opportunity to assess the eating disorder concems in 
Abonginal youth because of the large proportion of First Nations people in 
Whitehorse. Population estimates provided by Statistics Canada (1 996, 1999) are that 
approximately 22% of the Whitehorse population report Aboriginal ethnic 
background. The lower proportion of Aboriginal youth who participated in this 
research might be attributed to the high school dropout rates of Aboriginal youth in 
the Yukon that Dack (1 98 1) reported. Essentially, the findings regarding the 
Aboriginal youth were lirnited to the results based on a smaller sample size than 
expected. 

Another limitation, which could also be conceived as delimitation, was the 
variety of analyses applied to explication of the results. A positive aspect of this 
approach was that with utilization of a variety of analyses, there was a more thorough 
description of the Whitehorse youth on EDI-2 measures. Profile analyses were 
conducted to identify prevalence and t-tests were performed to compare Whitehorse 
youth with youth fiom larger, more centralized areas. In addition, there were the 
analyses of students categorized according to dernographic variables of age, grade, 
gender, ethnic background, ethnic diet, and residence. A negative aspect of the use of 
a variety of analyses is that one must be able to integrate the results coherently. 
OveraI1, this integration was possible; and parallel data with respect to the variables 
of gender, grade, and age were found. 

Once the data was analyzed, a limitation that became apparent was that with 
some of the hdings, there were several explanations possible. For example, it was 
suggested that extraneous influences might be involved in the relationship found 
between disordered eating behaviors and attitudes and high percentage of ethnic food 
in the diet. Specifically, family control and the identity-formation challenges of 
rninority group youth were considered potential inauences. In addition, the unusual 
results regarding greater male prevalence with disordered eating behaviors and 
attitudes was attributed to two possibilities: that there actually are greater disordered 
eating behaviors and attitudes with these boys, or that the EDI-2 measures are also 



rneasures of related psychological concems experienced by tne boys. Essentiaily, one 
limitation of this study was that research was not directed at explanation of the 
interaction noted with these variables. This was not an objective of this research 
project. Nevertheless, it is a feasible area of investigation, because aspects of culture, 
farnily, and nutrition related to diet could be m e r  examined in order to understand 
how these factors might be involved in eating disorder onset and maintenance. One 
recomrnendation proposed with respect to understanding ethnic diet in the eating 
disorder paradigm was to conduct qualitative research in order to have participants 
articulate how they view ethnic diet in their lives. The results might be instructive 
with respect to directions one might take with m e r  research. 

In surnmation, limitations and delimitations identified with this research were 
attributed to the EDI-2 questionnaire, the research and data analysis methods, and the 
size and characteristics of the Whitehorse student sample. Furthermore, with regards 
to the results of this study, the need was identified for more detailed research of the 
extraneous influences potentially involved in occurrences of disordered eating 
behaviors and attitudes and the variables of ethnic diet and ethnic background. 

Concluding Remarks 

In this final chapter, the objectives and methods used with this research were 
reviewed. As well, the implications of the findings were discussed, in particular how 
this research and other related research on eating disorder prevention c m  be applied 
to Whitehorse youth. Finally, the limitations and delimitations of the study were 
sumrnarized. 

Literature and research regarding physical, ps ychological and sociocultural 
aspects of eating and eating disorders were discussed because of the belief that eating 
disorders are a multifaceted problem and that prevention programmers need to 
address al1 these facets. With this view in mind, the prevalence of disordered eating 
behaviors and attitudes as welI as a range of potential variables involved in 
occurrences of eating disorders were investigated. The variables considered were age, 
grade, gender, ethnic background, ethnic diet, and residence. In addition, the 
Whitehorse youth were compared to youth in living in larger and more centralized 
settings. 

