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Scholars have long been trying to understand thetax risk factors for and protective
factors against disordered eating symptoms atlihiea and subclinical levels. Our
understanding of the connection between relatitators, in particular, and disordered
eating may be enhanced by the measurement of aotssfrom feminist theories that
provide a richer and more culturally-specific pesjpve on women’s psychological
development, as gender alone remains the singléenmimsst predictor. Using a sample
of 451 college women, this study introduced twostarcts from relational-cultural
theory, perceived mutuality and self-silencingatmodel examining the sociocultural,
personal, and relational factors that predict disced eating. In addition, narrative

responses were collected to examine who in paattg) lives most strongly influenced,



both positively and negatively, their body imagé aglationship with food, and how. In
addition, differences between clinical and subchhgroups of participants were
explored on key study variables. Multiple regressanalyses revealed that the variables
of sociocultural pressure for thinness, internaiaraof the thin ideal, and body
dissatisfaction uniquely predicted significant eae in disordered eating. Perceived
mutuality and self-silencing did not predict sigereint, unique variance in disordered
eating. However, self-silencing did mediate tHatrenship between perceived mutuality
and disordered eating. Furthermore, a series @y ANOVAS revealed statistically
significant differences between clinical and sulickl groups on key variables.
Participants in the clinical group, as comparepadicipants in the subclinical group,
scored significantiyigheron: self-silencing; internalization of the thin algbody
dissatisfaction; poor interoceptive awareness;@ardeived sociocultural pressures for
thinness, and significantlpwer on: perceived mutuality (across mother, father, and
friends); perceived mutuality with mother; and méved mutuality with father. Analyses
revealed that there were not significant differenicetween the two groups on social
support or on perceived mutuality with friends. eTqualitative findings broadened our
understanding of the ways in which family, friendsnantic partners, and society both
positively and negatively influence college womemisly image and relationship with
food through messages and modeling. Limitatiamglications, and directions for future

research are discussed.
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CHAPTER ONE
Introduction

The use of unhealthy weight control behaviors bylestents and young adults
has been referred to as an epidemic in WesternigesiiChamay-Weber, Narring, and
Michaud, 2005). Indeed, research shows that edisggders are the third most
prevalent chronic illness among adolescents, aitlima and diabetes (Fisher, Golden,
Katzman, & Kreipe, 1995; Maine & Bunnell, 2010)ltough eating disorders are
determined by a host of factors, adolescent giitsy@ung women are particularly at risk
as gender alone remains the single most powerédigor (Maine & Bunnell, 2010).
Indeed, estimates suggest that as many as 90%lividnals diagnosed with an eating
disorder are women (American Psychiatric Assoamti®94, 2000, 2013). Furthermore,
as media images of “perfect” bodies that repregenthin ideal have become global,
eating disorders are now being diagnosed in mane 40 countries worldwide, and in
every corner of the United States (Maine & Brunn&ll10). Although the prevalence of
full-syndrome eating disorders is relatively raggy(, between 1% and 3% of the female
population are diagnosed with Anorexia Nervosa wirBia Nervosa), many women
(e.g., 19% to 32%; Mulholland & Mintz, 2001) suffeom symptoms of disordered
eating within the subclinical range. Now, with fhigblication of the 8 edition of the
Diagnostic and Statistical Manual of Mental Disord€DSM; American Psychiatric
Association, 2013), a greater range of symptonated|to eating are being labeled as
“clinically disordered.” This highlights the neéat researchers to study disordered

eating symptoms at different levels across thetspacof severity.



Empirical research has shown that adolescents @ledje-age women have
notably high rates of subclinical body dissatistattdieting, and problematic eating
(Heatherton, Mahamedi, Striepe, Field, & Keel, 199@ne study showed that, at any
given time, two-thirds of 14- to 18-year-old gidee on a diet (Rosen, Compas, & Tacy,
1993). In a study about the behaviors that higtoskgirls and college-aged women
used to control their weight, the following methadsre endorsed: frequently skip meals
(59%), eating fewer than 1,200 calories per dagdB@liminating fats (30%),
eliminating carbohydrates (26%), fasting for mdrart 24 hours (25%), using laxatives
(7%), using diuretics (6%), and vomiting after egt{4%) (Tylka & Subich, 2002).
Additionally, in a study of female, first-year aefje students, 50% of respondents
endorsed that they participated in binge eatind,80% reported being on a diet
(Striegel-Moore, Silberstein, Grunberg, & Rodin90® In a study of young women
across the college years, 61% reported that thegsoenally or regularly used extreme
measures to control their weight (Mintz & Betz, 898 Participants’ behaviors included
fasting, appetite suppressants, diuretics, or pgrgfter eating (Mint & Betz, 1988).

Across the spectrum of disordered eating, girls\@aachen commonly experience
psychological comorbidities, physical sequelae, asdynificant impairment in their
quality of life (Tylka & Subich, 2004). For inste@, issues with mood, such as
dysthymia, depression and anxiety, are commondivishuals with partial and full eating
disorder symptomatology (Dancyger & Garfinkel, 19B&winsohn, Striegel-Moore, &
Seeley, 2000). Additionally, girls and women wetditing disorder symptomatology may
also experience high levels of perfectionism anpulsivity (Grilo 2002; Lewinsohn et

al., 2000), and low levels of self-esteem and i@tship satisfaction (Fairburn, Cooper,



& Shafran, 2003). Suicidal ideation, self-injunydasubstance abuse are also experienced
by girls and women with disordered eating (Deval@nnin, Narring, Ferron, &
Michaud, 1998; Lewinsohn et al., 2000).

The physical consequences and medical complicatibaknical and subclinical
levels of eating disorder symptomatology have mmumented (Chamay-Weber et al.,
2005). These girls and women commonly suffer ffatigue, headaches, and
lightheadedness (Rome & Ammerman, 2003). Up teetfyuarters of girls and women
with eating disorder symptomatology experiencergagestinal complaints (Fisher et
al., 1995; Rome & Ammerman, 2003), and some expegieardiovascular symptoms
(Chamay-Weber et al., 2005; Rome & Ammerman, 2008gnstrual abnormalities are
commonly reported in over 90% of pubertal womerhwitnical and subclinical levels of
disordered eating (Kreipe, Strauss, Hodgman, & R¥889). Others experience
osteopenia, or decreased bone density, which sasudin increased risk of fracture and
osteoporosis (Bachrach, Guido, Katzman, Litt, & tMex; 1990).

The overall well-being of girls and women with egtidisorder symptomatology
is also often compromised. For instance, collegenen with and at risk for clinical
levels of eating disorder symptomatolgy reportgmhisicantly lower levels of life
satisfaction and positive affect, and higher lewdlsegative affect, as compared to those
without eating disorder symptomatology (Kitsantasligan, & Kamata, 2003).
Considerable impairment is also present in thethealated quality of life of individuals
with clinical and subclinical eating disorder sympatology, and their caregivers (Engel,
Adair, Las Hayas, & Abraham, 2009), particularitie areas of physical functioning,

bodily pain, general health, and vitality (Padier@aintana, Arostegui, Gonzalez, &



Horcajo, 2000). Furthermore, research by Heatheatwl colleagues (1997) suggests
that one in five women with eating disorder sympatoiogy during their college years
still experience symptoms 10 years later, documgrttie possible long-term
consequences.

As is evident, there is a significant prevalenceating disorder symptomatology
when both subclinical and clinical levels are tak#n account. Furthermore, as
reviewed above, girls and women with subclinicakls of eating disorder
symptomatology experience many of the same psygiwaband physical consequences
that are present in women with full syndrome eatiisprders. These consequences are
often impairing and sometimes long-term acrossgeetrum of severity. With these
considerations in mind, recent research has higtddythe importance of measuring
eating disorder symptomatology along a continuufnetiber understand the etiology,
assessment, and treatment of both clinical andisutat eating disorders in girls and
women.

Although relatively little information is availablen the experiences of women
who do not meet full diagnostic criteria, it apetirat women with partial syndrome
symptoms still experience considerable negativeseguences in both the psychological
and physical domains, and thus, it is importarié#&mn more about this group
(Kashubeck-West & Mintz, 2001). Consequently, idev to address these gaps, the
current study sampled from a group of college womih the aim of recruiting an
ethnically diverse sample of participants who eigrere a range of disordered eating
symptoms. Studying college women who report ae@afgeating disorder

symptomatology contributes to our understandinthefexperiences of individuals with



clinical and subclinical levels of eating disordgmptomatology (Franko & Omori,
1999).

Furthermore, the “cultural milieu” of the collegeperience represents a specific
set of environmental stressors that confer risktieronset of disordered eating (Maine,
2001). Some of these environmental stressorsdecielocating geographically for
college; losing proximal social support networksing exposed, sometimes for the first
time, to an atmosphere of high achievement and $tiglss levels; experiencing an
increase in negative life events; and undergoiranghks in one’s roles and identities
(Rosen et al., 1993; Striegel-Moore et al, 198&jditionally, the high prevalence of
eating disorders in college settings can triggerdévelopment or intensification of
disordered eating patterns (Compas, Wagner, Sl&Afnnata, 1986; Fairburn &
Beglin, 1990; Hesse-Biber, Leavy, Quinn, & Zoin00B). Research has shown that
being within an environment in which disorderedreats common can contribute to an
individual’'s unhealthy attitudes about body imagd axcessive dieting and exercise
(Boskind-White & White, 2001). Thus, studying dlege student sample targeted a key
demographic group among whom disordered eatingtismely prevalent (Striegel-
Moore et al., 1990).

Tylka and Subich (2004) used a sample of collegmeroto test a
multidimensional model of risk factors for and mctive factors against clinical and
subclinical levels of eating disorder symptomatglodylka and Subich (2004) consulted
prior research and observed that the risk factorard protective factors against
disordered eating were grouped into three overagctiomains — relational,

sociocultural, and personal. A factor was clasdifas part of the relational domain if it



concerned interactions with significant othershar qualities of these interactions. A
sociocultural factor was one that described sogietétural, or media influences on
eating behaviors. A factor was classified as peabki it categorized elements of
personality functioning, affective, cognitive, aeHavioral characteristics, or the extent to
which one endorses or internalizes sociocultufédémces (Tylka & Subich, 2004).
However, until Tylka and Subich’s (2004) study, adal of eating disorder
symptomatology that incorporated all three of théd@@ains had not been proposed and
tested.

Consequently, in their study, Tylka and Subich @0@sed theoretical
frameworks and empirical findings to propose a nhofléhe relationships between the
relational variable of social support, the socitanal variable of pressures for thinness,
and the personal variables of internalization efithin-ideal stereotype, body image
disturbance, poor interoceptive awareness, andinegsfect, as these variables have
been found to have moderate to strong associaldhseating disorder symptomatology
(Brookings & Wilson, 1994; Grisset & Norvell, 1993tice, Nemeroff, & Shaw, 1996;
Tylka & Subich, 1999, as cited in Tylka & Subicl®(d). Data were gathered from a
sample of 463 predominantly white, female undengasel student participants, recruited
from psychology courses and campus sororitiesucgitral equation modeling was used
to determine that the proposed model fit the ddé&gaately, and the relational,
sociocultural, and personal variables all made usicpntributions to eating disorder
symptomatology (Tylka & Subich, 2004).

Despite making a unique contribution to the vareaimcdisordered eating, the

relational variables in Tylka and Subich’s (200#)dy, social support from family and



social support from friends, were the least rolpustlictors in the multidimensional
model. While these effects were statistically gigant, and may have clinical
significance, our understanding of the connectietwien relational factors and
disordered eating may be enhanced by the measurememmstructs from theories that
provide a richer and more culturally-specific p@spre on women’s psychological
development. More specifically, research genetaly measured relationship variables
in terms of the more global construct of socialmarh as compared to measuring more
nuanced constructs that are grounded in femingsirth such as perceived mutuality and
self-silencing, which will be defined and discussédhese constructs have been used to
articulate key aspects of interpersonal functionargd a small, but growing, body of
research has found that they relate to eating des@ymptomatology, and may provide
additional predictive utility (Tantillo & Sanftne2010; Wechsler, Riggs, Stabb, &
Marshall, 2006).

Feminist scholars and practitioners have cleatigwated the critical role that
interpersonal relationships play in improving opering the psychological health of
girls and women. Additionally, Maine (2010) hagwad that the glaring gender
disparity in disordered eating requires that wesader the impact of the social
construction of gender in order to reach a cleemaceptualization of the etiology,
maintenance, and treatment of these symptoms. i nkere feminist theory can make a
significant contribution to our understanding ofieg disorder symptomatology as it
goes beyond a purely intrapsychic explanation teser how social, political, and
relational factors shape female psychological dgwelent. One specific feminist theory,

relational-cultural theory, suggests that growtktéoing relationships are at the core of



human development, especially for women, and thatlkaof growth-fostering
relationships is a major predictor of psychologaiatress (Jordan, 2000). Accordingly,
relational-cultural theory provided the theoretiftamework for the constructs being
explored in the current study.

Clinicians who practice psychotherapy from a festiperspective have written
about the importance of considering relationaljapand political factors in the
treatment of eating disorders. For instance, M&0®1) discusses the importance of
working from a “relational model based on mutualé@ythenticity, and trust” (p. 1309).
In addition, Maine (2001) emphasizes the importasfeansidering issues of
dependence and interdependence when conceptuadizchiyeating women with eating
disorders. My own clinical experience in treatadplescent girls and young adult
women with eating disorders has provided me wigeated “in vivo” observations that
relationships with significant others matter grgatl the etiology, maintenance, and
treatment of disordered eating.

Consequently, in the current study, we sought o& kat interpersonal
relationships from the perspective of relationdlwmal theory, which postulates that
connection is key to women’s psychological develeptrand well-being across the
lifespan. It explored whether the measurementa@iermuanced relational constructs,
namely, perceived mutuality (e.g., Jordan, KapMitier, Stiver, & Survey, 1991) and
self-silencing (e.qg., Jack, 1991) added predictaielity to eating disorder
symptomatology, in the context of socioculturalatienal, and personal factors.

In relational-cultural theoryperceived mutuality is conceptualized as a back-and

forth flow of thoughts, feelings, and activity bet@n people in relationship (Genero,



Miller, Surrey, & Baldwin, 1992). Jordan and caligies (1991) wrote that in an
exchange characterized by mutuality,

one is both affecting the other and being affetigthe other; one extends oneself
out tothe other and is also receptive to the imphthe other. There is openness to
influence, emotional availability, and a constarmtiyanging pattern of responding to and
affecting the other’s state. There is both reegigtand active initiative toward the
other. (p. 82)

Relationships that are characterized by mutuahtyehbeen found to promote
growth, increase one’s knowledge of self and othezal feelings of disconnection, and
are essential to well-being, especially for ginslavomen (Maine, 2001). Furthermore, a
small body of empirical research suggests thatgdezd mutuality is also related to
eating disorder symptomatology (e.g., Tantillo &ahftner, 2003; Tantillo and Sanftner,
2010; Sanftner, Tantillo, & Seidlitz, 2004; Wechsi¢ al., 2006).

Consonant with relational-cultural theory (e.@rdan et al., 1991), Jack (1991) has
written about the impact of disconnection from esh@nd from the self on mental health,
specifying its potential to contribute to depreasi®&he has argued that the establishment
of positive, close connections is a primary moimat especially for women, throughout
life. Jack (1991) and a prominent group of otlenihist scholars (e.g., Gilligan, 1982,
1988; Maine, 2001; Pipher, 1994) have suggestddimbiamen develop specific relational
schemas about how to create and maintain closgoredips, and these schemas may be
highly influenced by cultural values and judgmeadt®ut who women “should” be to
others (e.g., nice, cooperative, pleasing, andssalfificing) in order to maintain

connection.



Consequently, some women internalize the ideaithatder to develop and
maintain safe and intimate connections, they mogage in “self-silencing,” or a process
of withholding emotions, opinions, strengths, aagabilities perceived to be threatening
to the other in order to maintain the relationgldigck, 1991).Wechsler and colleagues
(2006) have argued that self-silencing is simitathie “central relational paradox”
described by relational-cultural theorists; speaily, one attempts to preserve
connection in non-mutual relationships by paradalkydkeeping parts of oneself out of
the relationship. Otherwise stated, although thed gf self-silencing is to maintain a
sense of intimacy, harmony, and connectednessoth#rs, it actually creates
disconnection and inauthenticity because partsieself are not known to the other
(Jack, 1991, 2011).

A body of research has been established to sugpopositive association between
self-silencing and depression (Cramer, Gallant,a&aglois, 2005; Jack & Dill, 1992;
Thomson, 1995; Wechsler, 1999). Specifically, Esithave shown that as self-silencing
increases, so does depression, and vice versa ¢Ceral., 2005; Jack & Dill, 1992;
Wechsler, 2005). In seeking to expand the reseamdelf-silencing and depression,
scholars have also theorized about the associbéitween self-silencing and eating
disorder symptomatology. Maine (2001) has sugdesiat the gender disparity inherent
in eating disorders calls for consideration of tineque aspects of female psychological
development in their etiology, maintenance, andttnent. A burgeoning body of
empirical research has begun to support the theal@issociations between self-
silencing and eating disorder symptomatology (€gller, Cockell, & Goldner, 2000;

McCann, 1995; Morrison & Sheahan, 2009; Piran &fiier, 2005; Smolak &
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Munstertieger, 2002).

To my knowledge, the current study was the fostxplore the relationships
between mutuality, self-silencing, and disorderating within the context of a
multidimensional model of sociocultural, persoraadd relational risk and protective
factors (Tylka & Subich, 2004). This model inclsdee sociocultural variable of
sociocultural pressures for thinness and four peiseariables: internalization of the thin
ideal stereotype, body dissatisfaction, poor irdeptive awareness, and negative affect.
As stated, the feminist literature served as adréon these constructs as it considers the
interaction between contextual and personal fadctovgmen’s development. Going
beyond intrapsychic factors in understanding thestigpment of psychological
symptoms, feminist theory highlights the socialjtpal, and relational factors that
influence development, and is especially applicabledolescent girls and young women
who are navigating the process of “finding theirced within a highly gendered, and
sometimes silencing, world (Gilligan, 1982).

Feminist scholars have theorized that socioculfunessures for thinness contribute
significantly to the etiology and maintenance dirgadisorder symptomatology among
girls and women (e.g., Stice, 1994, Striegel-Mo&itherstein, & Rodin, 1993). These
pressures have been conceptualized as a form ohlsejectification (Pipher, 1994).
Sexual objectification is the reduction of a wontamer body or body parts, with the
idea that her body or body parts are capable oesgmting her as a whole and have
worth to the extent that they give pleasure to @tiiBartky, 1990). According to
objectification theory, experiences with sexualeahification from others can lead

women to objectify themselves (e.g., “self-objgcif through the process of
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internalization, and to equate their self-worthhatheir appearance (Fredrickson &
Roberts, 1997). Empirical research has establiaheassociation between sociocultural
pressures for thinness and eating disorder symptdogy (Stice, et al., 1996).

When sexual objectification takes on the speédra of appraising women'’s
bodies and their worth in termsweight and shapeirls and women may internalize the
dominant cultural stereotype of the “thin-idealt¢Brickson & Roberts, 1997).
Internalization of the thin ideal stereotype repres a personal risk factor for eating
disorder symptomatology (Tylka & Subich, 2004). fintal research has found that
internalization of the thin ideal stereotype isatetl to eating disorder symptomatology
among college women (Heinberg, Thompson, & Stori@95; Stice, Ziemba, Margolis,
& Flick, 1996). Furthermore, sociocultural pressufor thinness are also problematic
because the idealized standard of thinness thafpihieray is impossible for most women
to attain (Maine, 2010; Stice, Ziemba et al., 1998)hen girls and women are unable to
attain these unrealistic weight standards, they ex@grience negative feelings,
especially shame, toward their bodies, and thesdens can contribute to body image
disturbance (Fredrickson & Roberts, 1997; Maind, 0 Body image disturbance has
been defined as encompassing body dissatisfattamty, shame, and preoccupation with
size and shape, and represents a personal risk factdisordered eating (Tylka &
Subich, 2004). Research has established a cldaoAnst connection between body
image disturbance and eating disorder symptomagqlGgttarin & Thompson, 1994;
Phelps, Johnston, & Augustyniak, 1999).

Body image disturbance has also been associatbcavitird personal factor —

poor interoceptive awareness (Muehlenkamp & Saaghkdna, 2002). Poor
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interoceptive awareness is a difficulty with idéyihg one’s bodily sensations, whether
they be emotional sensations or sensations of margesatiety (Lerner, 1993; Tylka &
Subich, 2004). Looking again toward objectificatibeory, Fredrickson and Roberts
(1997) found that girls and women may suppress thaiger cues, and subsequently,
other internal sensations (e.g., emotions), infeortdo lose weight and decrease their
body dissatisfaction. Indeed, research has fomatpoor body image predicts poor
interoceptive awareness, which in turn predictgigatisorder symptomatology in a
sample of college women (Muehlenkamp & Saris-Bagla2®02; Noll &Fredrickson,
1998; Tylka & Subich, 2004). Furthermore, Fredsmk and Roberts (1997) suggest that
when girls and women internalize the thin ideatesteype (e.g., self-objectify) as a result
of sociocultural pressures for thinness (e.g.,foma of sexual objectification), and
believe that their self-worth is inextricably tiemltheir appearance, they are likely to
experience lower levels of self-esteem and higkezls of negative affect when they are
unable to attain the thinness ideal (FredricksoRdberts, 1997). Negative affect, or the
experience of a generalized negative mood stateeifourth and final personal variable
to be included in the multidimensional model (WatsBuls, & Haig, 2002). Consonant
with this theoretical proposition, empirical resgeers have found that pressure for
thinness directly predicts negative affect (Thonmpddeinberg, Altabe, & Tantleff-Dunn,
1999).

In summary, in the present study, Tylka and Subki¢®004) empirically-tested
multidimensional model of risk factors for and @ctive factors against eating disorder
symptomatology served as the empirical framewoak Was augmented by feminist

theory. Here, it is important to note that whhe imodel provided a framework for the
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variables included in the current study, we didse#k to re-test the model, and instead
conducted a series of regression analyses to igaésthe current study’s hypotheses
and research questions. As reviewed above, thisdimensional model provides
empirical support for the importance of a combimaf relational, sociocultural, and
personal factors in predicting disordered eatilmgorder to enhance the measurement of
relational factors, the current study exploredirfrihe perspective of feminist relational
theory, whether two more nuanced variables, nanpeiceived mutuality and self-
silencing, explained additional and unique variaincine prediction of eating disorder
symptomatology, while also accounting for the vacmexplained by the sociocultural,

personal, relational factors included in Tylka &ubich’s (2004) model.
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CHAPTER TWO
Review of the Literature

This review of the literature is organized intogfimnain sections. In the first
section, | summarize the diagnostic criteria arel/glence rates of full syndrome and
partial syndrome disordered eating symptoms. hliggt the implications of research
studies that conceptualize eating disorder symptology on a continuum, rather than
considering clinical and subclinical eating disarggmptoms as quantitatively distinct.
Next, | discuss the psychological comorbidities phgisical sequelae of eating disorder
symtomatology, and the impact of eating disordengpmatology on quality of life and
well-being, in both the short-term and long-terin.the second section, | summarize the
literature on the intersection between developnenilastones and eating disorder
symptomatology. | focus on the proposed underpgsior why eating disorder
symptomatology often begins during adolescenceyandg adulthood for the vast
majority of sufferers. Next, | review the theocaliand empirical literature on the
college experience, and discuss why the transitia@ollege and cultural milieu of
college can be significant environmental risk fastor eating disorder symptomatology,
and thus, why college students are a key populatiamterest for research.