Sumrnaries of the findings fkom this research are as follow: There was Iess 
prevalence for disordered eating behaviors and attitudes in the Whitehorse youth than 
for youth living in more centralized and populated centres. A key exception to this 
finding was that Whitehorse youth exhibited greater matiirity fears. Gender 
differences were noted: more Whitehorse boys than Whitehorse e l s  had disordered 
eating behaviors and attitudes. The girls reported a greater degree of concern on 
specific eating disorder constructs such as drive for thinness and body dissatisfaction, 
whereas boys reported a broad range of disordered eating behaviors and attitudes. 
Age and grade differences were also evident: maturity fears were greatest for the 
younger students, and body dissatisfaction was greatest for the older students. 



There were less conclusive results identified with the analyses of the variables 
of ethnic background, ethnic diet, and residence. Minimal variation was noted 
between most of the groups of students categorized according to ethnic background; 
the one exception was that more Asian Canadian youth reported disordered eating 
behaviors and attitudes than did the other ethnic groups of youth. Aboriginal youth 
did not Vary significantly nom the other groups of students categorized by ethnic 
background. For the most part, students categorized accordhg to ethnic diet and 
residence acknowledged few disordered eating behaviors and attitudes. However 
there were some notable fmdings regarding these variables: significant proportions of 
the Whitehorse youth who indicated residence away firom home, and significant 
proportions of youth who reported a greater percentage of ethnic food in their diets 
exhib ited greater degrees of disordered eating behaviors and attitudes. 

An overall recommendation proposed was that prevention and intervention 
programmers take into account and develop their programs based on the disordered 
eating behaviors and attitudes found with the Whitehorse youth. Specifically, 
appropnate prevention and intervention might be developed by integration of 
important objectives characterized in some existing prevention programs, the 
awareness of the needs of the Whitehorse youth, and the understanding of how best to 
utilize local and limited resources. Ideally, the development of such a program might 
have far-reaching value for other remote and small communities. 

Potential research questions were generated as a result of this study. It was 
suggested that there be further investigation of factors underlying the variables of 
ethnic diet and residence, and of the fhdings of greater male than female prevalence 
of disordered eating behaviors and attitudes. The gender findings were incompatible 
with most eating disorder research: girls are usually identified as most at risk for 
eating disorders. In addition, research questions regarding the EDI-2 were evident: 
for example it might be useful to identify the importance of particular scales, such as 
Drive for Th in iiess and Body Dissatisfacction for eating disorder diagnoses. 

In conclusion, it is this researcher's hope that the results fiom this study c m  
be used in the development of effective treatrnent and prevention programs and that 
they can be added to the existing knowledge regarding causes of eating disorders. To 
articulate this hope more eloquently, it is helpful to refer to Russell (1990), who 
stated what the objective of research should be. "In searching for causes, we hope to 
identiQ both the 'what' that has gone wrong, and, if possible, with the identification 
of 'why' and 'how;' we also hope to find ways of putting it right or preventing it fiom 
happening"(p.53). 
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Appendix 1 : Consent Forms 

Research Survey 
By Joanne Tessier, Chartered Psychologist 

Doctoral Candidate 
Dear Parents and S tudents: 
1 have prepared a research project that 1 hope you will be interested in and agree to 
participate. As you may know, eating disorders have been identified as a concern for 
some youths. The objective of this project is to detemine how many Whitehorse 
teenagers may have an eating disorder concern andh  concems for at-risk behaviors 
for eating disorders in Whitehorse. 

1 have received approval fiom the Department of Education and each school's 
administration to give a questionnaire to high school students in Whitehorse. It is 
titled: Eating Disorders Inventory - Second Revision @DI-II). The questionnaire 
takes approximately 20 minutes to complete and will be completed in school. 

The results of this questionnaire s w e y  will be analyzed and documented in my 
doctoral dissertation. As well, it is the intent of this researcher to provide a copy of 
the dissertation to the Department of Education, ideally to assist the curriculum 
planners with guidance regarding intervention of eating disorders. For the students, 1 
hope they will gain an opportunity to reflect on their eating behaviors and attitudes. 
Also to facilitate their better understanding of eating disorders 1 will give them a 
lecîure on eating disorders and be available if they have any concerns or questions. 

Procedures will be taken to ensure that no individual students are identified. As well, 
to ensure confidentiality, students that participate will fi11 out only demographic 
information relevant to the study such as their age, sex, race, grade level, etc. Student 
names will not be on the questionnaires. Each student's participation is voluntary. 
At any time they have the right to not take part in the questionnaire. For m e r  
info&ation, feel tiee to contact me at (867) 668-7549. 
Before this research can proceed, 1 need permission fiom you, the parents and 
guardians, as well as the students. If 1 do not hear fkom vou. 1 will infer consent. 
Please fil1 out below onlv if you do not wish for vour child to partici~ate and return it 
to the school by as soon as possible. Your child will also be asked for hisher 
consent. 

Parent or Guardian: 

1 do consent to having my son or my daughter take part 
in this questionnaire survey, under the conditions outlïned. 

Signature of parent/guardian Date 



Questionnaire Participation Agreement 

S tudent: 

Yes, 1 do consent to participate in this study under the conditions stated. 

No, 1 do not consent to participate in this study under the conditions stated. 

signature of student 

please print your name 

date 

I understand that 1 am f?ee to withdraw my consent and tenninate my participation at 
any time, without penalty. 



Appendix 2: Outline of Eaîing Disorder Presentation 

Who I am 

Joanne Tessier 
Chartered Psychologist 

Doctoral Candidate 

Why 1 am here 

To talk about eating disorders 
To do some research with you 

To talk about being a psychologist 
To talk about research 

What 1 hope you will leam here 

What eating disorders are and what you c m  do about them 
How research is c m i e d  out 

How one becomes a psychologist 
What a psychologist does 

The long journey 
Love of leamhg 

It starts with a question 

The Education Joumey 
High School 

CollegelUniversity 

Graduate Degrees 
University courses and research 

Masters 
Doctorate 

Chartering 
htemship 

Oral and Written Exams 



It starts with a question? 

Types of Research 

Quantitative 
Numb ers 

Descriptive 
Inferential 

Vaiidity and Reliability 
Sarnple Population 

Approaches to Research 

Ask questions 
Observe people/animals 

Run expenments 
Summaxïze research 

Analyze and share your results 

Qualitative 
Persona1 stories 

Class projects 
Papers and books 
Talks and lectures 



mat are eating disorders? 

Extreme expressions of a range of weight and food issues expenenced by both males 
and fernales. They can have serious life threatening consequences. 

They include: 

Anorexia nervosa 
Bulimia nervosa 

Compulsive overeating 

Eafing refers to eating habits, weight management practices and attitudes about 
weight and body shape 

Disorder refers to eating-related attitudes and behaviors that result in: 

Loss of self-control 
Obsession, anxiety, guilt 

Distance fkom self and others 
Physical imbalances that can harm you 

What are the warning signs? 

A marked increase or decrease in weight not related to a medical condition 

The development of abnormal eating habits such as severe dieting, preference 
for strange foods, withdrawn or ritualized behavior at mealtime, or secretive 

bingeing 

An intense preoccupation with weight and body image 

Compulsive or excessive exercising 

Self-induced vomiting, periods of fasting, or laxative, diet pill, or diuretic 
abuse 

Feelings of isolation, depression, or imtability 



Nutritional Deprivation 

1. The effects of starvatioddeprivation 

2. The relationship between restricting and bingeing 

3. Setpoint 

4. Overcoming effects of deprivation/starvation 

5. Addiction to food? Emotional eating? 

6 .  The relative ineffectiveness of purging 



Tips for Eating Well and Feeling Good About Yourself 

Be healthy and fit 
Have fùn 

Feei good about how you look 
Eat when hungry 

Stop eating when full 
There are no good or bad foods 

If you're sad, mad or bored.. . tak, do 
Find something active you Wce to do 

Remind yourself we corne in al1 shapes and sizes 
Don't tease other people about their size 