In the third section of the literature review, $diss a multidimensional model of
risk factors for and protective factors againsirgptlisturbances. Specifically, | present
the multidimensional model of eating disorder syonpatology and discuss the three
domains into which risk and protective factors hbgen organized: relational,
sociocultural, and personal correlates. Nextstudlss relational correlates as a key

component of the multidimensional model. | introduelational-cultural theory and
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argue for the construct of mutuality as a key prtve factor in the relational domain of
the model. Then, | present the construct of sldfising and outline its theoretical and
empirically supported association with disorderating. Finally, | present the
sociocultural and personal correlates of disordesdthg. | begin by introducing
objectification theory. Then, | discuss the comstiof sociocultural pressures for
thinness and present the empirical evidence to@tiias a key risk factor within the
sociocultural domain. Lastly, | discuss the pesd@orrelates that confer risk for eating
disurbance, and outline the theory and empiricedaech that support their inclusion in
the multidimensional model.
Eating Disorder Diagnostic Criteria and PrevalenceRates

Eating disorder symptomatology exists on a specfidatelling, 2001; Tylka &
Subich, 2004). On one end of the spectrum areichaials who meet the criteria for full
syndrome eating disorder diagnoses, such as AreoMeiivosa (AN) and Bulimia
Nervosa (BN) Diagnostic and Statistical Manual of Mental Disorsl&" Edition, APA,
2013 Mulholland & Mintz, 2001). On the other erfdlte spectrum are individuals who
engage in unhealthy eating and weight managemaatipes that are below the clinical
threshold, but still qualify as maladaptive or desbatic (Tylka & Subich, 2004).

This section will review the diagnostic criteriadgprevalence rates for AN and
BN, and will briefly introduce the new eating dider diagnoses put forth in th& 5
edition of theDiagnostic and Statistical Manual of Mental DisorsléAPA, 2013). It
will also discuss the prevalence rates of eatisgrdier symptomatology below full
syndrome diagnostic criteria. Although the disoedegating habits of most of the college

women who will be sampled for the current study kkly fall below clinical levels, an
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understanding of the diagnostic criteria is stdluable as a small subset of participants
may meet the clinical threshold. Finally, as thegamty of research and scholarship on
eating disorders historically has focused on thgeernces of girls and women, and since
the current study will sample from a populatiorcollege-aged women, this literature
review will present the diagnostic criteria andyaience rates for females only.

Anorexia Nervosa As stated by thBiagnostic and Statistical Manual of Mental
Disorders(APA, 2013), the essential features of Anorexiavdea (AN) are the refusal
to maintain a minimally normal body weight, an mge fear of weight gain, and a
significant disturbance in the perception of or®sly shape or size. The methods of
weight loss and management vary by individual. iRstance, some girls and women
accomplish their weight loss primarily through extre dieting, fasting, or excessive
exercise, and are diagnosed as having the “Restigtpe” of AN (APA, 2013). In
addition to meeting the criteria for AN throughtreing and/or over-exercising, some
girls and women with AN also regularly engage indg& eating and/or purging and are
diagnosed as having the “Binge-eating/purging tygfeAN (APA, 2013). Binge eating
is defined as eating in a discrete period of tiosally less than two hours, an amount of
food that is definitely larger than most individsiabould eat under similar circumstances
(APA, 2013). Purging can be accomplished throwdhisduced vomiting, or the misuse
of laxatives, diuretics, or enemas (APA, 2013).

In terms of prevalence, about 1% of the female faijmn meet the diagnostic
criteria for full syndrome Anorexia Nervosa (Tyl&aSubich, 2004). The onset of the
disorder is typically during adolescence, and catriggered by a stressful life event

such as being bullied or coping with a family @igAPA, 2013). In clinical samples, the
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duration of AN is highly variable as some indivitkiaxhibit weight restoration and a
marked decrease in psychological symptoms afteeprsde, while others experience
relapses or steady deterioration in their condititfrihe disorder persists for more than
five years, individuals often begin to exhibit béngating, and some require a change in
diagnosis to Bulimia Nervosa (APA, 2013).

A new diagnosis similar to that of Anorexia Nervas#@voidant/Restrictive Food
Intake Disorder. As stated by tBéagnostic and Statistical Manual of Mental Disorsle
(APA, 2013), the essential feature of this disoidemn eating or feeding disturbance as
manifested by failure to meet appropriate nutrilcend energy needs associated with
one or more of the following: (1) significant wetdbss (or failure to achieve expected
weight gain/faltering growth in children); (2) sifoant nutritional deficiency; (3)
dependence on enternal feeding or oral nutritisopplements; and/or (4) marked
interference with psychosocial functioning. Furthere, the disturbance cannot be
better described by an unavailability of food oltutally sanctioned practices, does not
occur exclusively during a course of Anorexia Ne&vor Bulimia Nervosa, and is not
attributable to a concurrent medical condition @nal disorder (APA, 2013).

Bulimia Nervosa. As presented in thBiagnostic and Statistical Manual of
Mental Disorders APA, 2013), the key features of Bulimia Nervosa |Bilude
recurrent episodes of binge eating (the rapid ampsion of high-calorie foods occuring
in secret as the individual often feels ashameti®@behavior), a sense of lack of control
over eating, inappropriate compensatory behaviomdvent weight gain, and the
excessive influence of body weight and shape ors@®df-evaluation and identity

(APA, 2013). Binge eating and inappropriate congéory behaviors must occur, on
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average, at least once per week for 3 months. el@gisodes are often triggered by
feelings of dysphoria, interpersonal stressorseex¢ hunger following food restriction,
or negative affect about body weight, shape, arfdfmt (APA, 2013). Individuals who
engage in binge eating without the recurrent useagpropriate compensatory behaviors
as in BN, can be diagnosed with Binge Eating Disp(&PA, 2013).

In terms of prevalence, about 1% to 3% of the fenpalpulation meet the criteria
for BN (APA, 2000; Tylka & Subich, 2004). The dider usually begins in late
adolescence and early adulthood, slightly latem tha typical age of onset for Anorexia
Nervosa, and sometimes coincides with or follovgeaod of restricting calories (APA,
2013). The course of BN can be chronic or inteenit with periods of remission and
reoccurrence. The typical duration of the disoideseveral years in clinical samples, but
most individuals experience at least a reductiosymptoms, if not full recovery, over
time (APA, 2013).

Other Specified Feeding or Eating Disorder A diagnosis of Other Specified
Feeding or Eating Disorder is given to individualso do not meet the full criteria for
Anorexia Nervosa or Bulimia Nervosa (APA, 2013heTspecific diagnostic criteria in
the Diagnostic and Statistical Manual of Mental Disors¢APA, 2013) include the
following: (1) Atypical Anorexia Nervosa — for fees, all of the criteria for Anorexia
Nervosa are met except that, despite significamghtdoss, the individual’s current
weight is in the normal range; (2) Bulimia Nervdge&low frequency and/or limited
duration) - all of the criteria for Bulimia Nervosae met except that the binge eating and
inappropriate compensatory behaviors occur, onagegrat a frequency of less than once

a week and/or for less than three months; (3) Biageng Disorder (of low frequency
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and/or limited duration - all the criteria for Biedeating Disorder are met, except that the
binge-eating occurs , on average, less than omaek and/or for less than 3 months; (4)
Purging Disorder — recurrent purging behavior ftuence weight or shape in the
absence of binge eating; (5) Night Eating Syndremecurrent episodes of night eating,
as manifested by eating after awakening from stedyy excessive food consumption
after the evening meal. Finally, clinicians mag asdiagnosis of Unspecified Feeding or
Eating Disorder for individuals who present withmgytoms characteristic of an eating or
feeding disorder that cause clinical levels ofrdis$ or impairment, but do not meet the
full criteria for any of the disorders listed above

Sub-threshold eating disorder symptomatology Although the prevalence of
full-syndrome eating disorders is relatively snfelly., between 1% and 3% of the
population are diagnosed with Anorexia NervosawirBia Nervosa), many women
(e.g., 19% to 32%; Mulholland & Mintz, 2001) suffeom someeating disorder
symptoms that cause distress or impairment withensubclinical range. In fact,
Chamay-Weber and colleagues (2005) have referrgeetase of unhealthy weight
control behaviors by adolescents as an “epidemitdX/estern countries, as research
shows that eating disorders are the third mostgbeew chronic illness among adolescents
(Fisher et al., 1995). For instance, one studyvelathat, at any given time, two-thirds
of 14- to 18-year-old girls are on a diet (Roseampas, & Tacy, 1993). In the presence
of other risk factors, dieting is one of the magiust predictors of spiraling into full-
syndrome eating disorders, through pathways of led/self-esteem and more severe

dieting (Vohs, Bardone, Joiner, Abramson, & Hedthgrl1999).
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In addition, although exact prevalence rates vsirydies have shown that
adolescents and college-age women have notablyraigh of body dissatisfaction,
dieting, and problematic eating (Heatherton etl®97). Franko and Omori (1999)
studied the severity of disturbed eating and it&hslogical correlates in a sample of 207
female, first-year college students. Half of thgarticipants were classified as “non-
dieters” while 23% were considered “intensive digtel7% were “casual dieters,” and
9% were “probable bulimics/dieters at-risk.” Ind#dbn, the psychological correlates of
depression, dysfunctional thinking, and disturbating attitudes followed an orderly
decreasing pattern across declining levels of ggtathology severity. The researchers
suggested that their results collectively offeredport for the continuity hypothesis of
eating disorders which states that clinical anctBnigal levels of eating disorders differ
only by degree, and are not quantitatively difféf@manko & Omori, 1999). In another
study of female, first-year college students, 5%eespondents endorsed that they
participated in binge eating, and 80% reporteddpeima diet (Striegel-Moore et al.,
1990).

Looking at the eating behaviors of students adfts€ollege experience, a study
by Mintz and Betz (1988) found that 61% of collegemen reported that they
“occasionally” or “regularly” used extreme measui@sontrol their weight.

Participants’ behaviors included fasting, appetitppressants, diuretics, or purging after
eating (Mint & Betz, 1988). In a similar study whiasked 166 high school girls and
college-aged women to report the behaviors theyaisentrol their weight, the

following were endorsed: frequently skip meals (99@ating fewer than 1,200 calories

per day (36%), eliminating fats (30%), eliminaticeybohydrates (26%), fasting for more
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than 24 hours (25%), using laxatives (7%), usingetics (6%), and vomiting after
eating (4%) (Tylka & Subich, 2002).

Psychological comorbidities Across the spectrum of severity, girls and women
with eating disorder symptomatology commonly exgece psychological comorbidities
and a significant impairment in their quality deliand functioning across various
domains (Tylka & Subich, 2004). Research suggestsindividuals with partial and full
eating disturbances share similar psychologicatastaristics and comorbidities
(Dancyger & Garfinkel, 1995). For instance, isswéh mood, such as dysthymia,
depression, anxiety, and obsessive-compulsiveaispare common (Lewinsohn et al.,
2000). Research and clinical accounts also suggiest women with eating disorder
symptomatology also present with suicidal ideaaad/or attempts, self-injury, and
substance abuse (Devaud et al., 1998; Lewinsoah, @000). Furthermore, Axis Il
disorders such as borderline personality disomeng with highly perfectionistic and
impulsive personalities, have been documentedisnpibpulation of women (Grilo, 2002;
Lewinsohn et al., 2000). In their transdiagnostmdel of eating disorders, Fairburn and
colleagues (2003) argued that the clinical featofere low self-esteem, clinical
perfectionism, mood intolerance, and interpersdifeitulties are common across eating
disorder diagnoses, and often serve as maintameahanisms for eating disorder
symptomatology. Collectively, all of these findesnguggest that psychological
comorbidies among individuals with partial and ¢fhdrome eating disorders are
common, are sometimes severe, and can interacewithmaintain problematic eating.

In addition to investigating the psychological cobidities of individuals with

eating disorder symptomatology, researchers hapi®ed subjective well-being with
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this population. For instance, Kitsantas andeagles (2003) explored the subjective
well-being of three groups of college women — thwgh full syndrome eating disorders,
those at-risk for eating disorder symptomatology] those without eating disorder
symptoms. They found that participants with eatrsprders reported lower levels of

life satisfaction and positive affect, and higherdls of negative affect, as compared with
the other two groups. Furthermore, participants wiere considered at-risk for eating
disorders reported higher levels of negative affsctompared to participants who were
not considered at risk.

Engel and colleagues (2009) reviewed and summatieetindings from 27
articles on the negative impact of eating disogyenptomatology on health-related
quality of life. Across the articles they reviewdlde researchers found that considerable
levels of impairment were present in the healthtssl quality of life of individuals with
both clinical and subclinical eating disturbanaes] with their caregivers. Furthermore,
Padierna and colleagues (2000) studied the imgatmg disorders on daily
functioning in areas of life not directly relatexthe eating disorder. Participants were
197 women who were receiving outpatient therapnagating disorders clinic. As
compared to women in the general population, thiema with eating disorders
perceived more dysfunction in all areas measureithdyF-36, a multi-purpose, short
form health survey (e.g., physical functioning, ipg@ain, general health, vitality, social
functioning, and mental health).

Heatherton and colleagues (1997) conducted a 1i0kyegitudinal study to
assess for stability and change of eating attitadelsbehaviors during the transition to

adulthood in a sample of over 500 college womerhil&\the results showed an overall
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decline in disordered eating over the course ofelds, body dissatisfaction and the
desire to lose weight remained high among partitgpaMoreover, of the participants
who met the clinical criteria for an eating disardering college, one in five still met the
criteria 10 years later. This finding suggests thamen who met the diagnostic criteria
for an eating disorder in college were the mosisktfor protracted eating disorder
symptomatology during later adulthood, as compé&veaghrticipants who fell below the
diagnostic criteria. Collectively, Heatherton amdleagues’ (1997) work alerts us to the
long-term consequences that are possible for wostenexperience some level of eating
disorder symptomatology during the college years.

Physical sequelae.n addition to the short- and long-term psychotadi
consequences of eating disorder symptomatologtharphysical consequences. The
physical consequences and medical complications begn documented at both the
clinical and subclinical levels (Chamay-Weber et2005). Girls and women with full
and partial syndrome eating disorders commonlyesdifom fatigue, headaches,
lightheadedness, and cold arms and legs (Rome & émmian, 2003). Some experience
cardiovascular symptoms such as hypotension, beadig; and irregular heartbeat
(Chamay-Weber et al., 2005; Rome & Ammerman, 20Q8).to three-quarters of girls
and women with eating disorder symptomatology erpee gastrointestinal complaints,
including symptoms of chronic constipation, dyspapsegurgitation, nausea, and
abdominal pain (Fisher et al., 1995; Rome & Ammernz903). Others experience
osteopenia, or decreased bone density, which sasudin increased risk of fracture and
osteoporosis (Bachrach et al., 1990). Finally, stresal abnormalities such as irregular

periods and amenorrhea are commonly reported in9H8 of pubertal women with
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clinical and subclinical eating disorder symptomdse{pe, Strauss, Hodgman, & Ryan,
1989). Research has shown that menstrual abndiesatan have a long-term impact on
fertility (Kreipe et al., 1989).

As is evident from this review, there is a sigrafit prevalence of eating disorder
symptomatology, when both subclinical and clinieakls are taken into account, and the
psychological and physical consequences are afteairing and sometimes long-term.
With these considerations in mind, recent resehashhighlighted the importance of
measuring eating disorder symptomatology alongwimmoum to better understand the
etiology, assessment, and treatment of both climicd subclinical eating disorders in
girls and women, especially since relatively littiéormation is available on the
experiences of women who do not meet full diageagiteria (Kashubeck-West &

Mintz, 2001). Studies that sample from communayples as compared to clinical
samples of women may be able to access and addgesater range of eating disorder
symptomatology (Kashubeck-West & Mintz, 2001). Réang participants from a
community sample also has the additional advarwég#owing for greater diversity in
the research sample as societal barriers somefireekide ethnically diverse individuals
from accessing treatment services (Striegel-Moof@athelin, 2001). Consequently, the
current study recruited from a diverse communitpgig of college students in an
attempt to include participants with a range ofrgptlisturbances, thus addressing a
significant gap in the literature to date.
Developmental Milestones and Disordered Eating

Adolescent and young adult developmentThe development of eating disturbances

can be traced to physical, psychological, enviramiadeisk factors experienced at an
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early age (Vohs, Heatherton, & Herrin, 2001). Whbéserved during early adolescence,
psychological factors such as high levels of negatmotionality and body
dissatisfaction, physical factors such as earlyadgeenarche, and environmental factors
such as being bullied predict disordered eatingter adolescence and young adulthood
(Graber, Brooks-Gunn, Paikoff, & Warren, 1994; Lebualkerson, Perry, & Early-Zald,
1995). These factors load the proverbial “gun” plate girls at greater risk for the
development of disordered eating.

In the presence of these risk factors, researchimesvered key psychological
and physical stressors that appear to “pull tlggé” on the loaded gun. Maine (2001)
suggests that the experience of developmental tmiles and transitions often acts as a
psychological trigger. These milestones (e.germy puberty, beginning to date,
transitioning to college) may set up disorderedhggbatterns because they may require
changes in the individual’s personality, cognitioasd relational structure, in the context
of shifting cultural expectations and social roksd these changes can be highly
stressful (Maine, 2001). Adolescents and youndtadary considerably in their ability
to cope with the changes inherent in “normal” depetental milestones and transitions
(Smolak & Levine, 1996). Some individuals can asca wellspring of internal
resources, such as high levels of self-efficacyean on supportive and responsive
others to navigate hardships (Smolak & Levine, }99810se individuals whose internal
resources and social supports are less robustfrerable to experiencing mental health
issues (e.g., depression and anxiety), especratlya midst of change (Dumont &

Provost, 1999).
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Furthermore, as Maine (2001) suggests, shiftintucall expectations accompany
the developmental transition into adolescence achg adulthood. Specifically,
traditional models of psychosocial developmenteesly within Western cultures,
suggest that successfully resolving the separatidividuation process and becoming
independent is the ultimate goal of maturatiornes levelopmental stage (Erikson,
1968). However, more recent models of the devetorof girls and women suggest
that relationships are also key to psychologicaltheand learning to develop healthy
interdependence is a core developmental goal (dpi®86; Jordan et al., 1991). Since
traditional models usually prevail, adolescentgginl Western cultures often receive the
message that their relational orientation is a sigtependence and weakness, rather than
a sign of connectedness and psychological healthtteey may abandon their needs to fit
in with social role expectations of complete autoyand independence (Jack, 2011).
This process can result in adolescent girls anchgavomen feeling disempowered, and
disconnected from both themselves and others.

College experience.The transition to college and the college expeedtself
can also trigger eating disturbances among youngemo As noted above, in the
presence of psychological, physical, and developaheisk factors, certain environments
or cultural climates can heighten the risk for dived eating, and college can be one
such environment (Vohs et al., 2001). One reasahdollege can represent an
environmental risk factor for the development @gensification of disordered eating
patterns is because of the high prevalence ofgdisorders in college settings (Compas
et al., 1986; Fairburn & Beglin, 1990; Hesse-Bibtal., 2006). Being within an

environment in which disordered eating is commos leeen found to contribute to an
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individual’'s unhealthy attitudes about body imagd axcessive dieting and exercise
(Boskind-White & White, 2001). Additionally, Compand colleagues (1986) describe
the “cultural milieu” of college as a significameronmental risk factor. Considered
part of the “cultural milieu” of college are thdlfmwing often stressful experiences:
relocating geographically for college; losing prol social support networks; being
exposed, sometimes for the first time, to an atmespof high achievement and high
stress levels; experiencing an increase in neghfievevents; and undergoing changes in
one’s roles and identities (Compas et al., 198&eRaet al., 1993; Striegel-Moore et al,
1986).

These stressful college experiences often stintgmse emotions, and difficulty
coping with intense emotions has been positivetpasated with dieting, sometimes as a
means of gaining a sense of control in the midstisirganizing or confusing affect
(Rosen et al., 1993). Studies have shown thanhdiét a statistically significant gateway
to disordered eating (e.g., Patton, Selzer, Coffaylin, & Wolfe, 1999). For instance,
in a population-based cohort study of adolesceves three years, Patton and colleagues
(1999) found that girls who dieted at a severellaad a one in five chance of
developing a full syndrome eating disorder, andewkd times more likely to develop an
eating disorder within six months than those whibrdbt diet at all. Furthermore,
research has shown that dieting is not an effectigans of weight management. Studies
have shown that adolescents who diet are moreyltkegain weight in the long-term, and
ultimately weigh more, than adolescents who neieted, thus contributing to an
ongoing cycle of dieting and disordered eating.(dd@ines & Neumark-Sztainer, 2006).

It is important to explore the cycle of dieting atidordered eating in college students as
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research has documented that many women percatieglas less important once they
have gained some geographical and emotional distaom the unique stressors inherent
in the college experience (Heatherton et al., 1997)

In summary, research has demonstrated that physsyaehological, and
environmental factors, often expressed at an eady can set the stage for one’s
vulnerability to disordered eating (Vohs, Heathert& Herrin, 2001). In the presence of
these risk factors, studies indicate that developalenilestones and major transitions
during adolescence and young adulthood can trigggmng disorder symptomatology as
these changes may bring about a shift in the iddalis cognitive and relational
structure, and these changes can be highly sti¢b&dine, 2001; Smolak & Levine,
1996). Environmental changes such as shiftingicallexpectations and social roles
often accompany these developmental transitiongradconfer risk (Maine, 2001).

For instance, the “cultural milieu” of the colleggperience represents a specific set of
environmental stressors. Since disordered eaiegperienced by an alarming number
of college students, a multidimensional understaoif their experience is critical.
Multidimensional Model of Disordered Eating Symptonatology

In the following sections of the literature revieldiscuss the components of a
multidimensional model of eating disorder symptastagy. Tylka and Subich (2004)
observed that the risk factors for and protectactdrs against eating disorder
symptomatology were grouped into three overarchmgains — relational, sociocultural,
and personal. A factor was classified as parhefrélational domain if it concerned
interactions with significant others or the quattiof these interactions. A sociocultural

factor was one that described societal, culturaiedia influences of eating behaviors.
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A factor was classified as personal if it categediezlements of personality functioning,
affective, cognitive, or behavioral characteristmsthe extent to which one endorses or
internalizes sociocultural influences (Tylka & Scini 2004). However, until Tylka and
Subich’s (2004) study, a model of eating disorgengomatology that incorporated all
three of these domains had not been proposed siedite

Consequently, in their study, Tylka and Subich @Qfroposed and validated a
model of disordered eating that accounted for #s®@aations between the relational
variable of social support, the sociocultural vialeeof pressures for thinness, and the
personal variables of internalization of the thdeal stereotype, body image disturbance,
poor interoceptive awareness, and negative afhsahese variables have been found to
have moderate to strong associations with eatisgrder symptomatology (Brookings &
Wilson, 1994; Grisset & Norvell, 1992; Pike, 19%iice, Nemeroff, & Shaw, 1996;
Tylka & Subich, 1999, as cited in Tylka & Subicl®(d). Data were gathered from a
sample of 463 predominantly white, female undengael student participants, recruited
from psychology courses and campus sororities single campus. Structural equation
modeling was used to determine that the proposetehiib the data adequately, and the
relational, sociocultural, and personal variablésmnade unique contributions to eating
disorder symptomatology (Tylka & Subich, 2004).

Despite making a unique contribution to the varaimcdisordered eating, the
relational variables in Tylka and Subich’s (200#)dy, social support from family and
social support from friends, were the least rolpustlictors in the multidimensional
model. While these effects were statistically gigant, and may have clinical

significance, our understanding of the connectietwien relational factors and
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disordered eating may be enhanced by the measutrememmstructs from theories that
provide a richer and more culturally-specific p@sp/e on women’s psychological
development. More specifically, research genetaly measured relationship variables
in terms of the more global construct of socialgarh as compared to measuring more
nuanced constructs that are grounded in femingsirih such as perceived mutuality and
self-silencing, which will be defined and discussédhese constructs have been used to
articulate key aspects of interpersonal functionargd a small, but growing, body of
research has found that they relate to eating des@ymptomatology, and may provide
additional predictive utility above and beyond sbsupport (Tantillo & Sanftner, 2010;
Wechsler, Riggs, Stabb, & Marshall, 2006).

Feminist scholars and practitioners have cleatigwdated the critical role that
interpersonal relationships play in improving opering the psychological health of
girls and women including disordered eating symtmiogy. Maine (2010) has argued
that the glaring gender disparity in disorderedngatequires that we consider the impact
of the social construction of gender in order t@ctea clearer conceptualization of the
etiology, maintenance, and treatment of these symgt This is where feminist theory
makes a significant contribution to our understagaf eating disorder symptomatology
as it goes beyond a purely intrapsychic explandbaronsider how social, political, and
relational factors shape female psychological dgwelent. One specific feminist theory,
relational-cultural theory, suggests that growtktéoing relationships are at the core of
human development, especially for women, and thatlkaof growth-fostering
relationships is a major predictor of psychologaistress (Jordan, 2000). Accordingly,

relational-cultural theory will augment the multiwénsional model and provide the
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theoretical framework for the constructs beingueld in the current study — perceived
mutuality and self-silencing.

In addition, clinicians who practice psychother&myn a feminist perspective have
written about the importance of considering reladilo social, and political factors in the
treatment of eating disorders. For instance, M&0@®1) discusses the importance of
working from a “relational model based on mutualé@ythenticity, and trust” (p. 1309).
Maine (2001) also emphasizes the importance ofidensg issues of dependence and
interdependence when conceptualizing and treatomgem with eating disorders. In
writing about her work with “Anna,” a woman whomestieated for Anorexia Nervosa,
Maine (2001) writes the following about the relatbelements that were addressed in
therapy:

Anna addressed many conflicts with her family aad b much greater

appreciation for how the role she assumed aftepaemts’ divorce had affected

her. She was able to set better boundaries witmbéher while remaining close to
her, and she was finding more of a balance betwependence and independence.

She had reconnected with her father and dealttivélguilt that this might hurt her

mother. She also felt more connected to her brstted to her friends and

continued to be close to her grandparents. Thetfaat she had developed other
authentic relationships helped her to preparetferdecline and anticipated loss of

her grandparents (p. 1309).

My clinical experience in treating adolescentgyahd young adult women with
eating disorders has provided me with considerableivo” evidence that relationships

with significant others matter greatly in the etigy, maintenance, and treatment of
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disordered eating.

Research generally has measured relationshipolkasian terms of the more global
construct of social support as compared to meagarimore specific relational construct
from the feminist literature, such as perceiveduality and self-silencing. According to
the feminist theoretical literature, these congfracticulate key aspects of interpersonal
functioning, and a small, but growing, body of @®h has begun to relate them to eating
disorder symptomatology (Tantillo & Sanftner, 20¥@echsler et al., 2006). For
example, Wechsler and colleagues (2006) foundhigaer levels of perceived mutuality
and lower levels of self-silencing were relatedotwer levels of eating disorder
symptomatology. Consequently, in the current stwdy/sought to look at interpersonal
relationships from the perspective of relationdblwmal theory, which focuses on
perceived mutuality and the role of one’s “voicathwan the context of relationships.

The first key construct, perceived mutuality, éided as a back-and-forth flow of
thoughts, feelings, and activity between peoplelationship (Genero et al., 1992).
Relationships in which perceived mutuality is presse characterized by receptivity,
openness to influence, and emotional availabilltyrdan et al., 1991). Furthermore,
one’s own experience is affirmed and validated, gar@doxically, the individual feels
less separate and more authentically connectedaidat al., 1991). The second key
construct, self-silencing, is defined as an agbiracess of withholding emotions,
opinions, strengths, and capabilities perceivdaktthreatening to the other in order to
maintain the relationship (Jack, 1991, 199@jechsler and colleagues (2006) have
argued that self-silencing is similar to the “cahtelational paradox” described by

relational-cultural theorists; specifically, onéeapts to preserve connection in a non-
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mutual relationship by paradoxically keeping pafteneself out of the relationship. The
current study will explore whether the measurenoétihese more nuanced relational
constructs adds predictive validity to eating disrsymptomatology, over and above
social support, and in the context of sociocultarad personal factors.

In the section of the literature review that folkw focus on the relational
component of Tylka and Subich’s (2004) model. dibédy briefly summarizing the
social support literature, and then | introducatiehal cultural theory. Next, | present
the construct of perceived mutuality as a key mtote factor against eating disorder
symptomatology and the construct of self-silen@sa key risk factor. After my review
of the relational factors, | summarize the literatan the other two components of the
multidimensional model of disordered eating, nantleé/sociocultural and personal
factors.

Relational Factors

Social support. Researchers have explored the relationship beta@aal support
and eating disorder symptomatology (e.g., Grissélofvell, 1992; Tiller, Sloane,
Schmidt, & Troop, 1997). According to coping thgdmigher levels of social support
may lead to decreased engagement in problematavimel{e.g., disordered eating), or
may indirectly decrease patrticipation in problemaehaviors by increasing the
perception of self-worth and decreasing negatiteca{Ayers, Sandler, & Twohey,
1998). Empirical evidence suggests that socigbsuand disordered eating are
correlated; specifically, lower levels of sociapport in a sample of college women was
correlated with higher levels of disordered eafing -.21,p < .01) (Hirsh, 1999).

Additionally, Goodrick and colleagues (1999) explbwhether statistically significant
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changes in self-concept, eating control self-effyjcand social support following group
therapy for women with binge eating disorder wessoaiated with disordered eating
habits. Results indicated that, of the three iedeent variables, social support and
disordered eating habits demonstrated the weakesiation (r = -.29, p <.001), while
the effect sizes of the other correlations wergddfGoodrick et al., 1999). Furthermore,
in a sample of adolescent girls and young adults kndd been diagnosed with an eating
disorder, the correlation between eating disorgemtoms and social support from
friends was smallr(= -.23,p < .05), and the correlation between eating digorde
symptoms and social support from family was alsals(n=-.23,p < .05) (Fitzsimmons
& Bardone-Cone, 2011).

These studies generally have measured relationghigbles in terms of the more
global construct of social support, as comparedeasuring richer and more culturally-
nuanced aspects of interpersonal functioning, ssudsed in the feminist literature.
Thus, the small effect sizes of the correlationy & a function of measurement issues
versus conceptual issues. To address this issispught look at interpersonal
relationships from the perspective of relationdtwmal theory, which focuses on
empathic responsiveness and authentic connectibayasomponents in healthy
relationships. The inclusion of relational-culiuranstructs, in addition to the more
global and gender-neutral construct of social suppontribute an enhanced theoretical
basis, specific to women’s development, to our ustdaeding of eating disorder
symptomatology.

Relational-cultural theory. Relational-cultural theory, borne out of collaborat

scholarship at the Wellesley College Stone Cehtes,been posited as a feminist model
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through which to conceptualize the psychosociakttgwment of girls and women

(Jordan et al., 1991; Miller & Stiver, 1997). Tramhal models of psychosocial
development, especially within the Western culttnadiition, suggest that the separation-
individuation process is the ultimate goal of mation and is essential to mental health
(e.q., Blos, 1962; Erikson, 1968). However, femtigsicholars such as Gilligan (1988)
and Jordan and colleagues (1991), have arguethéharocesses involved in the course
of separation-individuation (e.g., weakening ofieamotional ties, solidifying
boundaries between people) do not fit for adolesgiels and women (or for people in
general) and can cause significant distress.

Instead, relational-cultural theory suggests thatgoal of women’s development is
developing growth-fostering connections throughgheress of differentiation (Jordan et
al., 1991). Different than the separation-indigtan process, differentiation is
described as a process that encompasses incréaggyof complexity, fluidity, and
articulation within relationships (Jordan et ab91) and involves the renegotiation and
reframing of relationships in light of newfound eafies (Gilligan, 1988). Jordan and
colleagues (1991) argued that gaining maturity aaésmply weakening emotional
connections with others, bgtowing within those connection&reenberg and Johnson
(1988) have stated that interdependence, not imdflgpee, within which adolescent girls
and women are able to develop a sense of themsav&@multaneously connected and
differentiated may be the “true sign of optimal depment” (p. 18-19).

Furthermore, it is thgquality of these connections that matters, and there is an
extensive body of empirical literature to suppb#d idea that the quality, not quantity, of

relationships is critical to psychological healBryant, 1985; Fiore, Becker, & Coppel,
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1983; Liang, Tracy, Taylor, Williams, Jordan, & Mit, 2002). Focusing on the quality
and nature of relationships, relational-cultur&dtists have identified, through clinical
data and empirical research, four major growtheiosy characteristics of relationships:
mutuality, authenticity, empowerment/zest, andabidity to deal with difference or
conflict (Miller & Stiver, 1997). As relationshigwe critical to psychological health,
relational-cultural theory postulates that discarmios, especially chronic disconnection
in relationships, is at the core of psychologidatréss (Tantillo & Sanftner, 2010).

Even before relational-cultural theory was formatticulated, empirical evidence
had accumulated to support the importance of grdadtering relationships. For
instance, studies have found that relationshipsaciterized by engagement, closeness,
and empathy are associated with higher level dfestéem, self-actualization,
cooperation, vitality, relationship satisfactiondavalidation, and lower levels of
depression, stress, and interpersonal distreso@BeE998; Burnett & Demnar, 1996;
Shulman & Knafo, 1997). The construct of authetyticas been associated with being
liked, liking others, and feeling motivated in tataships (Kay & Christophel, 1995).
Empowerment has been found to influence positifecgfmeaningful activity, and
creativity (Hall & Nelson, 1996; Spreitzer, 1993jurthermore, the ability to deal with
difference or conflict is related to higher seltezsn, lower levels of depression and
anxiety, and improved internal locus of control $Kani, Burbach, & Rosenberg, 1988;
Zhang, 1994). Overall, growth-promoting relatioipshare associated with increased
self-disclosure in relationships, higher levelepofotional resiliency, and enhanced
coping strategies (Genero et al., 1992; Jordah,t391).

Mutuality. The current study focused on one of the mostaecdmponents of
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relational-cultural theory perceived mutualityPerceived mutuality is conceptualized as
a back-and-forth flow of thoughts, feelings, antheity between people in relationship
(Genero et al., 1992). Jordan and colleagues (@ite that in an exchange
characterized by mutuality,

one is both affecting the other and being affetigthe other; one extends oneself

out tothe other and is also receptive to the ohpathe other. There is openness to

influence, emotional availability, and a constamthanging pattern of responding

to and affecting the other’s state. There is bedeptivity and active initiative

toward the other. (p. 82)
Furthermore, in the presence of perceived mutyalitg’s own experience is affirmed
and validated, and paradoxically, the individu@l$dess separate and more authentically
connected and related (Jordan, 1995). As Miller @&tiver (1997) suggest, our emotional
experience often is complicated, and we ofteness tlear about our feelings “until we
have the chance to engage with another person amoesonate with them” (p. 27).
Perceived mutuality is important to study in thatext of disordered eating because
disconnection from others has been shown to resaltlisconnection from one’s own
emotional, psychological, and physical needs, ealpefor women, and this
disconnection from self can result in body dis$atison and disordered eating
symptoms (Maine, 2001). A small body of empiricdearch has begun to substantiate
the connections between higher levels of percematliality and lower levels of eating
disorder symptomatology (e.g., Tantillo & Sanftr@&®10; Tantillo & Sanftner, 2003).

Interactions within which perceived mutuality igpent are theorized to lead to

the "five good things," or five relational outconfes both participants in the interaction.
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These five outcomes are: (1) an increased sersdfeforth for both participants; (2) an
increased ability and sense of empowerment to engeaggctivities that help oneself and
others; (3) knowledge and clarity about the thosgtgelings, and needs of oneself and
the other; (4) increased feelings of vitality, engror zest for life; and (5) an increased
desire to engage in mutual exchanges with otheiée(M. Stiver, 1997). However, as
Jordan (2008) articulates, moments of disconnectanuir in all relationships, as failures
in empathic attunement are common and unavoidabtmsequently, Jordan (2008) and
Miller and Stiver (1997) argue thtte way in which disconnection is addreseethe
most important element in psychological and refeldealth, and can result in stronger
connection.

For instance, imagine an exchange within which Ke#és hurt by Maria, and
communicates her pain to Maria. If Maria respotod€ate’s disclosure with empathy
and responsiveness, Jordan (2008) argues thatl€atas that she matters, that she can
be relationally effective, and can bring about pesichange in a relationship” (p. 2).
However, if Maria were to respond in a manner tins invalidating or shaming,
especially if she is in a position of power andhavity as compared to Kate, Kate may
feel shut down or humiliated (Jordan, 2008). Katy become self-protective and may
withhold her feelings, thoughts, or needs in theareiin this relationship, and perhaps
others, which can lead to chronic disconnectiond@o, 2008). Chronic disconnection
can result in the following: (1) a drop in one’segy; (2) a decreased sense of worth; (3)
feelings of confusion; (4) less productivity, ad Wwithdrawal from relationships

(Jordan, 2008; Miller & Stiver, 1997).
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Relational-cultural theory, mutuality, and eating disorder symptomatology.
From the perspective of feminist theory, thational-cultural model understands
disconnections and disruptions in relationshipsngxes of a lack of perceived
mutuality, as “predisposing, precipitating, andgeguating factors” of eating disorder
symptomatology (Tantillo, 2000, p. 100). As wasadissed in previous sections of this
literature review, cultural expectations about abmles in Western societies seem to
prioritize disconnection, and traditional modelgefchosocial development emphasize
separation and independence (Erikson, 1968).

Consequently, developing healthy interdependemdeyelopmental goal that may
be especially important for the psychological Healtgirls and women, can be
challenging, as it does not always align with adtexpectations (Jordan et al., 1991).
Writing from a relational perspective, Maine (200&s argued that “prevailing social
pressures to devalue and detach from otaksis disconnect women from their own
emotional, psychological, and physical nedtiereby increasing the risk of body image,
self-esteem, and eating problems in a cultureitieaizes very thin, artificially sculpted
women’s bodies” (Maine, 2001, p. 1302, italics at)de

This quote highlights a key theme of psychologdmlelopment that has long been
reflected by relational and self psychological tis&s — that it is through empathic and
validating connections with significant others thatividuals develop and maintain
realistic and stable self-esteem and self-efficuy,capacity for self-regulation, a
cohesive sense of self, and a connection to ongfeatic internal experience (e.qg.,
thoughts, feelings, and needs) (Kohut, 1971; TlanfilSanftner, 2010). Consonant with

this perspective, Maine (2001) has argued thahgalisorder sypmtomatology, across
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the spectrum of severity, “reflects significantideé$ in feelings of self-efficacy,” which
can result from not being able to elicit empatleisponsiveness from others in
relationships (p. 1301). Her work emphasizes dlea ithat the control of weight and
shape through extreme measures is often aboutgagih general feelings of personal
ineffectiveness and loss of control, especiallthim context of relationships, rather than
just about being thin (Maine, 2001).

Empirical evidence for mutuality and disordered eaing. The previous sections
of this literature review have provided theoretisapport for the connections between the
constructs of mutuality and eating disorder sym@tmogy. A small body of research
has begun to substantiate these theoretical amdallclaims with empirical evidence in
clinical and community samples. For example, Semfand colleagues (2004) explored
the association between perceived mutuality irticdahips with partners and friends
and disordered eating. The sample was compriséd wefomen, ranging in age from 18
to 58 (M = 35), who were recruited from a university metlaenter outpatient psychiatry
clinic and through newspaper advertisements. yHive of the participants had been
diagnosed with an eating disorder, and 39 did agtha psychiatric diagnosis and served
as the control group. As compared to the contralig, the eating disorder group
reported lower levels of perceived mutuality withtlb partners and friends. Furthermore,
perceived mutuality with friends differentiated tb&ting disorder and control groups of
participants even when controlling for depressi&anftner and colleagues (2004) argued
that their results suggest that “the disconnedsyects of relationships may play a
powerful role in the phenomenology of eating disosd (p. 86).

In another study, Wechsler and colleagues (2098lpeed mutuality in the
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relationship with one’s romantic partner and eatisprder symptomatology in an
ethnically diverse sample of 149 college womeneyltound that higher levels of
mutuality were significantly negatively correlate@h the Eating Disorder Inventory-2
(EDI-2; Garner, 1991) subscales of InterpersonatrDst ( = -.29,p < .001) and
Interoceptive Awareness, defined as confusiondogaizing and labeling emotions and
body sensations € -.26,p < .01). In other words, as perceived mutualigréased,
interpersonal distrust and emotional confusion eleeed. The EDI-2 is a self-report
measure of eating disorder psychopathology andrgepgychopathology that has been
associated with disordered eating. However, untikhe study by Sanftner and
colleagues (2004), Wechsler and colleagues (20@&)at assess for the number of
participants in the sample who met the criteriaclorical or subclinical eating disorder
symptomatology, so we do not know how much varnhih eating disorder
symptomatology was present in their sample. Caresstty, it is difficult to know
whether the small effect sizes found in this stodyy have been a function of limited
variability in the sample on this key variable. rfRermore, this study explored levels of
perceived mutuality in the relationship with onpatner, but the current study will
expand our knowledge of perceived mutuality by expb it in the context of
relationships with one’s mother, father, and cliveands.

In another study, Tantillo and Sanftner (2010)lerg the relationship between
mutuality and disordered eating in a sample of @d@escent girls and women being
treated for eating disorders at the outpatient@artlal hospitalization levels of care.
Results indicated that, overall, higher mutualitgres across relationships with one’s

mother, father, partner, and friend, were correlatéh lower scores on the Eating
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Disorders Inventory-2 (EDI-2; Garner, 1991). THotand Sanftner (2010) found that
higher mutuality scores were negatively correlatgti the EDI-2 subscales that
measured general psychopathology associated witigehisorders (e.g., Interpersonal
Distrust, Social Insecurity, and Ineffectiveness} €.29 to -.58p < .05). In terms of
eating disorder pathology, higher mutuality sca@e®ss mother, father, and friend
relationships were related to lower scores on tha@yEDissatisfaction subscale of the
EDI-2 (r =-.26, -.42, -.23, respectively < .05).

Furthermore, the researchers investigated whetmticipants’ scores on the
mother and father subscales of the mutuality measould be used to predict eating
disorder symptomatology. Results indicated thatescon the mother and father
mutuality forms predicted scores on Interpersoniatrst, Social Insecurity,
Interoceptive Awareness, Impulse Regulation, amdféctiveness. Interestingly, only
scores on the father mutuality form predicted ssarethe Body Dissatisfaction and
Bulimia subscales. Tantillo and Sanftner (201Geddhat this finding calls for further
investigation as mothers are often assumed to A@veater impact on their daughter’'s
body image and eating behaviors. Furthermore,coasehe findings of this study,
Tantillo and Sanftner (2010) argued that more neseid needed to understand the
potential protective role of mutuality among vasather risk factors, such as the
sociocultural and personal factors included indbeent study. To my knowledge, no
other studies have included mutuality within thateat of a multidimensional model,
taking into consideration the amount of varianceating disorder symptomatology that
is explained by sociocultural, personal, and otk&tional factors.

Finally, Tantillo and Sanftner (2003) explored #feectiveness of short-term group

43



therapy with a focus on mutuality as a key factordhange. Participants were 15
women who were diagnosed with either bulimia neavasbinge eating disorder, and
were randomly assigned to a cognitive-behaviorapy (CBT) group or a relational
therapy (RT) group with a focus on mutuality, boflwhich were manualized and lasted
for 16 weeks. Measures of disordered eating, dspre, and mutuality were
administered at baseline, at 8 and 16 weeks, aédaatd 12-month follow-ups. Results
indicated that participants in both the RT and G&&tment conditions showed
significant improvements in binge eating, purgiagd depression at end of treatment and
across follow-up assessment times (Tantillo & S=eft2003).

Implications for psychotherapy. Mutuality in relationships is a meaningful
protective factor to explore because it can begregly cultivated and improved,
particularly through psychotherapy with a relaticiogus. Historically, much of the
literature on the treatment of disordered eatirgyfbaused on cognitive-behavioral
treatments (Fairburn & Cooper, 1989; Fairburn, Mar& Wilson, 1993). However,
more recent work has acknowledged the complexigatihg disorders and has
incorporated interpersonal constructs (e.g., iEmpnal schemas and patterns, empathic
responsiveness) into the treatment scholarship eagburn et al., 2003; Maine, 2001,
Tantillo, 2006). For instance, Fairburn‘s (2008)snrecent handbook incorporated a
module for ameliorating interpersonal problems &tGBT protocol, thereby broadening
our understanding of the complexity and multifadatature of disordered eating.

Although some models of therapy are just begintongpnsider the critical
importance of relationships in the treatment ofngptlisorders, relational-cultural

scholars have always championed treatment witmgrhasis on empathy, authenticity,
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and mutuality as a means of healing disconnectotisothers, and ultimately, with the
self (Maine, 2001; Tantillo, 2000; Tantillo & Sanér, 2003). Moreover, these scholars
agree that the client-therapist relationship ihatvery core of therapy that is informed
by relational-cultural theory (Jordan 1997; Maibayis, & Shure, 2009). Specifically,
within the safety of the therapeutic relationslgipggnts can experience being emotionally
vulnerable and allowing themselves to influence la@dhfluenced by the therapist
(Sanftner et al., 2004). Jordan (2008) suggestsithen the therapist provides empathic
attunement and mutuality for the client, the clieagins to feels accepted and known,
and feelings of isolation, shame, depression, eagirientation can decrease.
Specifically for clients who struggle with disorddreating, participating in a therapeutic
relationship that is characterized by mutuality batp the client gain insight into the
connections between her relationships with fookdexst, and herself (e.g., genuine
thoughts, feelings, and needs) (Sanftner et a0420The goal of this treatment is to
gradually shift the client’s disconnection into @eaection with the self and others so that
as more fulfilling connections become availabl@ddas no longer the focus of relational
energy (Maine, 2001).

Self-silencing. In addition to the construct of perceived mutualggholars have
explored the relationship between another relatiooastruct, self-silencing, and eating
disorder symptomatology (e.g., Norwood et al., 2@House & Nilsson, 2011). Self-
silencing is defined as an active process of wililing emotions, opinions, strengths,
and capabilities perceived to be threatening tather in order to maintain the
relationship, and has been positively related soiered eating (Jack, 1991, 1999;

Norwood et al., 2011; Shouse & Nilsson, 2011). hestruct of self-silencing was
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borne out of Gilligan’s (1982, 1988) seminal wodtsthe female “voice,” or the
expression of thoughts and feelings by girls andem, which pioneered a body of
feminist scholarship. Building on the work of @jkn, Jack (1991) explored the role of
“voice” within the context of relationships. Jad®91) argued that the establishment of
positive, close connections is a primary motivatimoughout life. Furthermore, she
argued that women develop specific relational s@seaiout how to create and maintain
close relationships, and these schemas may beyhighlenced by cultural values and
judgments about who women “should” be to othengec8ically, a group of important
feminist scholars (e.g., Gilligan, 1982, 1988; Jdd&91; Maine, 2001; Pipher, 1994)
have written about the strong social demands onewatm be nice, cooperative, pleasing,
and self-sacrificing in relationships, in ordemtaintain connection.

Consequently, cultural and social role expectatimet up a fundamental conflict for
women. Specifically, in order to fulfill the desifor connectedness, some women feel
pressure to be selfless, nurturing, and nice, Ihatt\Wwappens when their own needs,
desires, emotions, and “voice” do not fit with thexpectations (Jack, 1991, Maine,
2001)? Jack has argued that this conflict resultself-silencing” for some women, or
an active process of withholding emotions, opinj@iengths, and capabilities perceived
to be threatening to the other in order to mainta@relationship (Jack, 1991, 1999).
Wechsler and colleagues (2006) have argued tHagikaicing is similar to the “central
relational paradox” described by relational-cultdheorists; specifically, one attempts to
preserve connection in a non-mutual relationshipdmadoxically keeping parts of
oneself out of the relationship. Otherwise stasdthough the goal of self-silencing is to

maintain a sense of intimacy, harmony, and condeeigs with others, it actually creates
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disconnection and inauthenticity because partsieself are not known to the other
(Jack, 1991, 2011).