Tips to tell others if they Say they are fat and need to go on a diet 

"You lookfinejust the way yotc are. " 

"Please don 2 dieting is not healthy or fun, eat well and be active. " 

"Remember, being thinner is not the same thing as being healthier and happier. 1 9  

Nonnal Eating 

Eat small snacks and regular meals 
Taste your food and enjoy it 

Don't starve yourself 
Eat in the morning and every few hours d e r  

Avoid foods that trigger a binge 
Throw out the weigh scale 

Don't Diet 
M e r  eating, do something you like 

Don't count calories 
Concentrate on what your body feels like when you eat in response to hunger 

Think of food as food as fuel 
Don't exercise excessively 

Remind yourself that no one type of food will make you fat, when eaten in 
moderation, so allow yourself treats 



Gettine HeIp 

Your help can include individual. family and group therapy 
Support groups 

Medical and nutritional counselling 
Chat groups on the intemet 

Hospitalization andor Medications 

How to help a fnerzd with an eating disorder 

Tak  to the person in a private place, 
Tell them what you've seen and what your concems are and want to help. 
Give them time to talk. Listen. 
Don? argue with them if they deny it, realize denial is part of the problem, just 
repeat you are worried for them. 
Provide information about help. Offer to go with them for help. 
If you're concemed it is dangerous, ask help of another fiend, therapist, teacher, 
parent, doctor, etc. 
Don? try to be a hero or a rescuer. 
Eating disorders are usually not emergency situations, but if the person is 
suicida1 get help immediately. 

Things not to Say 

V r s t  sit down and eat like a normal person." 
"Ctilzy areyou h i n g  this to me?" 
"You 've put on weight, you look great. " 
"Are yorr nzaking any progress? " 
cT1lZ help fatten you up. " 

"Are you keeping anything down? " or " m e n  was the last time yozi pziked? " 
"Yozr look tewib le. " 
"Yozr 're ruining our family. " 
" What have yozr eaten today? " 
"Go ahead and have a drink or eat thar. You 'lljrrst go and throw it tip anpays,  so 

what does if matter. " 
I I  "For sorneorze witlz an eating disorder, you Ire sure pigging out today. 

"You look so healthy, you were always so thin before. ') 
I I  "You just need to exercise. 

"Yozr Ire doing this for attention. " 

Someone with an eating disorder has the best chance of recovery when surrounded by 
people who are loving and supportive. Recovery takes a lot of time and hard work, 
but with good support and treatment, eating disorders cm be overcome. 



To Students, Parents, Teachers, School Counsellors and School Administrators 

1 was asked to prepare a list of individual therapists and agencies that could pmvide 
heIp to individuals who are concemed about an eating disorder. Followiug is the list 
with phone numbers. As well, for fûrther information, the intemet site found with a 
search for "eating disorders" has many resources and chat lines- At present rhere is a 
group for women with eating disorders that Mental Health SeMces is ninning. This 
type of group could be formed for adolescents, given that there are enough 
adolescents with an eating disorder concern. In addition, it is helpful to meet with 
your family physician. 

(A list of private practitioners and agencies were distributed to the schools and to the 
teachers and school counsellors). 



Appendix 3 : EDI-2 Subscale Descriptions 

P T )  Drive for Thinness (7 items) 
This is identified as a core psychopathology trait of both anorexia and bulimia, and 
requisite critena for diagnosis of either. There is an intense drive to be thinner or a 
fear of fatness that is assessed by items regarding excessive concem with dieting, 
preoccupation with weight, and fear of weight gain. The authors of this test cited 
Bruch (1973, 1982) as the source of this concept for describing the ''&ive for 
thinness" or the "relentless pursuit of thinness" and Russell (1970) for describing the 
antithesis, the "morbid fear of fatness." 

Exarnples of items on this subscale are: 
1 eat sweets and carbohydrates without feeling newozrs. 
1 think about dieting. 
I am temfed of gaining weight. 