In addition to having an impact on the relatiopsfeminist theorists have also
proposed that self-silencing can have a pervasigact on the self (Gilligan, 1988; Jack,
1991; Maine, 2001; Pipher, 1994). Specificallybing one’s self expression can lead to
the experience of a “divided self” where one’s ineeperience contrasts greatly with
one’s outward portrayal (Jack, 1991). Gilligan§291988) has written about the same
idea as a distinction between the “true or autlkeesdlf” which one experiences inwardly
and the “false or perfect self” which one projeatiéwardly. As the maintenance of a
“false” or “perfect” self involves chronic negati@md suppression of true thoughts,
needs, and emotions (especially negative emotiacts @s anger) it has been proposed
that an inadequate sense of self, characterizeltigits in self-awareness, self-esteem,
and self-efficacy, may develop as a result (e.dligan, 1982, 1988; Jack & Dill, 1992;
Pipher, 1994).

Self-silencing has been found to have implicatifmmsvomen’s psychological
health. Jack’s (1991) initial interest in selfesiting grew out of a desire to understand
the socially gendered and relational context of wois depression, and indeed, a body
of research has been established to support tbeiassn between self-silencing and
depression (Cramer, Gallant, & Langlois, 2005; Jadhill, 1992; Thomson, 1995).
Consonant with relational-cultural theory (e.grdam et al., 1991), Jack (1991) has
written about the depressogenic effects of discotmme from others and from the self.

In listening to depressed women'’s narratives abelationships as part of her own

research, Jack (2011) found that “part of the hegmiess and helplessness in their
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depression stemmed from the sense that moving tbera major life goal—intimacy—
foreclosed the other—authenticity” (p. 525).

Self-silencing and eating disorder symptomatologyln seeking to expand the
research on self-silencing and depression, schb&us also theorized about the
association between self-silencing and eating desossymptomatology. Maine (2001)
has suggested that the gender disparity inheregdting disorders calls for psychologists
to consider the unique aspects of female psychcdbdevelopment in their etiology,
maintenance, and treatment. Furthermore, as tihwityaf disordered eating behaviors
begin during adolescence and young adulthood, achbhve focused on understanding
how the developmental changes and transitions fapazithis developmental stage
might contribute to the onset of eating disordesgaptomatology (Smolak & Levine,
1996). Theory suggests that the process of deliesng begins in adolescence and
young adulthood, a time when gendered social iqpe&ations become more salient
(Spinazzola, Wilson, & Stocking, 2002). Furthermyaturing adolescence and young
adulthood, the size and shape of the female bodgrbes confounded with personal
gualities such as status, power, and self-worthrie&001). Those girls and women
who have higher needs for approval from othersyelsas those who seek to achieve a
“superwoman” ideal (e.g., high achieving, self-#asng, and attractive according to
cultural ideals) are most at risk for disorderetinggbehaviors (Streigel-Moore et al.,
1993).

In addition, self-silencing may be related tooditered eating through
displacement (Schupak-Neuberg & Nemeroff, 1993kplacement theory suggests that

unspoken thoughts and feelings may be redirectedroily, and in the context of self-
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silencing, negative feelings, especially angerchidould be threatening to connection if
expressed, may be displaced onto the body (SchNpakerg & Nemeroff, 1993). From
this perspective, Shouse and Nilsson (2011) sugtgksordered eating can be viewed as
an alternative coping strategy in which food isduseself-regulate or self-soothe” (p.
451). Empirical evidence suggests that the expeei®f the “false” self, or the self that
is presented outwardly while the “true” self rensaimexpressed, has been associated
with low self-esteem and body image disturbanc#) bbwhich are consistent predictors
of eating disorder symptomatolgy (American Psycluaissociation, 1994).

Empirical evidence for self-silencing and disordere eating A small, but
growing, body of empirical research has begun ppett the theoretical associations
between self-silencing and eating disturbances.irfstance, self-silencing has been
related to drive for thinness, internalization dhan-body ideal, and other characteristics
of disordered eating (Geller et al., 2000; McCda#95; Morrison & Sheahan, 2009;
Piran & Cormier, 2005; Smolak & Munstertieger, 2R0Additionally, Geller and
colleagues (2000) found that women with Anorexiavdsa, as compared to women
without a psychiatric diagnosis, had significartlgher scores on all four subscales of
the self-silencing measure (STSS; Jack & Dill, )98&&d higher anger suppression
scores, even after controlling for depression afidesteem. The four subscales of the
self-silencing measure are the following: (1) emédized self-perception, or judging the
self by external standards; (2) care as self-seeribr securing attachments by putting
the needs of others before the self; (3) silentegself, or inhibiting one’s self-
expression and action to avoid conflict and posdits of relationship; and (4) the

divided self, or the experience of presenting aieiocompliant self to live up to feminine
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role imperatives while the inner self grows angng &ostile (Jack & Dill, 1992).

To my knowledge, only one study has explored dhationships between self-
silencing, perceived mutuality, and eating disosignptomatology. In this study,
Wechsler and colleagues (2006) found a negativeledion between mutuality and
silencing the selfr(= -0.37,p < .001) in a sample of 149 college women. Furttwee,
results showed a positive correlation between tlen8ng the Self Scale and the Eating
Disorder Inventory-2 (EDI-2; Garner, 1991) subssaelnterpersonal Distrust € .21p
<. 05) and Interoceptive Awareness=(.41,p < .05). As a reminder, the EDI-2 is a self-
report measure of eating disorder psychopathologygeneral psychopathology that has
been associated with disordered eating. Furthexnparticipants’ scores on the
Externalized Self-Perception subscale of the ST&&med 14% of variance in the EDI
subscale of Drive for Thinness and 9% of the vaean the Bulimia subscale, and these
results were statistically significant (Wechsleakt 2006). Lastly, the results of a
canonical correlation analysis yielded the follogvsignificant pattern: low mutuality
combined with high self-silencing was significantlyrrelated with high scores on the
Ineffectiveness, Interpersonal Distrust, InteronepAwareness, Maturity Fears, Impulse
Regulation, and Social Insecurity subscales o8& (Wechsler et al., 2006).

Despite these valuable findings, Wechsler anceagllies (2006) did not assess for
the number of participants in the sample who mefctiiteria for clinical or subclinical
eating disorder symptomatology, so we do not know much variability in eating
disorder symptomatology was present in their samplee, in the current study, we
sought to extend Wechsler and colleagues’ (2006ljrfigs by specifying how many

participants met the full eating disorder diagnostiteria, and also exploring whether
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the results held across different levels of eatiisgrder symptomatology. Furthermore,
to my knowledge, the current study was the firstxplore the relationships between
mutuality, self-silencing, and disordered eatingwm the context of a multidimensional
model of sociocultural, personal, and relationsk and protective factors.
Sociocultural and Personal Factors

In addition to relational factors just reviewede multidimensional model of eating
disorder symptomatology also includes sociocultaral personal risk and protective
factors (Tylka & Subich, 2004). The next sectidnhis literature review will summarize
the theoretical and empirical scholarship on the sociocultural factor included in this
model, namely, sociocultural pressures for thinnasd the four personal factors:
internalization of the thin ideal stereotype, bailysatisfaction, poor interoceptive
awareness, and negative affect. | begin with a&vewf the key sociocultural factor
included in the current study and then segue irdseussion of the personal factors.

Feminist scholars have theorized that socioculfur@ésures for thinness

contribute significantly to the etiology and maim@ce of eating disorder
symptomatology among girls and women (e.g., Sfi®84; Striegel-Moore et al., 1993).
Sociocultural influences include the media, famifignds, and romantic partners. For
instance, media images of perfectly crafted ferbaldies have become a world-wide
phenomenon as a result of globalization and chggpcial roles (e.g., more women
with access to technology) (Maine & Bunnell, 201These sociocultural influences
associate thinness with desirable qualities suahedisbeing, positive personality
attributes, and success, and consequently, cgor@sgure on girls and women to attain

an ideal body weight and shape through disordemédgebehaviors (Stice et al., 1996).
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Empirical research supports the theory that sotim@l pressures for thinness are related
to eating disorder symptomatology among sampleglofescent girls and young women
(Pike, 1995; Stice, et al., 1996).

Sociocultural pressures for thinness have beeneptualized as a form of sexual
objectification (Pipher, 1994). Sexual objectifioa is the reduction of a woman to her
body or body parts, with the idea that her bodpanty parts are capable of representing
her as a whole and have worth to the extent tlegt diive pleasure to others (Bartky,
1990). According to objectification theory, exgarces with sexual objectification from
others can lead women to objectify themselves,(&sglf-objectify”), through the
process of internalization, and to consequentlagegtheir self-worth with their
appearance (Fredrickson & Roberts, 1997). Whenaabjectification takes on the
specific form of appraising women’s bodies andrthrth in terms othinnessgirls
and women may internalize the particular stereotffgbe “thin-ideal” (Fredrickson &
Roberts, 1997). Internalization of the thin-idstreotype represents a personal risk
factor for eating disorder symptomatology (TylkeéS&bich, 2004). Empirical research
has found that internalization of the thin-ide&rebtype is related to eating disorder
symptomatology among college women (Heinberg et.8B5; Stice, Ziemba, et al.,
1996).

Sociocultural pressures for thinness are also proatic because the idealized
standard of thinness that they portray is imposditnl most women to attain (Maine,
2001; Stice et al., 1996). Again, consonant whjectification theory, girls and women
may self-objectify and internalize the idea tha&tytimeed to achieve a particular standard

of weight in order to feel worthy (Fredrickson & Barts, 1997). Ultimately, when they
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are unable to attain these unrealistic weight stedg] girls and women may experience
negative feelings, especially shame, toward thailids, and these feelings contribute to
body image disturbance (Fredrickson & Roberts, 1884ine, 2001). Body image
disturbance has been defined as encompassing lesatigfaction, body shame, and
preoccupation with size and shape, and represeggssanal risk factor for disordered
eating (Tylka & Subich, 2004). Indeed, empiricedearch supports the theory that
internalization of the thin-ideal stereotype présiignique variance in body image
disturbance in a sample of college women (Noll &dtickson, 1998). Furthermore,
research has established a clear and robust caoméetween body image disturbance
and eating disorder symptomatology (Cattarin & Theon, 1994; Phelps et al., 1999).
Specifically, girls and women who experience higlegels of body image disturbance
are more likely than individuals who are satisfigith their bodies to engage in
disordered eating behaviors in the pursuit of tagm(Fredrickson & Roberts, 1997; Stice
et al., 1996; Thompson et al., 1995).

Body image disturbance has also been associatbdvetthird personal factor
that | will discuss — poor interoceptive awaren@dsehlenkamp & Saris-Baglama,
2002). Poor interoceptive awareness is a diffjcwith identifying one’s bodily
sensations, whether they be emotional sensatiossnsiations of hunger and satiety
(Lerner, 1993; Tylka & Subich, 2004). ResearcHPlayker, Garner, Leznoff, and
Sussman (1991) has shown that women with eatirogdis symptomatology express a
difficulty in identifying and expressing their imteal states. Looking again toward
objectification theory, Fredrickson and Roberts9@Psuggest that girls and women with

higher levels of body image disturbance may algmeagnce higher levels of poor
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interoceptive awareness. Specifically, these gimid women may suppress their hunger
cues, and subsequently, other internal sensatiatsas emotions, in an effort to lose
weight and decrease their body dissatisfactioreddgdresearch with college women has
found that poor body image predicts poor interagemwareness, which in turn predicts
eating disorder symptomatology (Muehlenkamp & SBaglama, 2002; Noll
&Fredrickson, 1998; Tylka & Subich, 2004). Addnally, disordered eating behaviors
such as restricting, binge eating, and purging alsg develop as a way to cope with
painful emotions and avoid internal awareness (igtin & Baumeister, 1991).

The fourth and final personal risk factor for egtaisorder symptomatology that |
will discuss is negative affect. Negative affexthe experience of a generalized negative
mood state or emotionality (Watson, Suls, & Hai@)2). Negative affect also often
includes the experience of high levels of neurstit(e.g., depression, anxiety, irrational
cognitions, maladaptive coping, and a lack of ilsputontrol), and low levels of self-
esteem (Costa & McCrae, 1992; Watson, Suls, & H202). Fredrickson and Roberts
(1997) suggest that objectification theory can helpxplain the relationship between
negative affect and eating disorder symptomatoldgecifically, they suggest that when
girls and women internalize the thin ideal sterpet{e.g., self-objectify) as a result of
sociocultural pressures for thinness (e.g., on@ foir sexual objectification), and believe
that their self-worth is inextricably tied to th@ppearance, they are likely to experience
lower levels of self-esteem and higher levels afatiwe affect when they are unable to
attain the thinness ideal (Fredrickson & Rober@97). Consonant with this theoretical
proposition, empirical research has found thatganesfor thinness directly predicts

negative affect (Thompson et al., 1999).
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The relationship between negative affect and sotio@l risk factors and other
personal factors may also be bidirectional. Thasociocultural pressures for thinness
may predict increased negative affect, and incobasgative affect may, in turn, make it
more likely for women to internalize the thin id@ald objectify themselves (Thompson
et al., 1999). In essence, women with high basdéuels of negative affect may turn
this negative emotionality toward their bodies (fripson et al., 1999). Indeed,
researchers have found that, in a sample of colleeen, the endorsement of high
levels of negative affect was predictive of higteinnalization of the thin ideal and high
levels of body dissatisfaction (Striegel-Moore &dBalin, 1999; Thompson et al., 1999).
Empirical research over the last few decades lsassalpported the proposed relationship
between high levels of negative affect (comprisekigh levels of neuroticism and low
levels of self-esteem) and eating disorder symptology.

In summary, the first empirically-tested multidins@nal model of risk factors
for and protective factors against eating disosyenptomatology served as the
framework for the present study (Tylka & SubichQ20) As reviewed above, this
multidimensional model provided empirical suppaort the importance of a combination
of relational, sociocultural, and personal factarpredicting disordered eating. Despite
making a unique contribution to the variance irodigred eating, the relational variables
in Tylka and Subich’s (2004) study, social supgiann family and social support from
friends, were the least robust predictors in thétidimensional model. While these
effects were statistically significant, and may @alinical significance, our
understanding of the connection between relatitacbrs and disordered eating may be

enhanced by the measurement of constructs frommiéisethat provide a richer and more
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culturally-specific perspective on women'’s psyclyntal development. Consequently,
the feminist framework of relational-cultural thgavas used in the present study to
conceptualize the relational variables as it doedifferently than has previous research
utilizing Tylka and Subich’s (2004) model. We shutp augment the multidimensional
theory by exploring whether two other relationaliables, namely, perceived mutuality
and self-silencing, added additional and uniquéawae to the prediction of eating
disorder symptomatology in the context of sociagalt, personal, and other relational

factors.
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CHAPTER THREE
Statement of the Problem

Eating disorders are chronic conditions that canlten a greatly diminished
guality of life in the personal, interpersonal, drehlth domains (Kashubeck-West &
Mintz, 2001). Consequently, psychologists whofaoeised on the holistic functioning
of individuals can make a valuable contributionite multidimensional treatment of
disordered eating and its psychological correlatdghough the prevalence of full
syndrome eating disorders is relatively rare (degtween 1% and 3% of the population
are diagnosed with Anorexia Nervosa or Bulimia sga), many women (e.g., 19% to
32%; Mulholland & Mintz, 2001) suffer from symptoragdisordered eating within the
subclinical range. These women often still expexgea significant impairment in their
quality of life and functioning across various donsa(e.g., physical health, emotional
health, relationship functioning) (Dancyger & Gakiel, 1995; Engel et al., 2009;
Kitsantas et al., 2003).

Recent research highlights the importance of me&ageating disorder
symptomatology along a continuum to better undedsthe etiology, assessment, and
treatment of both clinical and subclinical eatingodders in girls and women, as
relatively little information is available on th&pmeriences of women who do not meet
full diagnostic criteria (Kashubeck-West & Mint2)@L; Tylka & Subich, 2004). One
concrete way that researchers can access and sddgesater range of eating disorder
symptomatology is to recruit from populations algand women outside of treatment
settings — a university campus in the case of tineent study (Kashubeck-West & Mintz,

2001). Recruiting participants from a non-clinisaimple also has an additional
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advantage — it may allow for greater diversityhe tesearch sample as societal barriers
sometimes preclude ethnically diverse individuadsf accessing treatment services
(Striegel-Moore & Cachelin, 2001). Consequenthypider to address these sampling
gaps in the literature, the current study samplechfa college student population that
had an ethnically diverse student body, with thedsoof accessing a sample of young
women with some diversity in their ethnic idenst@nd disordered eating symptoms. By
studying a group of college women, we sought tgeia key demographic group among
whom disordered eating is extremely prevalent ég§&i-Moore et al., 1990), and
contribute to the field’s understanding of the exgreces of individuals with clinicand
subclinical levels of eating disorder symptomatgl@igranko & Omori, 1999).

In addition to seeking a broader sample of womea @itperience a range of
disordered eating symptoms, the proposed studyedila comprehensive model of risk
factors for and protective factors against eatiistudoances (Kashubeck-West & Mintz,
2001; Tylka & Subich, 2004). Historically, muchtbf eating disorder research has
focused on simply identifying and cataloging rigktbrs for disordered eating
(Kashubeck-West & Mintz, 2001). Although this h&eb an important and necessary
start, scholars recently have advocated for theldpment of more multidimensional
frameworks that serve to integrate the theoretiodl empirical literatures. As mentioned
in the literature review, Tylka and Subich (200&rethe first to use the theoretical
literature as a guide to propose and empiricallidate a multidimensional model of
disordered eating that integrates socioculturakq®al, and relational factors. In the
current study, we did not seek to retest Tylka &adich’s (2004) model using SEM (i.e.,

measure the interrelationships and ordering ostiweocultural, relational, and person
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variables). Rather, we sought to account for tmeance in eating disorder
symptomatology that could be explained by a comgmeive set of sociocultural,
relational, and personal variables, while alsooidticing two new variables — perceived
mutuality and self-silencing.

Despite making a unique contribution to the vareamcdisordered eating, the
relational variables in Tylka and Subich’s (200#)dy, social support from family and
social support from friends, were the least rolpustlictors in the multidimensional
model. While these effects were statistically gigant, and may have clinical
significance, our understanding of the connectietwien relational factors and
disordered eating may be enhanced by the measurememmstructs from theories that
provide a richer and more culturally-specific p@spre on women’s psychological
development. More specifically, research genetaly measured relationship variables
in terms of the more global construct of socialgarh as compared to measuring more
nuanced constructs that are grounded in femingsirih such as perceived mutuality and
self-silencing. These constructs have been useditulate key aspects of interpersonal
functioning, and a small, but growing, body of @®h has found that they relate to
eating disorder symptomatology, and may provideliptere utility within a
multidimensional model (Tantillo & Sanftner, 20Mgchsler, Riggs, Stabb, & Marshall,
2006).

Researchers have just begun to study the rel&ijphgtween perceived mutuality
and disordered eating, but encouraging prelimieargence suggests that higher levels
of perceived mutuality (with mothers, fathers, ge@nd partners) may act as a protective

factor against disordered eating (Tantillo & Saeftr2010). Similarly, initial evidence
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also suggests that higher levels of self-silenonay act as a risk factor for eating
disorder symptomatology (Geller et al., 2000). Mogsearch is vitally necessary to
understand the risk and protective roles of séfasing and mutuality, respectively,
among various other relational, personal, and sodtigral risk and protective factors
(Tantillo & Sanftner, 2010). Both constructs arerising factors to explore,
particularly because they represent areas witlividuals’ lives that can be proactively
cultivated and improved, especially through relaaid/-oriented psychotherapy (Tantillo
& Sanftner, 2010).

To summarize, in the current study, we sought mae the relationships between
the relational, personal, and sociocultural risktdes for eating disorder
symptomatology, with the addition of the relationahstruct of mutuality as a protective
factor and the construct of self-silencing as atrehal risk factor. In doing so, we
sought to further integrate the theoretical, enoplriand treatment literatures.
Furthermore, the current study recruited from a-damcal sample of college women,
thus contributing to our understanding of eatirgpdiler symptomatology along a
continuum, particularly within a multiculturally~gerse group that is at high risk for
disordered eating by virtue of being within thelegé environment. Based on an
extensive review of the theoretical and empirigaratures, the following hypotheses and
research questions are presented for the curnaahy.st
Hypotheses

1. Higher levels of perceived mutuality (compositecore across mother,

father, and friends) will predict lower levels of perceived self-silencing.
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To my knowledge, only one study on disordezating has explored the
relationships between self-silencing and percemetuality. In this study, Wechsler and
colleagues (2006) found a negative relationshipveen perceived mutuality and
silencing the selfr(= -.37,p < .001) in a sample of 149 college women. Inuagtvhich
explored these variables in a sample of women gopith cancer, the relationship
between perceived mutuality and self-silencing was.39,p < .01 (Kayser, Sormanti,
& Strainchamps, 1999). However, in the Kaysel.et1l®99) study, a different measure
of perceived mutuality, the Mutual PsychologicaVBlepment Questionnaire (MPDQ;
Genero et al., 1992) was used. While differens, mheasure was also developed within
the context of relational-cultural theory.

2. Higher levels of perceived self-silencing willngdict higher levels of

reported eating disorder symptomatology.

A small, but growing, body of empirical resear@s begun to support the
theoretical associations between self-silencingeatohg disorder symptomatolgy. For
instance, self-silencing has been related to davéhinness, internalization of a thin-
body ideal, and other characteristics of disordewthg (Geller et al., 2000; McCann,
1995; Morrison & Sheahan, 2009; Piran & CormieQ20Smolak & Munstertieger,
2002). Additionally, Geller and colleagues (2068)nd that women with Anorexia
Nervosa, as compared to women without a psychidiaignosis, had significantly higher
scores on all four subscales of the self-silenamegisure (STSS; Jack & Dill, 1992) and
higher anger suppression scores, even after congyddr depression and self-esteem.

In a sample of 149 college women, Wechsler ani@aglies (2006) found a

positive correlation between the Silencing the Selile and the Eating Disorder
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Inventory-2 (EDI-2; Garner, 1991) subscales ofrip¢esonal Distrustr(= .21p <. 05)
and Interoceptive Awareness< .41,p <.05). The EDI-2 is a self-report measure of
eating disorder psychopathology and general psyathofogy that has been associated
with disordered eating. Furthermore, participastsires on the Externalized Self-
Perception subscale of the STSS explained 14%ranee in the EDI subscale of Drive
for Thinness and 9% of the variance in the Bulisulhscale, and these results were
statistically significant (Wechsler et al., 2006).

3. Higher levels of perceived mutuality with fatherwill predict lower levels of

reported eating disorder symptomatology.

4. Higher levels of perceived mutuality with mothemwill predict lower levels

of reported eating disorder symptomatology.

5. Higher levels of perceived mutuality with friend will predict lower levels

of reported eating disorder symptomatology.

6. Higher levels of perceived mutuality (compositef mother, father, and

friends) will predict lower levels of reported eatng disorder symptomatology.

A small body of empirical research, mostly cortielaal in nature, has begun to

support the relationship between perceived muguahd disordered eating as proposed
in the theoretical and clinical literatures. Frample, Sanftner and colleagues (2004)
explored the association between perceived mugualitelationships with partners and
friends and disordered eating in a sample of worabaut half of whom had been
diagnosed with an eating disorder, while the ottedf served as the control group. As
compared to the control group, the eating disogdeup reported lower levels of

perceived mutuality with both partners and frienésirthermore, perceived mutuality
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with friends differentiated the eating disorder @odtrol groups of participants even
when controlling for depression. Sanftner andeagues (2004) interpreted their results
to suggest that “the disconnecting aspects ofioglslips may play a powerful role in the
phenomenology of eating disorders” (p. 86).