(B) Bulimia (7 items) 

This scale is intended to measure binge eating, which is one of the defining and 
diagnostic features of bulimia. It is also a feature that is used to differentiate between 
the subtypes of anorexia restrictors and anorexia bulirnics. Pyle, Halvorson, Neuman, 
& Mitchell (1986) found that there are individuals who engage in this behavior but do 
not meet al1 the criteria for an eating disorder diagnosis. The items are used to assess 
tendencies to think about and engage in bouts of uncontrollable eating. 

Examples of items on this subscale are: 
1 eat when 1 am upset. 
1 stziflmyselfwith food. 
1 eat or drink in secrecy. 

(BD) Body Dissatisfaction (9 items) 

The items on this scale were developed for the assessrnent of dissatisfaction with 
one's overall shape and with the size of the areas of the body commonly of concern 
for perçons with eating disorders such as the buttocks, thighs, stomach, etc. There is 
some controversy over the screening potential of this scaIe. The test author stated 
that the rationale for inclusion of this scale despite the widespread body 
dissatisfaction in the general population is that "in its extreme form it is considered to 
be a central feature of the AN and BN eating disorders (pS)." He added that body 
image disturbance and body dissatisfaction are major factors responsible for initiating 
and sustaining the weight-controlling behaviors of the eating disordered. 

ExampIes of items on this subscale are: 
1 think my stomach is too big. 
1 feel satisfied with the shape of my body. 
I think my brcttocks are too large. 



(I) Ineffectiveness (10 items) 

The items on the Ineffectiveness scale aïe applicable to many individuals. They are 
included to assess feelings of general inadequac y, insecurity, worthlessness, 
emptiness, and lack of control over one's life. The test author hdicated that 
ineffectiveness is ccconceptually very closely related to poor self-esteem or negative 
self-evaluation. This scale is also intended to assess feelings of emptiness and 
aloneness. High scores on this subscale reflect a significant deficit in self-esteem 
owing to intense feelings of inadequacy (pS)." The author M e r  indicated that this 
construct has been identified as a causal factor in the development of eating disorders 
(Gamer & Bernis, 1985; & Wagner, Halmi & Maguire, 1987). 

Exarnples of items on this subscale are: 
lfeel ineffective as a person. 
I feel seatre about myself: 
I feel empty inside (emotionally). 

(P) Perfectionism (6 items) 

Essentially this is a scale that was developed for the measurement one's high to 
superior expectations for persona1 performance and achievement and for the 
measwement of the perception that others' expectations of them are similar. This is 
not considered a diagnostic critena item for an eating disorder diagnosis; however, it 
has been identified as a perscnality trait of perçons with eating disorders (Bruch, 
1978; & Slzde, 1982). 

Examples of items on this subscale are: 
Only outstanding performance is good enough in n'y famiZy. 
I hate being less than best at things. 
I feel 1 must do things pe fecci'y or not do tliern at all. 

(ID) Interpersonal Distrust (7 items) 
This scale is described as an assessrnent of one's need to keep others at a distance, a 
constmct that has been described as a major psychological theme in eating disorder 
cases. The author cites the following research supporting this construct: Goodsitt, 
1977; Johnson & Connors, 1987; Selvini-Palazzoli, 1974; Story, 2976; and Strober, 
198 1 a). Essentially, the items were included to tap into one's feelings of alienation 
and avoidance of close relationships. 

Examples of items on this subscale are: 
I am open about my feelings. 
1 have close relationsh@s. 
I have trouble expressing rny emotions to others. 

(LA) Interoceptive Awareness (10 items) 



This subscale was included for the assessrnent of one's ability to identiQ accurately 
one's own emotional states and bodily sensations related to eating, hunger, and 
satiety. Garner and Bernis (1985) and Selvini-Palazzoli (1974) found confusion and 
mistrust related to affective and bodily functions was important in the deveiopment 
and maintenance of some cases of AN and BN. Apparently, Selvini-Palazzoli temed 
the anorexic patient's profound distmst of  intemal states as "intrapsychic paranoia" 
0-6 ) -  

Examples of items on this subscale are: 
lget fehtened when my feelings are too strong. 
1 can clearly identzfi what emotion 1 an1 feeling. 
I feel bloated after eating a normal meal. 

(MF) Maturity Fears (8 items) 
This scale was based on identifying the desire or need to retreat to the security of 
childhood. The author indicated that this constmct was developed with the 
understanding that: "Starvation becomes the mechanism for avoiding 
psychobiological mahirity because the result iç in a retum to prepubertal appearance 
and hormonal status. This regression is thought to provide relief fiom adolescent 
turmoil and connicts within the family @.6)." Crisp (1965, 1980) was cited as a 
researcher who has studied and reported on this phenomenon. 

Examples of items on this subscale are: 
1 would rather be an adult than a child. 
1 wish 1 could return to the senrriîy of childhood. 
1 wish that 1 could be yoiozger. 

EDI Provisional Subscales 

(A) Asceticism (8 items) 
This scale was described as the measurernent of one's belief in the virhie of pursuit of 
spiritual ideals such as self-discipline, control of bodily urges, self-restraint, self- 
denial, etc. Asceticism is a theme that was charactenzed in the early occurrences and 
understanding of eating disorders (Bmberg,  1988; BelI, 1985; Casper, 1983; & 
Rampling, 1985). More recently, aesthetic virtue has been found less ofien and has 
been found to occur more as the pursuit or drive for thinness and oral self-restraint. 
The author cited the research conclusions fkom Haimes & Katz, (1988) in which they 
suggested that oral self-restraint may be a part of a more general theme of physical 
gratification (p.6). 

Exarnples of items on this subscale are: 
lam ashamed of my human weahesses. 
Igo out of my way to experience pleasure. 
Sziflering rnakes yozt a better person. 

(IR) Impulse Regulation (1 1. items) 



This scale was intended for the measurement of a tendency towards impulsivity, self- 
destructiveness, recklessness, and other destructive attitudes and behaviors such as 
substance abuse and destructiveness in relationships. While impulse regulation is not 
considered one of the diagnostic cntena for an eating disorder diagnosis, poor 
impulse regulation has been identified as a poor prognostic sign in eating disorders. 
The author cited a great deal of research that supports this fiding (Casper, 1990; 
Casper, Eckert, Halmi, Goldberg, & Davis, 1980; Hatsukai, Mitchell, Eckert, & Pyle, 
1986; Heilbnun & Bloomfield, 1986; Lacey & Evans, 1986; Sohlberg, Noning, 
Holmgen, & Rosmark, 1989; & Strober, 1980,1980,1983). He also indicated that 
with this scale's items there were overlapping characteristics with borderline 
personality disorder and cites the many researchers on this finding (Cooper et al, 
1988; Garner, Olmstead, Davis, Rockert, Goldbloom & Eagle, 1990; Johnson & 
Comors, 1987; Johnson, Tobin & Enrighf 1989; & Swift & Letven, 1984). The 
author reports that this scale has been compared to the MMPI scale for psychopathie 
deviance, which has been found to be usefil in the discrimination of groups of people 
with and without bulimia (Dykens & Gerrard, 1986; & Norman & Herzog, 1984). 
Examples of items on this subscale are: 

Other people would say that 1 am emotionally unstable. 
I can 't get shange thoughts out of my Read. 
1 expwience marked mood sh1j3s. 

(SI) Social Insecurity (8 items) 

This scale was developed to for the measurement of one's perceptions of self-doubt 
and insecurity in social relationships. Included with this construct was the assessrnent 
of one's sense that social relationships "are tense, insecure, disappointing, 
unrewarding, and generally of poor quality (Garner, 199 1, p.6)." The author 
indicated that while social insecurity is not an eating disorder diagnostic cntenon, it 
has been observed in eating disorder patients and thus there are implications for 
treatment with this construct. He cited research related to this constnict (Bruch, 
1973; Herzog, Keller, Lavori & Ott, 1987; Norman & Herzog, 1984; & Strober, 1980, 
1981a). 