In another study, Wechsler and colleagues (2006peed perceived mutuality in
the relationship with one’s romantic partner arebdiered eating in a sample of college
women. They found that higher levels of perceireduality were negatively correlated
with the Eating Disorder Inventory-2 (EDI-2; Garng#991) subscales of Interpersonal
Distrust ¢ = -.29,p < .001) and Interoceptive Awareness, defined asuston in
recognizing and labeling emotions and body senssifo= -.26,p < .01). In other
words, as perceived mutuality increased, interpeisdistrust and emotional confusion
decreased. As noted in the literature reviewBDé& 2 is a self-report measure of eating
disorder psychopathology and general psychopatldltag has been associated with
disordered eating.

Tantillo and Sanftner (2010) also explored thatrehship between mutuality and
disordered eating. As compared to Wechsler arldaguies (2006) who investigated the
relationship between these variables in a sampteltdge students, Tantillo and
Sanftner (2010) used a clinical sample of 216 abalet girls and women being treated
for eating disorders at the outpatient and pahieipitalization levels of care. Results
indicated that, overall, higher mutuality scoresoas relationships with one’s mother,
father, partner, and friend, were correlated wathdr scores on the Eating Disorders
Inventory-2 (EDI-2; Garner, 1991). Tantillo andn8aer (2010) found that higher

mutuality scores were negatively correlated with BDI-2 subscales that measured
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general psychopathology associated with eatingdise (e.g., Interpersonal Distrust,
Social Insecurity, and Ineffectiveness)=(-.29 to -.58p < .05). In terms of eating
disorder pathology, higher mutuality scores acrosther, father, and friend
relationships were related to lower scores on thayEDissatisfaction subscale of the
EDI-2 (r =-.26, -.42, -.23, respectively < .05).

Furthermore, the researchers investigated whetmicipants’ scores on the
mother and father subscales of the mutuality measould be used to predict eating
disorder symptomatology. Results indicated thatescon the mother and father
mutuality forms predicted scores on Interpersoniatrst, Social Insecurity,
Interoceptive Awareness, Impulse Regulation, aedféativeness. Scores on the father,
but not mother, perceived mutuality form predictedres on the Body Dissatisfaction
and Bulimia subscales. Tantillo and Sanftner (30id@ed that this finding calls for
further investigation as mothers are often assumédve a greater impact on their
daughter’s body image and eating behaviors.

7(a). The sociocultural (sociocultural pressures fahinness), personal
(internalization of the thin ideal, body dissatiséction, negative affect, and
poor interoceptive awareness), and relational (sad support) components of
Tylka and Subich’s (2004) multidimensional model Wl each predict unique
significant variance in eating disorder symptomattogy.

7(b). Perceived mutuality and self-silencing will ach predict unique
significant variance in eating disorder symptomatabgy when added to the
regression model outlined in Hypothesis 7(a).

Although the predictive validity of perceived mality and self-silencing have not
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yet been explored within a multidimensional modetating disorder symptomatology,
Tantillo and Sanftner (2010) did find that perceiveutuality predicted disordered eating
in a clinical sample of 216 adolescent girls anan&a being treated for eating disorders
at the outpatient and partial hospitalization |leval care. Specifically, the researchers
explored the predictive validity of only the mottserd father forms of the perceived
mutuality measure, not the peer and partner forivatillo and Sanftner, (2010) found
that scores on the mother and father mutuality $opnedicted scores on the Interpersonal
Distrust, Social Insecurity, Interoceptive Awaresidmpulse Regulation, and
Ineffectiveness subscales of the Eating Disordeentory (Garner, 1991). Furthermore,
scores on the father, but not mother, perceivediatity form predicted scores on the
Body Dissatisfaction and Bulimia subscales.

In regard to self-silencing, Wechsler and colleag{@®06) found that the
Externalized Self-Perception subscale of the Sitenthe Self Scale (Jack & Dill, 1992)
explained 14% of variance in the Drive for Thinnsgbscale and 9% of the variance in
the Bulimia subscale of the Eating Disorder Invepitand these results were significant
(Wechsler et al., 2006).

Research Questions

1. Does self-silencing mediate the relationship hveeen perceived mutuality

and eating disorder symptomatology?

No studies were found that explored whether séfasing or perceived mutuality
act as mediating variables with the outcome vagialbleating disorder symptomatology.
In addition, | searched for whether self-silencamgl mutuality had been investigated as

mediators irany studies (regardless of the other variables invdjlvend only found one
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study where self-silencing had been examined agempal mediator. In this study,
Whiffen, Foot, and Thomson (2007) investigatedreiationship between self-silencing,
marital conflict, and depressive symptoms in a camity sample of 115 couples.
Results indicated that self-silencing significantigdiated the relationship between
marital conflict and depressive symptoms.

Although Wiffen and colleagues (2007) did not sttity same variables that were
used in the current study, an argument can be thadi¢he variables bear some
similarity. For instance, the predictor variablesrital conflict and perceived mutuality,
both broadly refer to relationship quality. Furtinere, the outcome variables, depressive
symptoms and disordered eating, both refer to negpsychological symptoms. Thus,
in order to craft a research question about mexatiathe current study looked to the
result of Wiffen and colleagues’ (2007) study ttorm the ordering of the variables.

2. How will participants respond to the open-endedjuestion, “Who in your

life has had the most positivenfluence on your body image and relationship

with food? What specifically about this person and/our relationship with

him or her has had a positive influence on your boglimage and relationship

with food?”

3. How will participants respond to the open-endedjuestion, “Who in your

life has had the most negativéenfluence on your body image and relationship

with food? What specifically about this person and/our relationship with

him or her has had a negative influence on your badimage and relationship

with food?”
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Psychologists suggest that using both quantitaingequalitative data allows the
researcher to gain a deeper understanding of thiegohenon of interest and enrich
results (Hanson, Creswell, Clark, Petska, & Crek\#0D5; Tashakkori & Teddlie,

1998). As we sought to elucidate the nuancedabielationships as risk factors for and
protective factors against eating disorder symptology, we anticipated that the use of
open-ended questions would add richness to ouumsint-based quantitative findings in
the form of participants’ own words about their espnces (Greene & Caracelli, 1997).
In addition, as we used a feminist theoretical famrk, augmenting the quantitative
data with qualitative findings allowed us to intumé constructivist and emancipatory
paradigms (Ponterotto, 2005) to our methodologsthér aligning it with the feminist

value of “giving voice” to participants (Hansonatt, 2005).
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CHAPTER FOUR
Methods

Design

The design of the current study was a correlatibakl study. The choice of a
correlational field design was meant to optimize waderstanding of subclinical and
clinical eating disorder symtomatology as it ocdara natural setting. A brief
discussion of the strengths and limitations inherethe design of this study is included
in the limitations section. To address the hyps#iseand research questions, linear
regression analyses were used to determine therahips between individual criterion
variables and between the criterion variables Aadttcome variable. Multiple
regression analyses were conducted on eating @issydhptomatology to determine how
the predictor variables related to these outcomi@bies. The focus of the current study
was on investigating the predictive validity ofiagtdisorder symptomatology by two
key relational variables — perceived mutuality aetl-silencing — in the context of a
multidimensional model. In conjunction with mulgregression analyses, self-silencing
was examined as a mediator between perceived nitytaat eating disorder
symptomatology. Post-hoc analyses examined whétkes were statistically significant
differences between clinical and subclinical groapkey study variables, by conducting
a series of one-way ANOVAS. Participants’ respgarisehe open-ended questions were
analyzed, and the results presented.
Participants

A power analysis was conducted in order to detegrtiie number of participants

needed for the study. According to Cohen's (1982pmmendations, 107 participants
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were needed for a multiple regression with eigktmtor variables to achieve a power of
.80, a significance level of .05, and a mediumatféeze (Cohen, 1992)The .05
significance level, a more liberal level than .@/As chosen because the variables
explored in the current study have not receivedimuoeestigation in the literature, and a
significance level of .01 poses the risk of missthgically meaningful results. The

effect size was based on previous estimates ddtthagth of the relationship between
key relational variables and eating disorder symatimlogy as found in the literature.
Specifically, most studies have found medium efgenes for the relational factors of
perceived mutuality and self-silencing and the onte eating disorder symptomatology
(e.g., Tantillo & Sanftner, 2003, 2010; Shouse dsbbn, 2011).

In order to be eligible to participate in the cutrstudy, participants needed to be
female college students at least 18 years of &ge. procedures for recruiting the sample
are described below. A total of 664 students redpd to the survey by completing the
online consent form. Of these respondents, 58A¢8Bwere from the pool of students
emailed through the Registrar’s list, and 77 (11).@%re students in Psychology classes.
The response rate of students from the Registiat'was 14.6%. In a study of student
survey response rates across 321 institutionseiPamtd Umbach (2006) found that
response rates varied, and were influenced by &auof factors. Their results showed
that response rates were significantly lower fobvwased versus paper-based surveys, at
public versus private institutions, and at univsilocated in urban or “urban fringe”
areas of moderate to large sized cities — all atwhbescribe the characteristics of the
university from which the current study’'s sampleswdaawn. Porter and Umbach’s

(2006) findings suggest that response rates betd4&9% were not uncommon among
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surveys and at universities that fit the above a@ttaristics. It is not possible to calculate
a response rate for students from Psychology daasehe total number of students who
were given information about research participatioough the SONA system is
unknown.

Of the 664 total respondents, 87 (13.1%) loggetun did not respond to any
survey items, and 123 (18.5%) had more than 15%ingsiata, and thus were
eliminated due to attrition (George & Mallery, 200%.ittle’s MCAR was significant
((*\*88°L19,866.417, p=.00Guggesting that these data were not missing abrand
Upon closer inspection of the data, it appearetttieamissing data increased the further
participants progressed into the survey, and thafpgick in the amount of missing data
occurred at the second and third iterations ofabenection-Disconnection Scale (father
and friend forms, respectively) (CDS; Tantillo &rmer, 2010). This pattern makes
sense in that participants may have felt more digiigthe further they progressed into the
survey, and also may have felt frustrated upongasgked to complete more than one
version of the same measure (although each veasiked about a different person in
their lives), causing them to drop out. Three tddal participants were eliminated
because they did not meet the age requiremengafticipating in the study (e.g., were
older than 24 years of age). The final sample ewasposed of 451 participants,
resulting in a 68% completion rate (or a 78% coripherate if the 87 students who
logged in but did not complete any survey itemsexi@uded from the sample). The
expectation maximization method was used to impugsing values in these remaining

451 participants (Schlomer, Bauman, & Card, 2010).
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The participants were all female and ranged infemya 18 to 24, with a mean of
19.5 years old (SD=1.1). The majority of particifsaself-identified their race/ethnicity
as White (63.4%). Participants reported a rangeEs backgrounds, with the majority
of respondents reporting that their families maeisvieen $60,000 per year to over
$150,000 per year. Participants also representadge of years in school, with the
majority (70.8%) identifying as first-year or sophore students. A slight majority of
participants (57.0%) reported their relationshadist as “single.” The average BMI of
participants was 22.6 (SD=3.6), with a range 0616.39.2. The National Institutes of
Health have put forth the following BMI values atheir corresponding labels: <18.5 =
“underweight; 18.5 to 24.9 = “normal weight;” 25-9% “overweight,” and 30 and over
= “obese” (National Institutes of Health, 2014)huE, the average participant in this
study would be considered “normal weight,” althosgime at the tails of the sample
would qualify as “underweight” and “obese.”

In terms of participants’ experiences with disoedkeating, 18 participants
(4.0%) self-identified as having been diagnosedh ait eating disorder, the slight
majority of the 18 participants (55.6%) with Anor@®ervosa. The average amount of
time that had passed since participants’ diagnesss4.4 (SD=1.4) years. On a scale of
0-10, those patrticipants who had been diagnosddamiteating disorder rated their
current level of symptom severity at 5.0 (SD=2.5hose participants who reported
having been diagnosed with an eating disorderraisorted having received a variety of
treatment options. In addition, while not formadijagnosed with an eating disorder, 71
participants (15.7%) percent of the sample scoted above a 20 on the EAT (EAT —

26; Garner & Garfinkel, 1979), suggesting that ¢hearticipants have levels of eating

71



disorder symptomatology that may meet the critienialinical diagnosis. For a more
complete picture of participants’ demographics aating disorder diagnoses, see Table
1.

In order to contextualize our sample, participadeshographics were compared
to those of college students in the United Stabeserms of racial/ethnic identity, as of
2010, 61% of college students identified as WHit#0 identified as African
American/Black, 13% identified as Hispanic, and @#ntified as Asian/Pacific Islander
(U.S. Department of Education, 2011). The radiaffe identities of participants in our
sample are similar to that of the general poputatibcollege students in the Unites
States. In terms of socioeconomic status, studembsentered college in 2005 as first-
year students came from households with an averagmtal income of approximately
$74,000 (Pryor, Hurtado, Saenz, Santos, & Korn,7200 he socioeconomic status of the
majority of students in our sample appears to bpasrwith or above the national
average.

Procedures

Participants were recruited through a range of tgrdduate psychology classes
and through the Registrar’s Office at a large MidbAtic university. Recruitment
through the Psychology Department occurred thrahgtadvertisement of the study on a
department-sponsored website through which stuadamparticipate in research. In
addition, the principal investigator asked instoustin the Psychology Department to
announce the study during class. Those studetnsited though psychology classes
were eligible to be awarded class credit for tpanticipation. For the second

recruitment strategy, the Registrar’'s Office pr@ddan email reflector list to the
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Table 1.Demographics and disordered eating descriptive data

Race/Ethnicity N Percentage*
African American/Black 58 12.9%
Asian American/Pacific Islander 65 14.4%
Asian American/Pakistani 18 4.0%
Middle-Eastern/Arab 9 2.0%
Biracial/Multiracial 22 4.9%
Hispanic/Latino(a) 29 6.4%
Native American/Native Alaskan 3 0.7%
White 286 63.4%

*Percentages do not equal 100% since participantl@endorse more than one
category.

Year in School N Percentage*
First Year 155 34.4%
Sophomore 164 36.4%
Junior 74 16.4%
Senior 55 12.2%
5" Year Undergraduate or Beyond 2 0.4%

* Percentages do not necessarily add up to 100%otaall participants answered all
demographic questions.

Family | ncome N Percentage*
Less than $30,000 25 5.5%
$30,000 to $59,999 50 11.1%
$60,000 to $99,999 110 24.4%
$100,000 to $149,999 144 31.9%
$150,000 or higher 109 24.9%

* Percentages do not necessarily add up to 100%otaall participants answered all
demographic questions.

Relationship Status N Percentage*
Single 257 57.0%
In a Relationship 191 42.4%
Married 1 0.2%

* Percentages do not necessarily add up to 100%otaall participants answered all
demographic questions.

Eating Disorder Diagnosis N Percentage*
Anorexia Nervosa 10 58.8%
Bulimia Nervosa 2 11.8%
Eating Disorder Not Otherwise Specified (EDNOS) 5 29.4%

* Percentages are of those 18 participants whorseddaving been diagnosed with an
eating disorder.
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Treatment Received N Percentage*

Individual outpatient therapy (past) 10 55.6%
Individual outpatient therapy (present) 5 27.8%
Outpatient group therapy (past) 5 27.8%
Outpatient group therapy (present) 2 11.1%
Family therapy (past) 4 22.2%
Family therapy (present) 0 0.0%
IOP (past) 1 5.6%
IOP (present) 0 0.0%
PHP (past) 1 5.6%
PHP (present) 0 0.0%
Inpatient/residential (past) 2 11.1%

Inpatient/residential (present) 0 0.0%

* Percentages are of those 18 participants whorseddaving been diagnosed with an
eating disorder.

principal investigator of 4034 university studewtso met the following criteria: female,
full-time undergraduate student, age 18-24, aretllion campus. The principal
investigator emailed these students three timese with an initial invitation, and twice
with reminder invitations to complete the survdarticipants recruited through the
Registrar’'s Office were eligible to enter into #leincentive for one of three $25 gift
cards to Amazon.com.

The survey was administered online through the @Qoglsystem. Participants
were provided with a link to the survey. Once ggyants clicked on the link to access
the survey, they immediately viewed an informedsemm page (See Appendix B), and
endorsed that they were female, at least 18 ydagey and agreed with the parameters
of the survey in order to continue. Then, partcits completed the measures of the
survey. The survey began with a measure with dacel validity (i.e., Multidimensional

Scale of Perceived Social Support (MSPSS; Zimehléra, Zimet, & Farley, 1988),
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followed by the longer and more fatiguing measumese middle (i.e., Connection-
Disconnection Scale (Tantillo & Sanftner, 2010)J &mding with the demographic
guestionnaire. The ordering of all of the measises follows: the Multidimensional
Scale of Perceived Social Support; the Perceiveib8oltural Pressures Scale; the
Connection-Disconnection Scale — Mother; the Id&adly Stereotype Scale — Revised;
the Silencing the Self Scale; the Difficulty Iddyithg Feelings subscale of the Toronto
Alexithymia Scale — 20; the Connection-DisconnettBrale — Father; the Neuroticism
subscale of the Big Five Inventory; the Body Sh@pestionnaire — Revised — 10; the
Connection-Disconnection Scale — Friend; the Eafitigudes Test — 26; the open-ended
guestions; and the demographic questionnaire. sitea were not counterbalanced
because this feature was not possible with thet@esbystem. The total survey took
participants approximately 30-45 minutes to conglet
Measures

In addition to a demographic questionnaire, th&imsents used in this study
include the following scales: (a) the Perceivedi&adtural Pressures Scale, (b) the
Multidimensional Scale of Perceived Social Supp@jtthe Connection-Disconnection
Scale, (d) the Silencing the Self Scale, (e) tlealkdBody Stereotype Scale — Revised, (f)
the Neuroticism subscale of the Big Five Inventdgy,the Body Shape Questionnaire —
Revised — 10, (h) the Difficulty Identifying Feedis subscale of the Toronto Alexithymia
Scale — 20, and (i) the Eating Attitudes Test —13fka and Subich’s (2004) study was
consulted when choosing the instruments for theeotistudy.

Demographic The demographic questionnaire developed by timeipal

investigator is included at the end of the sung&gg Appendix C). Information
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regarding age, race/ethnicity, year in school ti@hghip status, and parents’ income was
included on the demographic form. Participants vesieed about whether they have
received an eating disorder diagnosis, when theg degnosed, the current severity of
eating disorder symptomatology, and the type(s$)ezitment that are currently being
received or have been received in the past.

Sociocultural Factors

Sociocultural factorsvere assessed through a measure of sociocult@sdynes
for thinness, measured using the Perceived SotioaliPressures Scale (PSPS; Stice,
Ziemba, et al., 1996).

Perceived Sociocultural Pressures Scal@.he Perceived Sociocultural
Pressures Scale (PSPS; Stice, Ziemba, et al., 1986)0-item scale used to measure
women’s perceptions of pressures to be thin frgnigcant others (e.g., family, friends,
significant other) and the media (See Appendix Bi). example item is “I've noticed a
strong message from my family to have a thin bodw.’stating their level of agreement
with the scale items, participants choose one reietihesponse options: no pressure
(scored as 1), some pressure (scored as 3), anadidressure (scored as 5). A full-
scale score was calculated by averaging particghaggponses across all items. Higher
scores represent higher perceived levels of pressarbe thin, and scores can range
from 1 to 5. Internal consistency has been dematest in samples of high school and
college women, with Chronbach’s alpha of 0.87 ast-tetest stability over a two-week
period (Stice, Ziemba, et al., 1996). Construditity has been demonstrated through
positive correlations between the PSPS and retetispaeports of pressure from parents

to lose weight during childhood € 0.51; Stice, Ziemba, et al., 1996).
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A clerical error was made in the administratiorthe PSPS to participants.
Specifically, item 8 which reads, "I've noticedteosig message from the media to have a
strong body,” was accidentally omitted from theveyt Despite this error, the measure
still demonstrated solid internal reliability, r.84. Additionally, another item in the
survey, item 7, which states, “I've felt pressuosf the media (e.g., TV, magazines) to
lose weight” also assessed for pressure from trdkameConsequently, the media’s role
in participants’ perceptions of sociocultural prees for thinness was still addressed by
the measure.

Relationship Factors

Relationship factors included measures of sociapstt, perceived mutuality,
and self-silencing. Social support was measuredyube Multidimensional Scale of
Perceived Social Support (MSPSS; Zimet et al., 1988utuality was measured using
the Connection-Disconnection Scale (CDS; Tantill®&nftner, 2010). Self-silencing
was measured using the Silencing the Self Scal&8$STack & Dill, 1992).

Multidimensional Scale of Perceived Social SupportThe Multidimensional
Scale of Perceived Social Support (MSPSS; Zimat.e1988) is a 12-item self-report
measure that was used to measure participanteposas of the adequacy of social
support received from family, friends, and sigrafit others (See Appendix E). Example
items include, “I can count on my friends when gsmo wrong” and “I can talk about
my problems with my family.” The MSPSS uses a fphikert-type scale with
response options ranging from 1 (very stronglyglisa) to 7 (very strongly agree).
Higher scores indicated higher levels of percesecial support adequacy. A total

average score was calculated, and this score oge feom 1 to 7. The reliability of the
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total scale has ranged between .88 and .91 (Zitatt, 6988; Genero, Miller, Surrey, &
Baldwin, 1992). In the current study, scores anrtteasure demonstrated a reliability
estimate of .94. A test-resest reliability estienat .85 has been reported in a college
student sample (Zimet et al., 1988).

Connection-Disconnection Scale.The Connection-Disconnection Scale (CDS;
Tantillo & Sanftner, 2010) is a 17-item measurd thas used to assess perceived
mutuality in participants’ relationships with thenother, father, friends, and partner (See
Appendix F). Administering all four iterations dfi¢ measure was prohibitive in the
current study. It was likely to be too fatiguingdarepetitive, thus posing a high risk that
participants would not complete the survey, esplggace there are a considerable
number of measures total. Consequently, only to#nen, father, and friend forms were
used in the current study. The partner subscaseexeluded as Tantillo and Sanftner
(2010) specify that in order for the scale to bestdered valid, participants need to
currently be in a relationship that has lastee@ast six months, and many college
students may not meet this criteria.

In Section | of the measure, participants were @s&eead a vignette that asked
them to imagine talking with their father, mother friend about something difficult or
painful that had transpired between them, and th@hoose from a list of twelve options
how they thought the other person typically woddpond. Response options vary in
terms of the other’s level of perceived mutualitygl@mpathic responsiveness, and
include, “Gets defensive or hostile and verbalta@ls or blames you,” and “Listens and
asks for clarification, but offers nothing abous biwn response to your concerns and

feelings and, does convey a minimal understandirygpuor experience.” In discussing
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their reason for creating a vignette, Tantillo &ahftner (2010) wrote, “We believed that
a vignette representing a disconnection with theebther would best reflect how the
respondent and the close other empathically negalifference in their relationship in
order to promote each other's growth and the griogghir of the relationship. This
experience is a hallmark of perceived mutuality”Xp4). This first section is meant to
situate the respondent within an interaction atatimnship, and can offer the researcher
a glimpse into how the participant perceives thati@ship, but it is not formally scored
for research purposes.

Then, in Section Il, participants were asked gpoad to 16 items that ask about
how they commonly felt after an exchange like the described in the vignette,
intended to tap into the dimensions of the conswliperceived mutuality, on a 6-point
Likert type scale from 1 (no/not at all) to 6 (extrely). These items ask about the key
theoretical elements of perceived mutuality: empadlnthenticity, engagement,
empowerment, zest, diversity, self-worth, and @ée&r more connections (Miller &
Stiver, 1997). Participants’ responses to thesteanSection Il were averaged across the
16 items and the mean score can range from 1wt higher scores representing
higher levels of perceived mutuality in relationshwith close others. A perceived
mutuality score was calculated for each “targetspeft (e.g., average mutuality with
mother across participants) by averaging partid¢giatores. This calculation was used
for Hypotheses 3, 4, and 5. Additionally, a comf@osutuality score was calculated by
averaging participants’ scores across “target pex8oThis calculation was used for

Hypotheses 1, 6, 7b, and Research Question 1.
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Scores on items of the CDS demonstrated stronghadteonsistency in an
outpatient sample of young women with eating dissdmother = .98, fatherr = .98,
friendr = .97, Tantillo & Sanftner, 2010). In the sammpée, test-retest validity over a
2-week period was adequate (mother.73, father = .86, friendr = .79, withp <.001
for all subscales). In the current study, scorethermeasure demonstrated the following
reliability estimates: mother, r = .97, father, 198; friends, r = .98; and across target
individuals, r = .97. In previous research, scareshe CDS also demonstrated good
construct validity, correlating with the ParentdtaEhment Questionnaire (PAQ; Kenny,
1987), Social Support Questionnaire (SSQ; Sardsanne. Basham, & Saranson, 1983),
and Dyadic Adjustment Scale (DAS; Spanier, 2001t/ worrelations general ranging
between r = .45 to r = .80 (Tantillo & Sanftner,1P). Furthermore, Tantillo and
Sanftner (2010) found that the CDS correlated megjgtwith the Eating Disorder
Inventory — 2 (EDI-2; Garner, 1991). This findisgggests that the CDS is an adequate
measure of perceived mutuality within a sample omen with eating disorder
symptomatology as we would expect lower levels afuality to correlate with higher
levels of eating disorder symptoms, and vice v€Fgatillo & Sanftner, 2010).

Silencing the Self ScaleThe Silencing the Self Scale (STSS; Jack and Dill,
1992) is a 31-item self-report measure used tasadbe construct of self-silencing in
relationships (See Appendix G). The measure asla 5-point Likert-type scale,
ranging from 1 (strongly disagree) to 5 (strongjyese). Higher total scores indicate
greater levels of self-silencing, or less voicedlationships. An example item is “I find
it hard to know what | think and feel because Irgpa lot of time thinking about how

other people are feeling.” The STSS includes the following subscales: (1)
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Externalized Self-Perception, or judging the sglelternal standards; (2) Care as Self-
Sacrifice, or securing attachments by putting tbeds of others before the self; (3)
Silencing the Self, or inhibiting one’s self-exmiEs and action to avoid conflict and
possible loss of relationship; and (4) The Dividadf, or the experience of presenting an
outer compliant self to live up to feminine roleparatives while the inner self grows
angry and hostile (Jack & Dill, 1992). Scale items$, 11, 15, and 21 were reverse-
scored. Participants’ scores were determined bysag up all 31 items for a full-scale
score. Scores can range from 31 to 155.

Construct validity has been established as botltiuthecale and its subscales
have demonstrated strong, positive relationshipls levated depression, decreased self-
care, and low social support (Besser, Flett, & Ba2003; Jack & Dill, 1992). The STSS
total score has demonstrated good internal consigtevith Cronbach’s alphas ranging
from .87 to .89 with samples of undergraduate wo(Basser et al., 2003; Shouse &
Nilsson, 2011), to .93 with a sample of batteredneo (Jack & Dill, 1992). In the
current study, scores on the measure demonstratdalaility estimate of .91.

Personal Factors

Personal factors included measures of internatinadf the thin ideal stereotype,
neuroticism, body dissatisfaction, and poor inteptive awareness. Internalization of
the thin ideal was measured using the Ideal-BodyeBtype Scale — Revised (IBSS-R;
Stice, Ziemba, et al., 1996). Neuroticism was ragssusing the Neuroticism subscale
of the Big Five Inventory (BFI; John, Donahue, &ifle, 1991). Body dissatisfaction
was measured using the Body Shape Questionnaiexisdtl — 10 (BSQ-R-10; Mazzeo,

1999). Poor interoceptive awareness was meassiagd the Difficulty Identifying
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Feelings subscale of the Toronto Alexithymia Seal® (TAS — 20; Bagby, Parker, &
Taylor, 1994).

Ideal Body Stereotype Scale — Revised he Ideal-Body Stereotype Scale —
Revised (IBSS-R; Stice, Ziemba, et al., 1996) @sitem measure that was used to
measure participants’ level of internalization o thin-ideal stereotype (See Appendix
H). Participants were asked to rate their agreémvéh items about the qualities that
they believe make women look attractive. An exani@m is “Slender women are more
attractive.” The IBSS-R uses a 5-point Likert-tygoale ranging from 1 (strongly
disagree) to 5 (strongly agree). Participantg)oeses were averaged for a total score,
and higher scores indicate higher levels of interaion of the thin-ideal stereotype.
Participants’ scores can range from 1 to 5. Thasuee demonstrated good estimates of
internal consistency (r=.89) and test-retest rdltgl{r=.80) in samples of women (Stice,
1998; Stice, 2001). In the current study, scorethe measure demonstrated a reliability
estimate of 79. The IBSS-R has been found to detrate good discriminant validity as
it correlates significantly with a measure of sealtural beliefs about attractiveness
(r=.32, p<.01) (Stice, Ziemba, et al., 1996).

Big Five Inventory. The Neuroticism subscale of the Big Five Invent(@#I;
John, Donahue, & Kentle, 1991) is a 8-item meathatwas used to measure
neuroticism as a key component of negative affeatthas been related to disordered
eating (See Appendix I). An example item is “l aameone who worries a lot.” Items
are endorsed according to a 5-point Likert-typdesfram 1 (strongly disagree) to 5
(agree strongly). Items 2, 5, and 7 of the Neaisit subscale (items 19, 24, and 34 if

using the full Big Five Inventory) were reversedse. Participants’ scores were
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calculated by averaging their responses. Scoresaree from 1 to 5, and higher scores
indicate high levels of anxiety, emotional instdpjland negative emotionality. Previous
research suggests that the Neuroticism subscald bewsed separate from the full BFI,
as was done in the current study, and demonstgated internal reliability with alphas
ranging between .82 to .85 in adult samples (De4p2006; Hampson & Goldberg,
2006; John et al., 1991; John & Srivastava, 1999Yhe current study, scores on the
measure demonstrated a reliability estimate of A&ditionally, over a period of three
months, test-retest reliabilities across subsaalesaged .85 in a community sample
(Rammstedt, & John, 2007).

Body Shape Questionnaire.The Body Shape Questionnaire — Revised — 10
(BSQ-R-10; Mazzeo, 1999) is a 10-item measurewtagtused to assess participants’
level of body dissatisfaction (See Appendix J). eéample item is “Have you found
yourself brooding about your shape?” Items areesetl according to a 6-point Likert-
type scale from 1 (never) to 6 (always). Partioigascores were calculated by summing
the total of their response values. Scores cagerémom 10 to 60, and higher scores
indicate greater strength or salience of negatogylbmage attitudes and body
preoccupation. The BSQ-R-10 demonstrated goodnalt@alidity ¢ = .96) and test-
retest reliability over a three-week period (r £).th samples of female college students
(Mazzeo, 1999). In the current study, scores emtkasure demonstrated a reliability
estimate of .97. All items load highly on one tac¢providing evidence for the
measure’s unidimensionality (Mazzeo, 1999). Furttuee, scores on the BSQ-R-10
correlate with scores on the Body Esteem Scalengéiak Shields, 1984), another

measure of body dissatisfaction, providing supfmrtonstruct validity, and also
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correlate with measures of eating disorder symptology, supporting its predictive
validity (Mazzeo, 1999).

Toronto Alexithymia Scale. The Difficulty Identifying Feelings (DIF) subscale
of the Toronto Alexithymia Scale (TAS — 20; BagBgrker, & Taylor, 1994) is a 7-item
subscale that was used to assess poor interocepiareness (See Appendix K). An
example item is “I am often confused about what tswsnd am feeling.” Participants
respond on a 5-point Likert-type scale ranging frb(strongly disagree) to 5 (strongly
agree). Participants’ scores on the DIF subscale walculated by summing their
responses across the 7 items, and scores canfrangé to 35. Higher scores indicate
more difficulty identifying feelings. The DIF sutale has been used separately from the
full TAS-20 in previous studies (e.g., Tylka & Sabj 2004). Internal reliability
estimates for the DIF subscale ranged betweeri78 and = .86 in samples of college
students (Mazzeo & Espelage, 2002). In the custmty, scores on the measure
demonstrated a reliability estimate of .89. Thiessale also demonstrated adequate test-
retest reliability over a 3-week period< .77; Bagby et al., 1994). It has been found to
be stable and replicable across clinical and norai populations, and has demonstrated
convergent validity through its correlation wittmeeasure of psychological mindedness
(r=-.68) (Bagby et al., 1994).

Eating Disorder Symptomatology

The outcome variable of eating disorder symptonogtplvas measured using the

Eating Attitudes Test-26 (EAT-26; Garner & GarfihkE979; Garner, Olmsted, Bohr, &

Garfinkel, 1982).
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Eating Attitudes Test. The Eating Attitudes Test-26 (EAT-26; Garner &
Garfinkel, 1979; Garner et al., 1982) was used @asure self-reported behaviors and
thoughts associated with disordered eating (Seeedgig L). The EAT-26 has three
subscales: 1) Dieting, 2) Bulimia and Food Preoatiop, and 3) Control. Example
items include, ‘I avoid eating when | am hungryida‘l have gone on eating binges
where | feel that | may not be able to stop.” iegrénts respond to the EAT-26 using a
6-point Likert-type scale, ranging from 1 (never)t (always). Garner and colleagues
(1982) recommended that items marked as nevetyraresometimes be considered
intermediate and given no points (e.g., scored asliereas items marked as often, very
often, or always be given 1, 2, and 3 points, retspaly. Thus, the total scores range
between 0 and 78 points.

The Eating Attitudes Test originally was designe@ssess for full syndrome
eating disorders, as diagnosed by the criteria@fliagnostic and Statistical Manual of
Mental Disorders (Shouse & Nilsson, 2011). Regemthshubeck-West, Mintz, and
Saunders (2001) concluded that the EAT-26 can bé as a broader measure of
disordered eating in a nonclinical sample, thusemnily making it one of the most
frequently used screening tools with a nonclinapbulation. When used as a
continuous measure, EAT-26 scores over 20 indmateerns regarding body weight,
shape, or food (Mintz & O’Halloran, 2000). Furthmare, Mintz and O’Halloran
documented that the EAT-26 differentiated betweeividuals with and without clinical
levels of eating disturbances with a high accuraty of 906. This finding
demonstrates the EAT-26’s validity with clinicalilinical, and non-clinical

populations. Internal reliability has ranged frof to .94 with college student samples
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(Kashubeck-West et al., 2001; Shouse & Nilsson1201n the current study, scores on
the measure demonstrated a reliability estimat®zf The measure has also
demonstrated good test-retest validity=(.86) (Mazzeo, 1999). Finally, scores on the
EAT-26 have been found to be positively correlatéth scores on other measures of
disordered eating, providing evidence for constuadidity (Brookings & Wilson, 1994;

Garner et al., 1982; Tylka & Subich, 2004).
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CHAPTER 5
Results

This chapter includes results from the followingelpninary analyses;
analyses of the hypotheses, research questiongp@mdended questions; and
additional exploratory analyses.

Preliminary Analyses

The analyses were completed using the statistazkgge software IBM SPSS
Version 20. Each variable was checked for whatheet or violated statistical
assumptions of linear regression and ANOVA analysas, normality, linearity, and
homogeneity of variance). The following scalepliiged skewness, as indicated by
values greater than 1: Multidimensional Scale ot®ged Social Support (MSPSS;
Zimet et al., 1988); Ideal-Body Stereotype ScaRevised (IBSS-R; Stice, Ziemba, et
al., 1996); and Eating Attitudes Test-26 (EAT-2@&r@er & Garfinkel, 1979). All other
distributions were close to normal for the othenalales.

The data on all variables were carefully examirgedtitliers by converting raw
scores to z-scores. Z-scores with values grelader ar equal to +/- 3.29 were considered
outliers, in accordance with the parameters sty Tabachnick and Fidell (2007), p.
73. The following variables exhibited between vl twelve outliers: social support, as
measured by the Multidimensional Scale of Perceyedial Support (MSPSS; Zimet et
al., 1988); internalization of the thin ideal, asasured by the Ideal-Body Stereotype
Scale — Revised (IBSS-R; Stice, Ziemba, et al.6);.9%rceived sociocultural pressures
for thinness, as measured by the Perceived SotiwalPressures Scale (PSPS; Stice,

Ziemba, et al., 1996); and disordered eating, assored by the Eating Attitudes Test-26
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(EAT-26; Garner & Garfinkel, 1979). These variableere examined closely for data
entry errors, implausible values, and measurenreotse and none were found (Barnett
& Lewis, 1994). Each of these variables was insggktor whether any scores fell
outside of the expected maximum or minimum rangd,taey did not. Thus, outliers
were not likely due to errors of the above kindsext, the trimmed means of these
variables were examined, and they were found ndifter substantially from the means
calculated from the scores of all participants @ainick & Fidell, 2007; Pallant, 2007).
Furthermore, upon examining prior research witthed#dhese variables, the
means and standard deviations reported in prewiuases conducted with a college
student population were similar to the means aaddstrd deviations of these variables in
the current study. For example, previous samdiésnaale college students have scored
high on the current study’s measure of social sttppesulting in a negatively skewed
distribution (e.g., Clara, Cox, Enns, Murray, & §ardc, 2003; Dahlem, Zimet, &
Walker, 1991). This makes sense in that many gel&udents are likely to endorse that
they receive basic levels of support from theirifgrand friends, as measured by items
such as “l can count on my friends when things gong,” and “My family is willing to
help me make decisions.” Similarly, in previousaarch, female college students have
reported a wide range of eating disorder symptologyo with some students meeting
clinical criteria for an eating disorder (e.g.,Z81tmmons-Craft, Bardone-Cone, & Harney,
2012). Consequently, while technically consideieede “outliers,” participants who
demonstrated high scores on the EAT-26 were retdieeause the purpose of the
current study was to sample students with a rafigatong disorder symptoms that

reflect the range present within the general pdmriaof female college students.
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In order to represent the full range of scores esetbby participants, but not let
outliers unduly distort our analyses, we used the parametric bootstrapping method
for linear regression and ANOVA analyses that ideldi the variables with outliers (e.g.,
social support, internalization of the thin idgsyceived sociocultural pressures for
thinness, and disordered eating) (MacKinnon, LoabaydHoffman, West, & Sheets,
2002; Mallinckrodt et al., 2006; Tabachnick & Fid&007; Pallant, 2007; Shrout &
Bolger, 2002). The bootstrapping procedure is e@was a “best practice” for addressing
non-normality, as this method demonstrates robastimethe presence of outliers
(Mallinckrodt et al., 2006; Sheskin, 2004). Asaaditional check, analyses were
conducted both with and without the outliers to if¢lee statistical estimates were
comparable. Any discrepancies that occurred gerted in the relevant sections that
follow.

The means, standard deviations, range, and inteomzistency estimates of all of
the scales were calculated and are presented ie ZalAll of the scales yielded
acceptable internal consistency as indicated byleach’s alphas ranging from .79 to
.98. Bivariate correlations were conducted betwberindependent variables (e.g., each
sociocultural, relational, and personal variablea] Aetween the independent variables
and the dependent variable (e.g., eating disosdeptomatology), and these correlations
are presented in a correlation matrix (See Tahble 3)

Analyses for Hypotheses
1. Higher levels of perceived mutuality (compositecore across mother,

father, and friends) will predict lower levels of perceived self-silencing.
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Table 2:Reliability estimates, range, means, and standandadions.

Possible Sample

Measure Range Range

Scoring Alpha Mean SD

Scale 1-5 (higher=higher
levels of neuroticism)
Scale 1-6 (higher=higher
BSQ-R-10 10-60 10-60 levels of body 97 37.09 14.04

dissatisfaction)
Scale 1-6 (higher=higher
CDS-Dad 1-6 1-6 levels of perceived .98 3.26 1.37
mutuality)
Scale 1-6 (higher=higher
CDS-Friends 1-6 1-6 levels of perceived .98 439 114
mutuality)
Scale 1-6 (higher=higher
CDS-Mom 1-6 1-6 levels of perceived .97 3.57 1.23
mutuality)
Scale 1-6 (higher=higher
CDS-Total 1-6 1-6 levels of perceived .97 3.74 0.92
mutuality)
Scale 1-6 (higher=higher
EAT 0-78 0-66 levels of eating disorder .92  10.45 11.96
symptoms)
Scale 1-5 (higher=higher
IBSS-R 1-5 1-5 levels of internalization of .79 3.64 0.61
thin-ideal stereotype)
Scale 1-7 (higher=higher
levels of social support)
Scale 1-5 (higher=higher
PSPS 15 1.5 _ levelsofperceived =~ g, 5409 077
sociocultural pressures for
thinness)
Scale 1-5 (higher=higher
levels of self-silencing)
Scale 1-5 (higher=greater
TAL-DIF 7-35 7-35 difficulty identifying .89 16.66 6.60
feelings)

BFI-Neurotic 1-5 1-5 .83 3.22 0.77

MSPSS 1-7 1-7 .94 569 1.12

STSS 31-155 40-142 91 83.79 18.30

BFI-Neurotic=Big Five Inventory, Neuroticism subkgaBSQ-R-10=Body Shape Questionnaire; CDS-
Dad=Connection Disconnection Scale, Dad form; Chigreds=Connection Disconnection Scale, Friends
form; CDS-Mom=Connection Disconnection Scale, Mamnf; CDS-Total=Connection Disconnection
Scale, Total score across all target individualsT EEating Attitudes Test; IBSS-R=Ideal Body Stergut
Scale-Revised; MSPSS=Multidimensional Scale of &eed Social Support; PSPS=Perceived
Sociocultural Pressures Scale; STSS=Silencing ¢ffeS8ale; TAL-DIF=Toronto Alexithymia Scale,
Difficulty Identifying Feelings subscale.
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Table 3.Bivariate correlations between independent and ddpat variables.

Variable 1. 2. 3. 4, 5. 6. 7. 8. 9. 10. 11. 12.

1. BFI-Neurotic 1

2.BSQ-R-10 31 1
3.CDS-Dad  _ogx  _ o3 1

4, CDS-Friends .og* . 12%  29g% 1

5.CDS-MOm  _o*  _pQ& 37+ g 1

6.CDS-Total  .30% .25+  7g%  gor 37k 1

7. EAT 25%  BLM -20%  -10% 17 - 22% 1

8. IBSS-R A3* 35" -11*  -05 -05  -10*  .31% 1

9. MSPSS -13% 02 21 30" 28"  35%  -05 .01 1

10. PSPS 1O G5 .00 .19 .ogw  _ogwm  Bax  oge  -10% 1
11.STSS A0¥ 390 34w 31 34 45w pges 1gm 287 33 1
12. TAL-DIF B4 33x . 30%  -25% .30  -3g%  23= g  -18% .30™ .45 1

BFI-Neurotic=Big Five Inventory, Neuroticism subksaBSQ-R-10=Body Shape Questionnaire; CDS-Dad=€octiwn Disconnection
Scale, Dad form; CDS-Friends=Connection Disconoec8cale, Friends form; CDS-Mom=Connection Discatioa Scale, Mom form;
CDS-Total=Connection Disconnection Scale, Totals@zross all target individuals; EAT=Eating Attias Test; IBSS-R=Ideal Body
Stereotype Scale-Revised; MSPSS=MultidimensionaleSaf Perceived Social Support; PSPS=Perceiveo8altiral Pressures Scale;
STSS=Silencing the Self Scale; TAL-DIF=Toronto Atbymia Scale, Difficulty Identifying Feelings sulzde

* p<.05; *p< .01 (two-tailed)
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This hypothesis was supported by the data. Tleatiregression of perceived
self-silencing scores (STSS) on scores on perceiwddality across mother, father, and
friends (CDS) was significanE(1,449) = 111.77p < .001,R? = .20), a medium effect.

2. Higher levels of perceived self-silencing willnedict higher levels of

reported eating disorder symptomatology.

This hypothesis was supported by the data. Tleatinegression of reported
eating disorder symptomatology (EAT - 26) on scameperceived self-silencing (STSS)
was significantE(1,449) = 41.57p < .001,R? = .09), a medium effect.

3. Higher levels of perceived mutuality with fatherwill predict lower levels of

reported eating disorder symptomatology.

This hypothesis was supported by the data. Tleatiregression of reported
eating disorder symptomatology (EAT - 26) on scamreperceived mutuality with father
(CDS) was significantf(1,449) = 19.11p < .001,R? = .04), a small effect.

4. Higher levels of perceived mutuality with mothemwill predict lower levels

of reported eating disorder symptomatology.

This hypothesis was supported by the data. Tleatinegression of reported
eating disorder symptomatology (EAT - 26) on scamreperceived mutuality with
mother (CDS) was significanE(1,449) = 13.49p < .001,R? = .03), a small effect.

5. Higher levels of perceived mutuality with friend will predict lower levels

of reported eating disorder symptomatology.

This hypothesis was supported by the data. Tleatinegression of reported
eating disorder symptomatology (EAT - 26) on scamreperceived mutuality with

friends (CDS) was significanE(1,449) = 4.27p < .001,R? = .01), a small effect.
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6. Higher levels of perceived mutuality (across mber, father, and friends)

will predict lower levels of reported eating disorager symptomatology.

This hypothesis was supported by the data. Tleatinegression of reported
eating disorder symptomatology (EAT - 26) on scamreperceived mutuality across
mother, father, and friends (CDS) was signific&({tL(449) = 21.97p < .001,R* = .05),
a small effect.

7(a). The sociocultural (sociocultural pressures fahinness), personal

(internalization of the thin ideal, body dissatisf&tion, negative affect, and

poor interoceptive awareness), and relational (sa&l support) components of

Tylka and Subich’s (2004) multidimensional model wi each predict unique

significant variance in reported eating disorder synptomatology.

This hypothesis was partially supported by the .dé&taimultaneousegression
analysis was conducted to explore this hypotheReported eating disorder
symptomatology (EAT - 26) was regressed on scamesooiocultural pressures for
thinness (PSPS), internalization of the thin iqRES-R), body dissatisfaction (BSQ-R-
10), negative affect (BFI), poor interoceptive agraass (TAS-20), and social support
(MSPSS). The simultaneous regression was signifi@@(8,442) = 53.80p < .001,R? =
42), a large effect. Together, the set of predicariables accounted for 42.1% of the
variance in reported eating disorder symptomatalofye following variables each
predicted unique, significant variance in reporating disorder symptomatology:
perceived sociocultural pressures for thinngss, 8.85,p < .001); internalization of the
thin ideal, § = 1.72,p < .05); and body dissatisfactiofs, € .34,p < .001). The following

variables did not account for unique, significaatignce in reported eating disorder
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symptomatology: negative affech € 1.16,p = .09); poor interoceptive awarene$s=(-
.05,p = .57); and social supporf} € -.34,p = .39) (See Table 4).

7(b). Perceived mutuality and perceived self-silemag will each predict

unique significant variance in reported eating disoder symtomatology when

added to the regression model outlined in Hypothesi7(a).

This hypothesis was not supported by the dataimilsaneousegression
analysis was conducted to explore this hypoth&gher perceived mutuality = -.22,
p = .70) nor perceived self-silencing £ .01,p = .83) predicted unique significant
variance in reported eating disorder symptomatoleigen added to the regression
model (See Table 5).

Analyses for Research Questions

1. Does self-silencing mediate the relationship hveeen perceived mutuality

and eating disorder symptomatology?
The results of a series of regression analysesesten) that the necessary relationships
for the mediation test were significant (MallincltpAbraham, Wei, & Russell, 2006;
Preacher & Hayes, 2008) (See Table 6). Specifichigher levels of perceived
mutuality (CDS) were linked to lower levels of ssifencing (STSS) (3=-8.84, t(451)=-
10.57,p<.001) (path a). Higher levels of self-silencingrevlinked to higher levels of
disordered eating (EAT — 26), (3= .16, t(451)=4184001) (path b). Additionally,
higher levels of perceived mutuality were linkeddwer levels of disordered eating (3=-
2.79, t(451)=-4.69<.001) (path c).

The non-parametric bootstrapping approach was asédallows researchers to

increase statistical power without assuming multata normality when testing for
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Table 4.Simultaneous regression of disordered eating respeé®n perceived
sociocultural pressures for thinness, internaliaatof the thin ideal, body dissatisfaction,
negative affect, poor interoceptive awareness, soulal support.