Exarnples of items on this subscale are: 
1 feel relaxed in most group situations. 
1 feel that people give me the credit 1 deserve. 
I know that people love me. 



Appendix 4: EDI-2 Noms 

EDI-2 Raw Score Equivalents for the 7sth and 99" Percentiles, Males and Females 
were based on the Rosen, Silberg, & Gross (1988). These were included in the EDI-2 
professional manual. These noms were based on 1373 nonpatient high school boys 
(N=698) and girls (N=675) in grades 9 to 12 fiom public high schools in the 
northeastem United States. The nom group was compnsed of a range of social, 
econornic, and ethnic groups. 

Table 1 

Raw Scores and Percentile Equivalents for High School Noms 

75" percentile 

EDI-2 Subscales Girls Boys 

9gth percentile 

Girls Boys 

Drive for T ~ ~ M ~ s s  8.7 2.5 19.0 12.0 

Bulimia 2.5 1 .O 15.0 9.0 

Body Dissatisfaction 16.9 6.2 26.W 19.0 

Ineffectiveness 5 -5 4.0 21.0 14.0 

Perfectionkm 7.5 8.0 17.0 15.0 

Interpersonal Distrust 5 .O 5 -2 16.0 17.0 

Interoceptive Atvareness 6.0 4.0 20.0 14.0 

Maturitv Fears 5 .O 5.5 15.0 16.0 



The raw scores and percentile equivdents for eating-disordered patients (N = 889) 
were provided in Appendix 4 of the EDI-2 professional manual. Included are patients 
with Anorexia Nervosa-Restrictor subtype (1 29), Anorexia Nervosa-Bulimic 
subtype(l03), and Bulimia Nervosa (657) 

Table 2 

Raw Scores and Percentile Equivalents for Eating-Disordered Patients 

EDI-2 Subscale 7 5 ~  percentile 99" percentile 

Drive for Thinness 18.5 20.0+ 

Bulirnia 14.5 20.0-t 

Body Dissatisfaction 24.0 26.0+ 

heffec tiveness 16.2 29.0 

Perfectionism 12.1 17.0+ 

Interpersonal Distrust 8.5 17.0 

hteroceptive Awareness 1 5 -5 27.0 

Maturity Fears 

Asceticism 

Impulse Regdation 8.3 20.0 

Social Insecurity 11.3 21 .O 



Appendix 5: Frequency measures of each score on the EDI-2 Subscales 

Table 1.0 

Nmber of shdents scoring at each score on EN-2 subscales 

SubscaleScores DT B BD IN P ID MF A IR SI 



Appendix 6 

W?iitehorse Boys' and Girls' Means and Standard Deviaîions on EDX-2 Subscales 

Bovs Girls 

Scales M SD M SD 

Drive for Thiuness 1.6059 3-2216 3.2922 4.2330 

Bulimia 1.9704 3.3 165 1.1605 2.2478 

Body Dissatisfaction 3.6 158 5.1799 8.0905 7.2929 

Ineffectiveness 2.9803 5.3325 2.8272 4.1644 

Perfectionkm 4.6857 3 -9237 4.2181 3.7732 

Interpersonal Distnist 3.9261 3 -6694 3.2634 3.5970 

Interocep tive Awareness 2.88 18 4.8966 2.6996 3.7971 

Maturity Fears 5.0591 4.0082 4.8 148 3.6367 

Asceticism 4.0542 3.0737 3.6337 2.4244 

Impulse Regulation 4.5025 5.5073 2.8395 3.9890 

Social Insecurity 4.5123 4.4213 3 -6255 3.6944 



Appendix 7 : S m l e  of EDI-2 Profile Fom in the EDI-2 Administration Manual 