Variables R R2 F p P

Disordered eating

Step 1: 65 .42 53.80 .00
Sociocultural pressures for thinness 3.85 .00
Internalization of the thin ideal 1.72 .03
Body dissatisfaction .34 .00
Negative affect 1.16 .09
Poor interoceptive awareness -.05 57
Social support -.34 .39
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Table 5.Simultaneous regression of disordered eating resgeé®n perceived
sociocultural pressures for thinness, internaliaatof the thin ideal, body dissatisfaction,
negative affect, poor interoceptive awareness,a@tipport, perceived mutuality, and
self-silencing.

Variables R R2 F /] P

Disordered Eating

Step 1: .65 42 40.22 .00
Sociocultural pressures for thinness 3.80 .00
Internalization of the thin ideal 1.71 .03
Body dissatisfaction .34 .00
Negative affect 1.11 1.1
Poor interoceptive awareness -.06 .50
Social support -.27 .53
Perceived Mutuality -.22 .70
Self-silencing .01 .83
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Table 6.Bootstrap analysis of magnitude and statisticahgigance of indirect effects.

*p <.05 level; *p <.001

a path b path ¢ path ¢’ path Mean SEof 95% ClI

v MV DV coefficient coefficient coefficient  coefficient indirect mean for mean
(IV-MV) (MV-DV) (IV-DV) (direct effect indirect

effect) (ab) effect

(lower,

upper)

PM SS ED -8.84** .16** -2.79** -1.39*% -1.40 .36 -2.1542, -
.7450

Note IV=Independent Variable; MV=Mediator Variable; B\Dependent Variable; PM=Perceived
Mutuality; SS=Self-Silencing; ED=Disordered Eatifigenotes values based on the unstandardize
path coefficientsb = unstandardized beta.

significant indirect effects, and addresses théditions of Baron and Kenny's (1986)
causal-steps approach to mediation analysis (MasiinLockwood, Hoffman, West, &
Sheets, 2002; Mallinckrodt et al., 2006; Shrout &lder, 2002). This mediation test
specifies 5,000 randomly calculated bootstrap sas@hd a 95% biased corrected (BC)
confidence interval. A significant mediation effet the .05 level is concluded when the
BC confidence interval does not contain zero (Malkirodt et al., 2006; Preacher &
Hayes, 2008).

Results suggested that when self-silencing waschtidéhe model as a mediator,
the relationship between perceived mutuality asdmiered eating was still significant,
(B =-1.39, t (451) = -2.14, = .03), indicating that self-silencing did rfatly mediate the
relationship between perceived mutuality and diswed eating. However, the total
indirect effects of perceived mutuality on disoetkteating through self-silencing was -
1.40 (95% bootstrap Cl=-2.15, -.78E=.36), indicating statistical significance as the

confidence interval did not contain a zero (Preaé&nhklayes, 2008). Thus, it appears

97



that there may be a partial mediation effect. €muilely, perceived mutuality and self-
silencing accounted for 9.0% of the variance iodisred eatingH(2,448)=23.23,
p<.001,R?=.09).

2. How will participants respond to the open-endedjuestion, “Who in your

life has had the most positivenfluence on your body image and relationship

with food? What specifically about this person and/our relationship with

him or her has had a positive influence on your boglimage and relationship

with food?”

3. How will participants respond to the open-endedjuestion, “Who in your

life has had the most negativéenfluence on your body image and relationship

with food? What specifically about this person and/our relationship with

him or her has had a negative influence on your badimage and relationship

with food?”

A modified version of the consensual qualitativesigach method (CQR-M,;
Spangler, Liu, & Hill, 2012) of qualitative dataaysis was used to analyze participants’
responses to Research Questions 2 and 3. A saall ¢f researchers was composed,
consisting of the principal investigator, a doctatadent in psychology, and one recent
graduate who had studied and patrticipated on relseé@ams using CQR-M. As the first
step, the research team discussed their biasesxpedtations as they pertained to the
material being coded. Next, the coders read aeswbparticipants’ open-ended
responses (N = 60), developed a set of domainsaedories to summarize the key
themes of the responses. Next, each member ebtlirg team independently coded

participants’ responses into one or more domaidscategories, and the team convened
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periodically to discuss codings, talk through dreggnents, and reach consensus. Once
about half of participants’ responses were codegldbctoral advisor reviewed the
team’s codings and offered feedback. Once thepegent coding phase was
completed, the frequency and percentage of ocatgrehresponding for each category
was tabulated, and is reported below (See Table3).7-

Looking at the qualitative results, the most fregjuesponses to the question:
“Who in your life has had the most positivgluence on your body image and
relationship with food?”
were: friends (N=155); mother (N=89); romantic part(N=82); and family (N=74).
The most frequent responses to the question: “Whour life has had the most negative
influence on your body image and relationship atbd? were: friends (N=92); mother
(N=80); society/media (N=76); family (N=74); andepge (mostly female) (N=58).

Looking at the question of how this person or grotipeople influenced them,
participants’ most frequent responses to the questiVhat specifically about this
person and your relationship with him or her has d@ositiveinfluence on your body
image and relationship with food?” were: “affirrmer and/or outer beauty” (N=190);
and “encourage, model, and/or facilitate healthyngaand exercise” (N=171).
Participants’ most frequent responses to the questWhat specifically about this
person and your relationship with him or her has daegativenfluence on your body
image and relationship with food?” were: “criticizz®mment on, and/or tease me about
my weight, shape, eating, and/or exercise habiNs’167); and “influence me through

preoccupation with their own weight, shape, eatamgl/or exercise habits” (N=88).
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Table 7. Participants’ responses to the question: “Who imybfe has had the most

positive influence on your body image and relatiopsvith food?”N=436

Who Frequency (N) Percentage

(%)

Friend(s) 155 35.6

(Female or unspecified)

Mother 89 20.4

Romantic partner 82 18.8

Family 74 17.0

(Includes: family, aunt, sister, brother, cousins,

grandmother)

Parents 19 4.4

Peer/peer groups 19 4.4

(Includes: roommates, teammates, theater group, gir

scouts, RA, women'’s health groups, Internet support

group)

Father 13 3.0

No one/l don’t know 13 3.0

Sociocultural influences 10 2.3

(Includes: celebrities, musicians, feminists, “pkedp

who give compliments, Europeans, Internet bloggers)

Friend(s) 5 1.1

(Male)

Non-familial adult authority figures/caregivers 5 1.1

(Includes: teacher(s), therapist, doctor)

Religious group/figure 3 0.7

Myself 3 0.7

* Note. Percentages add up to more than 100% begaarsicipants’ responses could be

coded in more than one category.

Table 8.Participants’ responses to the question: “Who imybfe has had the most

negative influence on your body image and relatiqmsvith food?”N=434

Who Frequency (N) Percentage

(%)*

Friend(s) 92 21.2

(Includes: female friends, male friends, friendghwi

eating disorders)

Mother 80 18.4

Society/media 76 17.5

(Includes: celebrities, strangers, people | domibl

who judge me)

Family 74 17.1

(Includes: family, aunt, sister, brother, cousins,

grandparents, grandmother)
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Who (con't.) Frequency (N) Percentage

(%)

Peers — female or unspecified 58 134

(Includes: roommates, teammates, acquaintances,

other women on campus, greek life)

No one/l don’t know 35 8.1

Father 30 6.9

Parents 17 3.9

Romantic partner 13 3.0

Myself 12 2.8

Non-familial adult authority figures/caregivers 9 2.1

(Includes: teacher, coach, doctor)

Peers — male 6 14

(Includes: teasing by boys when younger, male peers

who gaze at my thighs)

* Note. Percentages add up to more than 100% begaarsicipants’ responses could be

coded in more than one category.

Table 9.Participants’ responses to the question: “What sfieally about this person
and your relationship with him or her has had aigwes influence on your body image

and relationship with food?N=378

How Frequency (N) Percentage
(%)*

Affirm inner and/or outer beauty 190 50.3
Encourage/model/facilitate healthy eating and aserc 171 45.2
Broadly provide supportive relationship/interacgon 45 11.9
Subscribe to attitude that eating is for enjoyment 42 11.1
Receive neither encouraging nor hurtful 41 11.1
comments/issues related to body and/or food not
discussed
Embrace realistic standards of beauty/show awasehes 31 6.5
of unrealistic ideals
Relate on issues involving food and weight 15 4.0
Support weight loss and/or gain 13 3.4
Serve as downward social comparison 12 3.2

* Note. Percentages add up to more than 100% begaarsicipants’ responses could be

coded in more than one category.
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Table 10.Participants’ responses to the question: “What speally about this person
and your relationship with him or her has had a adge influence on your body image
and relationship with food?N=381

How Frequency (N) Percentage
(%)*
Criticize/comment on/tease me about my body 167 43.8
weight/shape, eating habits, or exercise habits. *
Influence me through preoccupation with their own 88 23.1
weight/shape, eating, exercise. *
Portray/idealize images of unrealistically thir, fi 54 14.2

and/or attractive women.

Passive influence — serve as a standard againshwhi 51 13.4
compare myself and feel inferior.

Expose me to unhealthy food, too much food, or set 30 7.9
poor example by making unhealthy/overindulgent

choices around food.

| criticize myself most harshly (and engage in 16 4.2
maladaptive eating patterns)

Criticize/comment on others’ body weight/shape, 12 3.1
eating habits, or exercise habits. *

Other: 9 2.4

a. Make me feel guilty for my natural thinness.
b. Commented on aspects of body image and
attractiveness other than weight and shape
(e.g., attractiveness of face, pale skin tone)

* Perceived or explicitly stated.
** Note. Percentages add up to more than 100% Isecparticipants’ responses could be
coded in more than one category.

Additional Analyses

Post hoc analyses utilizing one-way ANOVAs weredtaried in order to test whether
there were differences in perceived mutuality, pemed self-silencing, and other key
study variables between those participants whotheetliagnostic criteria for an eating
disorder (“clinical group”), according to their ses on the Eating Attitudes Test — 26
(EAT - 26) (N=71), and those participants who dud {isubclinical group”) (N=380).

Analyses revealed that there were differences kmiwiee two groups on the following
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variables: perceived mutuality (across mother,dgthnd friends),R(1,449) = 17.10p <
.001); perceived mutuality with motheF((,449) = 11.15p < .01); perceived mutuality
with father, £(1,449) = 17.04p < .001); self-silencing,H(1,449) = 23.23p < .001);
perceived sociocultural pressures for thinndsdl,,449) = 116.41p < .001);
internalization of the thin idealf~(1,449) = 26.72p < .001); body dissatisfaction,
(F(1,449) = 169.33p < .001); negative affectF(1,449) = 14.65p < .001); and poor
interoceptive awareness$;((L,449) = 14.65p < .001). Specifically, the clinical group as
compared to the subclinical group scored signitigamgheron the following variables:
self-silencing; internalization of the thin idebbdy dissatisfaction; poor interoceptive
awareness; and perceived sociocultural pressuré¢ifmess, and significantlgwer on
the following variables: perceived mutuality (agesother, father, and friends);
perceived mutuality with mother; and perceived mality with father. Analyses revealed
that there were no significant differences betwientwo groups on social support,

(F(1,449) = .31p = .58) and perceived mutuality with friends(X,449) = 2.0p = .06).
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CHAPTER 6
Discussion

In this chapter, the current study’s findings arespnted and discussed. The first
two sections discuss the results of the analysgsetplored the relationships between
perceived mutuality and disordered eating, and éeitwself-silencing and disordered
eating. The third section discusses how eacheokdy variables: perceived mutuality,
self-silencing, and disordered eating, relatedaitheother through an analysis of
mediation. The fourth section discusses the residiithe examination of the
multidimensional model. The fifth section discussenilarities and differences between
clinical and sub-clinical groups of participaniBhe sixth section discusses the results of
the qualitative analyses. Finally, the implicasanf this study’s findings, possible
directions for future research, and the limitatiohghis study, are discussed.
Perceived Mutuality and Disordered Eating

As hypothesized, higher levels of perceived muttyalith (1) father, (2) mother,
(3) friends, and (4) overall (across father, mathed friends) predicted lower levels of
reported eating disorder symptomatology, and thexesize of each of these regression
analyses was small. This means that those patitspvho reported having relationships
characterized by higher levels of the back-andafidw of thoughts, feelings, and
activity (Genero et al., 1992) reported lower levafl engagement in disordered eating
behaviors. These results align with and exterdalody of empirical research,
mostly correlational in nature, that has begurufagpsrt the relationship between
perceived mutuality and disordered eating.

For example, Sanftner and colleagues (2004) explibre association between

104



perceived mutuality in relationships and friendd disordered eating, and found a
negative relationship, even when controlling fopession. Tantillo and Sanftner (2010)
also explored the relationship between mutuality disordered eating in a clinical
sample of adolescent girls and women being trefateglating disorders at the outpatient
and partial hospitalization levels of care. Resudtlicated that, overall, higher mutuality
scores across relationships with one’s mothergfatmartner, and friend, were correlated
with lower scores on the Eating Disorders Invedi(fEDI-2; Garner, 1991).
Furthermore, scores on the father, but not moffeceived mutuality form predicted
scores on the Body Dissatisfaction and Bulimia sales of the EDI-2. Tantillo and
Sanftner (2010) noted that this finding calls fortiier investigation.

The current study’s findings extended the literatoin perceived mutuality
because this is the first time that a total scoss used (e.g., an “overall” perceived
mutuality score across father, mother, and frieadyl calculating the scales in this way
yielded robust psychometric properties, and rediabbults. While the previous research,
cited above, suggested that relationship-specéicgved mutuality (e.g., mutuality with
father) may relate to disordered eating outcomiésrdntly, the current study found that
the mother, father, friend, and overall versiopeifceived mutuality were all negatively
related to disordered eating, and each effectvwamesmall. This suggests that
researchers may be able to use the total scoeslt@we burden on participants in terms of
repeating the same set of questions three timesmasahducting more parsimonious
analyses.

Self-Silencing and Disordered Eating

As hypothesizedjigher scores on self-silencing predicted highereson
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reported eating disorder symptomatology, and thexesize of this regression analysis
was medium. This means that those participantsemdorsed higher levels of
withholding those emotions, opinions, strengthsl eagpabilities perceived to be
threatening to the maintenance of relationshipsk(JE©91, 1999) also endorsed higher
levels of engagement in disordered eating behavibh&se results are in accordance
with previous research findings. A small, but giogy body of empirical research has
begun to support the theoretical associations letwself-silencing and eating disorder
symptomatology. For instance, Geller and colleag@800) found that women with
Anorexia Nervosa, as compared to women withoutyalpatric diagnosis, had
significantly higher scores on self-silencing, ($T3ack & Dill, 1992) even after
controlling for depression and self-esteem. Additlly, Wechsler and colleagues (2006)
found a positive correlation between score on si&dfacing and disordered eating in a
sample of college women.

Thus, the relational feminist construct of selesiting was a robust predictor of
disordered eating symptoms in the current study.th& motivations underlying
disordered eating behaviors are considered totbgpgrsonal in nature (e.g., to please
others) (Tylka & Subich, 2004), it makes sense #ghabnstruct such as self-silencing,
which gets at how individuals censor their authesélves to paradoxically remain
connected in relationships, may exhibit a modeyatbng relationship with disordered
eating symptoms. Additionally, when used in thaeteat of the current study, silencing
the self is seen as a maladaptive phenomenon.reFgsearch may wish to explore
whether this assumption applies cross-culturally ssgrounded in the values of a

Western society.
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Perceived Mutuality, Self-Silencing and DisorderedEating

As expected, higher levels of perceived mutuatibniposite score across mother,
father, and friends) predicted lower levels of péred self-silencing, and the effect size
of the regression analysis was medium. One stuaby/faund that explored the
relationships between perceived mutuality and si#facing in a sample of participants
with disordered eating symptoms. In this studycWéter and colleagues (2006) found a
negative relationship between perceived mutuahty silencing the self in a sample of
college women. Thus, the results of the currerdysalign with the one previous finding
that has been published in the literature. THetieship makes theoretical and intuitive
sense. Specifically, experiencing a high levahotuality in relationships relates to
perceiving a sense of competence and to beingrtithly seen and heard — the
antithesis of self-silencing in which individualerpeive their needs as secondary,
themselves as less powerful, and keep authentis pithemselves out of their
relationships (Wechsler et al., 2006).

A subset of the above findings set the stage &img a meditational analysis.
Specifically, we explored whether self-silencingdiaged the relationship between
perceived mutuality and eating disorder symptonogtpl While no studies were found
that explored whether self-silencing or perceivaduality act as mediating variables
with the outcome variable of eating disorder symmtology, Whiffen and colleagues
(2007) found that self-silencing significantly matid the relationship between marital
conflict and depressive symptoms. While the vadesistudied by Whiffen et al., (2007)
are not the same as those chosen for the currahyt, she predictor variables, marital

conflict and perceived mutuality, both broadly rdferelationship quality. The outcome
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variables, depressive symptoms and disorderedgedtith refer to negative
psychological symptoms. Thus, the current studkéal to the result of Wiffen and
colleagues’ (2007) study to inform the orderingrad variables.

This research question was supported by the dateen self-silencing was added
to the model as a mediator, the relationship betvpegceived mutuality and disordered
eating was still significant, indicatingpartial mediation effect. It is important to
examine possible mediation to understand the “vand “how” of disordered eating.
Understanding mediation effects may be especialfyortant in order to advance
knowledge of the risk factors for and protectivetéas against disordered eating, as
previous research suggests that a complex sebp$ychosocial mechanisms result in
these symptoms. The partial mediation results esigeglf-silencing accounts for some,
but not all, of the relationship between perceimaduality and disordered eating. This
implies that there may be some direct relationblefpveen the perceived mutuality and
disordered eating, and that there may also be atledrating variables that explain the
relationship between mutuality and disordered gatin

Previous theory and research may shed light orfitidsng. The literature
suggests that body image (a robust predictor @rdeyed eating) is a component of the
self-concept that emerges through key interpers@ataionships, but little is known
about the mechanisms that underlie the connecttmden the quality of these
relationships and body image/eating behaviors,(gnantuono & Tylka, 2012;
Kearney-Cooke, 2002). It may be that having reteghips that are non-mutual in nature
results in an internalized view that parts of te sannot be revealed in relationships,

and this impacts the development of disorderechgatymptoms (e.g., Ackard,
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Neumark-Sztainer, Story, & Perry, 2006; PanfilispbBaglio, Rossi, Zita, & Maggini,
2003).

The above theoretical propositions have been stgghtinrough empirical
research (e.g., Cash, Theriault, & Annis, 2004;r@gh& Mallinckrodt, 2009;
lannantuono & Tylka, 2012; & Wood-Barcalow, Tyll&aAugustus-Horvath, 2010).
Scholars have proposed the idea that patterndfedilgscing may develop for
individuals as they experience themselves in @atiips and internalize relational
patterns based on how others respond to them \&eghsler et al., 2006). Moreover,
these relational patterns and ideas about the-fisetlation” may be tied to disordered
eating behaviors as scholars have also suggestethéhmotivations underlying
disordered eating behaviors are considered totbgpgrsonal in nature (e.g., to please
others) (Tylka & Subich, 2004).

Multidimensional Model

Model I. Two versions of a multidimensional model of ddened eating
symptomatology were tested. In the first modalinaultaneous regression was used to
explore whether the following variables would e@ckdict unique variance in disordered
eating: sociocultural pressures for thinness; nakzation of the thin ideal; body
dissatisfaction; negative affect; poor interoceptiwareness; and social support. This
model was tested in order to see if the variablelided in Tylka and Subich’s (2004)
multidimensional model would be supported in theent study. Moreover, the
variables included in Tylka and Subich’s (2004) anthe current study fall under each
of the three major domains (i.e., socioculturatspaal, and relational) considered

necessary in the conceptualization and predicti@abng disorders (e.g., Mintz &
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Wright, 1993). This hypothesis was partially supgd by the data. Together, the set of
predictor variables accounted for 42.1% of thearare in reported eating disorder
symptomatology. Not all of the variables predicteique variance in disordered eating.
The variables that did predict unique variance wpeeceived sociocultural pressures for
thinness; internalization of the thin ideal; andipalissatisfaction. The following
variables did not account for unique, significaatiance disordered eating: negative
affect; poor interoceptive awareness; and socigbsu.

In terms of how these findings fit with previousearch, there are multiple
factors to consider. For instance, in the Tylkd Sabich (2004) study, the sets of
socicultural, personal, and relational variablesoaated for 62% of the variance in
womeris eating disorder symptomatology. A number ofdexctould explain why Tylka
and Subich’s (2004) study accounted for more vagan disordered eating — a primary
one being the difference in data analytic strategiEhe current study used simultaneous
regression while Tylka and Subich (2004) used SEMaracteristic of SEM is the
ability to examine direct and indirect effectsdéed, in Tylka and Subich’s (2004)
study, not all of the variables within the socidatdl, personal, and relational domains
directly predicted unique variance in eating disorder spmttology. Specifically, there
were direct paths between the variables of frievailad support, body image disturbance,
and poor interoceptive awareness to the outcomablay eating disorder symptoms.
There were indirect paths between the variablgsedsure for thinness, family social
support, negative affect, internalization of thimtldeal to the outcome variable, eating
disorder symptoms.

In comparison to SEM, simultaneous regression reguhat the predictor and
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outcome variables be significantly correlated, #rad each predictor variable is not too
highly correlated with any of the other predictariables, in order to obtain unique
variance. If the predictor variables are even maigé¢y correlated, they “siphon” off
shared variance from one another due to multicedliity (Tabachnick & Fidell, 1996).
For instance, neither neuroticism nor alexithymedea unique contribution to
disordered eating when included in the multidimenal model. Since these two
variables were moderately correlated=ab4, it is possible that they did not make a
unique contribution because of common variance vdomsidered concurrently.

In the current study, we were less interestederréhationships between the
predictor variables, and more interested in legrmvhich predictor variables made a
unique contribution to eating disorder symptomaigloWe wondered how the cohort of
variables chosen in the Tylka and Subich (2004)ystper the literature’s suggestion that
variables within the sociocultural, personal, agldtional domains were all important
predictors of eating disorder symptomatology, fioretd in the current study’s sample of
college women. In our study, the variables thatimted unique variance in eating
disorder symptomatology were: perceived sociocaltpressures for thinness;
internalization of the thin ideal; and body dissfaction. As these variables are the most
body- and weight-focused, it is not surprising ti&ty predicted unique variance. In a
study of 249 undergraduate women, Twamley and 0a999) found that awareness of
sociocultural thinness norms, internalization @& thin idea, and body dissatisfaction
predicted 50% of the variance in eating patholegyile other factors (e.g., conformity
gender role, feminism, past and current family pedr influences, BMI, body fat, waist-

to-hip ratio, perceived shape, self-esteem, ancepexd control over weight and shape)
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added only 14% additional variance. Variablesmegasured in the current study, such as
genetics, developmental history, or other perstawbrs, may explain additional
variance if included.

A second factor that could explain the differentéhie amount of variance in
disordered eating accounted for between Tylka armc8’s (2004) study and the current
study is sample differences. For instance, theeatistudy sampled college women from
the entire campus population, while Tylka and Shilfg004) sampled exclusively from
psychology students and students who were membemsarities. Furthermore, the
current sample was more diverse with students lof comprising 36.6% of the sample,
as compared to 21% of Tylka and Subich’s (2004)damResearch is mixed about
whether there are individual differences acrosmland ethnic groups with respect to
the risk factors for and protective factors agathsordered eating (e.g., Shaw, Ramirez,
Trost, Randall, & Stice, 2004; White, Kohlmaier,rado-Sullivan, &Williamson,

2003); thus, this could have played a role in tineent study.

A third factor that could explain the differencetive amount of variance in
disordered eating accounted for between Tylka armc8’s (2004) study and the current
study is the measures used. For instance, singa @pd Subich (2004) used SEM, they
sometimes used two measures of the same, or sidlastructs in order to assess for the
latent variable construct. The current study usdg one measure for each construct.
For example, in order to assess the constructtefmalization of the thin ideal, Tylka and
Subich (2004) used the Internalization subscaté®Sociocultural Attitudes Towards
Appearance Questionnaire (Heinberg et al., 1998)tlam Ideal-Body Stereotype Scale-

Revised (IBSS-R; Stice, Ziemba, et al., 1996), e/t current study used only the latter
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measure.

In addition, in some cases, the current study dgéetent instruments than Tylka
and Subich (2004) in order to measure the samdrcehsgiven prohibitive factors such
as cost or lack of availability. For instance, therent study used the Multidimensional
Scale of Perceived Social Support (MSPSS; Zimat.£1988 to measure social support,
while Tylka and Subuch (2004) used the Friendskardily subscales from the
Perceived Social Support Scale (Procidano & Hell@83). Furthermore, the current
study used the Neuroticism subscale of the Big Fiventory (BFI; John et al., 1991) to
measure the construct of neuroticism, while Tylkd &ubich (2004) used the
Neuroticism subscale of the NEO-Five Factor Inven{€osta & McCrae, 1992). These
differences in the instruments used could accaum$dme of the difference in the
amount of variance in disordered eating accourdetddtween the two studies.

Model Il. In the second model a simultaneous regressioruses to explore
whether perceived mutuality and self-silencing wiloehch predict unique variance in
disordered eating when added to the multivariatdehoutline above. This hypothesis
was not supported by the data. Neither perceivediatity nor self-silencing predicted
unique significant variance in reported eating diso symptomatology when added to
the multivariate regression model.

While perceived mutuality and self-silencing haee found to predict
disordered eating symptoms outside of the multatarmodel (e.g, Tantillo & Sanftner;
2010; Wechsler et al., 2006) as well as in theanurstudy, they did not make a unique
contribution when considered as part of a multidimenal model. Again, due to

multicollinearity, it could be that some variabkdgare common variance in their
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prediction of disordered eating, and as a resalfat contribute unigue variance
(Tabachnick & Fidell, 1996). It could also be thia relational variables of self-
silencing and perceived mutuality and self-silegalio not represent a key risk factor for
and protective factor against disordered eatimgteld, perhaps we need to more closely
consider the relational influences — at the “ma@od “micro” levels — that are specific
to messages and models about weight, shape, eéathrayiors, and exercise behaviors.
Otherwise stated, while the more “domain-generaitronal variables such as social
support, perceived mutuality, and self-silencingyrdamonstrate some significant
relationships with disordered eating symptoms ntlest powerful relational influences
may be “domain-specific,” with the domain being seges and models about weight,
shape, eating behaviors, and exercise behaviors.

This above reasoning is supported by the findifdeecurrent study.
Specifically, participants’ scores on the Percei8ediocultural Pressures Scale (PSPS;
Stice, Ziemba, et al., 1996) contributed the mosque variance to disordered eating
symptomatology. This measure assesses for pamitspperceptions of pressures to be
thin from significant others (e.g., family, friendsgnificant others) and the media.
However, this scale may not get at all of the facét'macro-* and “micro-level”
pressures that participants endorsed in the gqtieéiteesponses. For instance, the
Perceived Sociocultural Pressures Scale (PSP&, immba, et al., 1996) gets at
pressure from others to be thin and lose weightphtticipants talked about feeling these
pressures through a variety of messages — somettmagseard messages about their
weight, but other times it was directly about thesting habits or exercise habits.

Moreover, the comments that they heard were naaydvabout themselves — sometimes
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these comments were about other people (and utenfled them), and sometimes the
person making the comments was making them abentdélves (e.g., moms who fixate
on their own weight may be provocative for partifs). Furthermore, the Perceived
Sociocultural Pressures Scale may confound mes$§agesociety/media at the “macro-
level” and messages from parents, friends, or asigisficant other, at the “mirco-level.”
These two levels may operate differently, and mayelit from further studies on how
they might function separately in the predictiorbofly image disturbances and
disordered eating symptoms.

Consequently, a more nuanced measure that assessssges from significant
people in one’s life may help to parse out thesepiex influences. There are two
measures that have been designed to assess feinflasnces — the Caregiver Eating
Messages Scale (Kroon Van Diest & Tylka, 2010) twedFamily History of Eating—
Students Scale (Moreno & Thelen, 1993). The formeasure gets at caregiver
messages and models growing up, but the currety’stfindings suggest that a measure
may wish to assess fpastmessages and models, as wek@sentmessages and
models. Additionally, the Caregiver Eating Messaigstrument (Kroon Van Diest &
Tylka, 2010) assesses for current messages froemgahfigures, but our research
suggests that we should also be exploring messagksodels from other significant
people, namely friends, peers, and extended fatoilgame a few. The latter measure
assesses for current and past messages, and asksdlloences outside of one’s
parents, but it is not well-validated, and inifislychometric properties were just
adequate. Despite these limitations, ThwamleyRans (1999) did find that higher

degrees of family influence to be thin was a reg&tér for higher levels of thin-ideal
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internalization, in the presence of lower levelawfareness of thinness norms, in a
sample of college students. Future research stiocld on developing more valid and
reliable measures to assess for “micro-level” iafices on internalization of the thin
ideal, body dissatisfaction, and disordered eatyrgptoms.

Differences Between Clinical and Sub-Clinical Group

Exploratory post-hoc analyses examined whethed#&te support the continuity
hypothesis of eating disorder symptomatology ortiviethere are statistically
significant differences between participants wha the criteria for a possible eating
disorder (i.e., “clinical group”) and participamo did not meet the criteria for a
possible eating disorder (i.e., “subclinical groupi each of the variables explored in
this study. A series of one-way ANOVAS revealedl tihere were differences between
the two groups on the majority of the variables.

Specifically, participants in the clinical grous, @mpared to participants in the
subclinical group, scored significantlygheron: self-silencing; internalization of the thin
ideal; body dissatisfaction; poor interoceptive eem&ss; and perceived sociocultural
pressures for thinness, and significatdhyer on: perceived mutuality (across mother,
father, and friends); perceived mutuality with methand perceived mutuality with
father. Analyses revealed that there were notfeegnt differences between the two
groups on social support or on perceived mutualiti friends.

These results align with previous research whiggests that eating-related
variables (e.g., depression, disturbances in thqnind eating attitudes, drive for
thinness, dietary restraint, and self-esteem) Wl an orderly downward progression

with those individuals with the most severe disoedezating symptoms scoring the
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highest, and those with the least severe symptom®) symptoms at all, scoring the
lowest (Franko & Omori, 1999; Stice et al., 1998Yhile the current study did not have
more than two levels of eating disturbance to exanthe results of the previous study
begin to lend support to the continuity hypothears] a further examination of the
current study’s key variables could be carriedindtiture research with a measure of
eating disorder symptomatology that allows for iggréints to be divided into more that
two groups in terms of level of eating disturbafeg., the Q-EDD; Mintz, O’Halloran,
Mulholland, & Schneider, 1997). Moreover, thesiedénces suggest the possibility that
different models may be needed to more fully undexsthe risk factors for and
protective factors against disordered eating betmawn clinical versus subclinical
groups.
Qualitative Findings

A number of interesting findings arose from thelgative data. Participants
were asked two questions: (1) “Who in your life hasl the most positiviefluence on
your body image and relationship with food? Whacsjically about this person and
your relationship with him or her has had a posiinfluence on your body image and
relationship with food?” and (2) “Who in your lifeas had the most negatiwvgluence on
your body image and relationship with food? Whacsjically about this person and
your relationship with him or her has had a negsatifluence on your body image and
relationship with food?”

In regard to who participants named as having Imadfauence on their body
image and relationship with food, there were sowtalrie similarities and differences.

Specifically, participants stated that their frier(85.6%), mother (20.4%), romantic
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partner (18.8%), and family (17.0%) have had thetrpositive influence on them, and
that their friends (21.2%), mother (18.4%), sodmgdia (17.5%), family (17.1%), and
peers (mostly female) (13.4%) have had the mosttheginfluence on them. Thus,
looking across the data, participants’ responsgisated that their friends, mothers, and
family have served as the most important posaivénegative influences. A small
subset of participants indicated that the sameopeserved as the most positive and the
most negative influence. As much of the previoseaech on body image and eating
behaviors has focused on the negative aspectesé fthenomena (e.g., body
dysmorphia, eating disorders) (lananntuono & Tylal2), the above qualitative
findings add to our knowledge of thegative and positiveiterpersonal and societal
influences on body image and eating behaviors.

Some interesting differences also emerged betweepdrson or group of people
that participants named as having had influencedhtiither positively or negatively.
For instance, 18.8% participants stated that tie@rantic partners have had an important
positive influence on their body image and relagiap with food while only 3.0% of
participants stated that romantic partners haveahaegative influence. This may be
especially notable given that only a subset, justen half (42.7%), of participants
reported that they were currently in a relationshipd most participants noted that a
current boyfriend, not an ex-boyfriend, influendedm. Thus, compared with the people
whom participants overwhelmingly stated have haith positive and negative
influences, romantic partners may have a unigueiroproviding a mostly positive
influence. This finding may shed some importagiition a relatively unexplored area of

research — healthy romantic relationships as agptige factor against disordered eating
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in college women. Furthermore, most participaB®4) either specified that their
partner was male or did not specify the gendeheif partner, while 8% specified that
their partner was female. Thus, the fact thatthgabmantic relationships emerged as a
potential protective factor suggests that many womay have a distorted perception of
how thin male romantic partners expect them to be.

Additionally, 17.5% participants stated that sogietedia (e.g., celebrities) has
had the most negative influence on their body imagerelationship with food while
only 2.3% participants stated that socioculturatdes (e.g., celebrities, musicians,
feminists) have had a positive influence. Agaomepared with the people whom
participants overwhelmingly stated have had botitp@ and negative influences,
participants suggested that society and the mexia & unique role in providing a mostly
negative influence. This finding is not surprismigen the robust body of literature
documenting the harmful impact of socioculturalgsiees, especially the media, on body
image and the development of disordered eatinguwetsa(e.g., Stice, 1994, Striegel-
Moore et al., 1993).

Participants were also asked how their body imageralationship with food
were positively or negatively influenced by thegmer or people that they named. In
response to the prompt of how they were positivglyenced, participants’ responses
were most frequently summarized by the followingnies: “affirm inner and/or outer
beauty” (50.3%) and “encourage, model, and/or ifatd healthy eating and exercise”
(45.2%). The following are responses that wereedags the former theme, “He [my
father] has always told me I'm beautiful and thahrare not attracted to twigs, and really

a man should love me for my heart and brain, artanyobody shape. He always makes
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me feel better about myself,” and “My boyfriend $hgotten me from wearing a full face
of makeup to none at all, and stopped me from skgpmeals and such because he's
convinced me that | am beautiful simply the waynl.’a

The following are responses that were coded attez theme, “My family...the
foods we eat at home are much better for me aeel like I'm eating the right amount to
be comfortably full,” and “My mom.is active and healthy and she cooks very good,
well-balanced meals.” As has been mentioned,dkearch on body image and eating
behaviors has been heavily slanted towards patfiol8¢riegel-Moore and Cachelin
(1999) and Grogan (2010) have called for schotarohsider adding a focus on positive
body image to learn more about not only what presvbody dissatisfaction and
disordered eating, but also what enhances favoeatdleadaptive attitudes about food and
one’s body. The qualitative responses gathereaithr the current study can help
expand our understanding of what the interpersiawctbrs are that may contribute to
healthy attitudes and behaviors.

In response to the prompt of how they were negigtimluenced, participants’
responses were most frequently summarized by tlewiog themes, “criticize,
comment on, and/or tease me about my weight, sleapieg, and/or exercise habits”
(43.8%);, and “influence me through preoccupatiatin wheir own weight, shape, eating,
and/or exercise habits” (23.1%). An example oposses that were coded as the former
theme are: “My grandmother...constantly commentsheraimount of food | eat, and my
weight. For my age, height, and weight, | am ageranaybe slightly below where | am
supposed to be. | eat a lot because | am alwaygriiand she has always made me feel

guilty about it, saying that the amount | eat isgiisting’ and it is ‘starting to show,™
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and “My mother has been the most negative influer&tee cautions me to watch my
weight and tells me that | shouldn't get any headed sometimes she squeezes my arms
and says ‘Oh, you got fatter.” These quotes offear examples for the cross-
generational transmission of concerns about weight.

The following are examples of responses that weded as the latter theme: “My
best friend...is obsessed with food/dieting/being @imd it causes me to be the same way
and think badly about my body,” “My mother. We damtalking about something
completely unrelated and she will relate it backveaght, and she tells me about what
she’s eaten that day nearly every time we talthink she thinks she’s being helpful, but
she has made me obsessed and preoccupied with igiyt\wimce | was 7 years old,” and
finally, “My mom — she is very concerned about tiveight (even though she really
shouldn’t be), expresses a lot of concern overgagimd jokingly (but no-so-jokingly)
talks about how she wishes she could get plastgesy, and always talks about dieting.”

These responses may help to broaden our undenstpofidihe helpful and
harmful messages about food and weight that colkegaen receive from significant
people in their lives, particularly their mothess@mpared to their fathers, and their
friends. Specifically, participants’ most frequeesponses, as coded by the theme of
“criticize, comment on, and/or tease me about migkteshape, eating, and/or exercise
habits” (43.8%) have been reflected in such measasehe Perceived Sociocultural
Pressures Scale (PSPS; Stice, Ziemba, et al., 1886 assesses participants’
perceptions of pressures to be thin from significdahers (e.g., family, friends,
significant other) and the media. However, to mgwledge, there are no measures to

assess the second most frequent response froraijpants, namely, that others
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negatively influence them through “preoccupatiothwheir own weight, shape, eating,
and/or exercise habits.” As this was a very commesponse from participants, future
research may wish to explore it further as a rasidr.
Implications and Directions for Future Research

This section discusses the implications of theltesid the current study, and
proposes ideas for future research. One themethatged in both the quantitative and
gualitative findings was this — participants en@drthat messages and modeling at both
the “macro” level (e.g., society, media) and thacho’ level (e.g., parents, family,
friends) were highly related to their body image aslationship with food. This theme
is consistent with previous findings (e.qg., Stit@94, 2002; Tylka & Subich, 2004) that
suggest that sociocultural influences set the ctonét stage from which psychological
health or distress develop. The current studydifigs suggest that therapeutic
interventions, broadly construed (e.qg., individingrapy, group therapy, student affairs
programming), may want to include a focus on malexpglicit the messages and
modeling that college women have received, bothetmacro- and micro- levels, about
weight, shape, eating habits, and exercise haBitisiging awareness to and raising
critical consciousness about these messages anelsmody be an important piece in
helping college women to heal their maladaptivédirigs, thoughts, and behaviors related
to food. As noted, future research is necessadgtermine whether this approach is
efficacious within a university or therapeutic cextt

Additionally, the current study added to our knadge of the ways in which
relationships are connected to disordered eatimglagnd protective factors. For

instance, participants’ responses to the open-eqdestions illuminatedhoin their life
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influenced their positive and negative relationshpth food and weight, arttbwthis
person or group of people influenced them. Paaditis’ responses yielded novel
findings about the important role that family memshdriends and peers, romantic
partners, and society play in the transmissioratiies and beliefs about food and weight.
These findings enhanced the current study’s qusivit results, and pointed to the
importance of exploring messages and modeling futrars in preventative and remedial
eating disorder interventions. Specifically, givbe qualitative results in which
numerous participants suggested that friends anblerehave both negative and positive
effect, through messages and modeling, on theiy budge and relationship with food,
interventions and further research may wish togfatigese groups. Furthermore, the
mixed methods approach elucidated important themtéee current study, and is
recommended for future research.

In terms of future research that could be berafto increasing our knowledge of
non-disordered eating, and disordered eating symgttalogy at the clinical and sub-
clinical levels, longitudinal research may be kais type of research design will allow
us to better understand the temporal relationséigvéen variables. As a result, we may
be able to better pinpoint whether particular y@ga may be targeted for intervention
most effectively at specific developmental periodsnajor transitions (e.g., the transition
to college). This suggestion for longitudinal r@®d has been echoed by other
researchers who are working toward building muttata path models of the risk and
maintenance factors for, and protective factorsrafiadisordered eating symptoms in
clinical and subclinical samples (e.g., Stice, 2(®Xe et al., 1996; Tylka & Subich,

2004)
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In addition, much of the previous research has beeawily slanted towards
preventing or healing negative body image and de@d eating, at the expense of
research on promoting positive body image and hga&ating (Grogan, 2010; Striegel-
Moore & Cachelin, 1999). Researchers have advddatduture research to focus on
positive body image, suggesting that the studypokitive, adaptive, or healthy body
image is essential to the future of the field” ($ako% Cash, 2011, p. 472). Positive
body image, and the investigation of what enhafeesrable and adaptive attitudes
about one’s body, may allow us to better understaovd to protect against body
dissatisfaction and disordered eating (Grogan, p@&-pecially for those who exhibit
disordered eating behaviors at the subclinicall)easthese individuals are at greater risk
than those with healthy eating behaviors for dgvelp full-syndrome eating disorders
(Shisslak, Crago, & Estes, 1995). lannantuonoTaiih (2011) suggest that the
knowledge gained from this research can informrugietions designed to help
individuals not only decrease their negative ortregiody image, but also increase their
positive body image (lannantuono & Tylka, 2012heTcurrent study attempted to add to
this body of literature through the qualitative stien that asked participants about who
has had the most positive influence on their boggge and relationship with food, and
how this person or group has influenced them. @hbestion yielded valuable results that
can inform future studies on such important corc$sras body appreciation (Avalos,
Tylka, & Wood-Barcalow, 2005) and intuitive eati(iylka & Kroon Van Diest, 2013).
Limitations

The present study also has limitations. Firstgieeralizability of the study’s

results may be limited by selection bias. In thgent study, selection bias is more
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problematic given the low participation rate of §anples recruited through the
Registrar’s Office’s listserv (14.6%). While thestimate is within the range that is
considered typical for college student samplesuresd in a similar manner (Porter &
Umbach, 2006), it is lower than ideal. Furthermaieen the parameters set up by the
Registrar’s Office, we did not have access to kmgwihether any emails that were sent
through the listserv email address bounced baakaarsuch, this response rate is an
estimate based on the available data. We alsnalilave access to any of the specific
email addresses. This would have allowed us getanore effective follow-up requests
for participation only to those students who haty®b responded. Similarly, for
students recruited through psychology classesiungoer of students who saw the
posting of the study and did not decide to paréitgpcannot be known, and this
eliminates the possibility of calculating an acten@sponse rate. We tried to address the
limitations present in the Registrar's samplindhtaque by sending out two reminders,
spaced about two weeks apart, to potential listsarticipants. While this did increase
the response rate, the third reminder yieldeddaef responses but was sent out
concurrent with finals time, and as such, may ravelresulted in a considerable yield
given the many academic demands on students ahthef a semester.

In addition, we were aware that generalizabilitghtibe limited given that
participants could self-select to participate ie study for different reasons. On the one
hand, students who have struggled with disordeatidgecould have been more likely
than those who have not struggled with this issugatve chosen to participate in the
study, leading to overrepresentation in the samplernatively, the study’s topic could

have been triggering for women with eating disosienptomatology, especially at more
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severe levels, and these women may have chosea patticipate, leading to
underrepresentation in the sample. The currediystbose to proactively address this
limitation by advertising the study as a projegblexing young women'’s relationships
and health, rather than as a study exploring “disigad eating.”Ultimately, while the
response rate was relatively low, the sample detraied a range of scores that was
similar to other research. Thus, there is noewe of bias in terms of
underrepresentation or overrepresentation of paaints with disordered eating
behaviors. Additionally, the percentage of studemthe current sample who scored at
or above a 20 on the EAT (EAT — 26; Garner & G&rin1979), indicating a high
likelihood for the presence of full-syndrome eatthgorders, was 15.7%. This is on par
with other studies that report positive screensragnondergraduate college women to be
about 14% (e.qg., Eisenberg, Nicklett, Roeder, &K2011).

Secondly, the success of the correlational fieklgieis highly dependent on a
variety of factors related to internal and extenradidity (Anderson, Lindsay &
Bushman, 1999), in particular, choosing reliabld aalid measures (Heppner, Wampold,
& Kivlighan, 2008). One strength of the currentdst is that we sought to explore the
meaningfulness of relatively novel constructs saslperceived mutuality and self-
silencing within a multidimensional model of eatidigorder symptomatology. The
results of this study could make a valuable couatidn to our understanding of the
etiology of disordered eating within a populatidryoung adult women, among whom
heightened risk factors exist.

On the other hand, the use of newer instrumentse@sure these innovative

constructs means that other researchers have $&dflan opportunity to validate these
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measures across many settings and populations. isTespecially valuable when it
comes to construct validity given that we needawehconfidence that instruments are
adequately measuring what they claim to be meaguiimtial reliability estimates were
strong overall, and the current study carefullylesgdl these properties with the current
sample of college students. One of the measuresdeal Body Stereotype Scale —
Revised (IBSS-R; Stice, Ziemba, et al., 1996) hathternal consistency estimate of .79.
While this value is adequate, it is lower thanek&mate cited for the measure in
previous studies, .89. As evidenced by similaredations to key variables as were
found in previous studies, this measure appearactk adequately in the current
study’s analyses. Exploratory analyses were caeduo see if removing an item on the
Ideal Body Stereotype Scale — Revised (IBSS-RegSHeEmMba, et al., 1996) would
impact the internal reliability, and in turn, th@aunt of variance explained. Analyses
revealed that removing item 5, “Shapely women apeenattractive.” Increased the
internal reliability to .81. However, when thisralged scale was used in the
simultaneous regression, the amount of varianc@ali¢hange, nor did the amount of
statistically significant, unique variance explalrgy the items of this scale.

Moreover, the measures chosen were based on pelftrerhis factor is a
limitation because it introduces mono-method bias r@sponse distortions, since
participants’ feelings and behaviors were only meas from their perspectives. Self-
report measures are vulnerable to errors and hiasdswill result in underreporting for
individuals who deny the existence of psychologpgrablems (Goodheart, Clopton, &
Robert-McComb, 2012; Shedler et al., 1993). Padits’ self-reports of their eating

disorder symptoms may be particularly prone to amg@rting given the shame often

127



associated with engaging in disordered eating helayGoodheart et al., 2012). With
that in mind, the current study did have a sub&tbntimber of participants (N=71;
15.7% of the sample) whose responses on the EAtiitgdes Test (EAT-26; Garner &
Garfinkel, 1979) were suggestive of levels symptimiagy that may meet the criteria for
clinical diagnosis (e.g., a score of 20 or abouevious researchers have found that
between 11% and 17% of college women score atarea®O (e.g., Prouty, Protinsky, &
Canady, 2002; Thome & Espelage, 2004), suggedtetgour sample is at least on par
with other samples, even if the clinical sevenityall samples may be underreported.
Furthermore, looking specifically at the Eatingiftles Test (EAT-26; Garner &
Garfinkel, 1979), there is another limitation oft@o One goal of the current study was to
explore the nature of possible differences betwekmcal” and “subclinical” groups of
participants. Per the instructions of Garner aadi@kel (1979), those participants who
scored at or above a 20 on the EAT-26 were coresiideart of the clinical group, while
those who scored below a 20 were considered painea$ubclinical group. A limitation
here is that some participants within the subdiihgroup had some disordered eating
symptoms within the mild to moderate range of si&yewrhile others are more “non-
clinical” in the sense that they have no symptoinsaccordance with previous research,
we considered all of these participants to be be&ahnical threshold, but the current
measure did not allow for us to partition out thpaeticipants who have symptoms in
mild to moderate range of severity from those pgréints who have no symptoms at all.
Future research may want to explore a way to addhes issue and address the need to

be able to create three groups of participant®agpared to just two.
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In summary, scholars have long been trying to wtdad the complex risk
factors for and protective factors against disadezating. The current study aligned
with previous research by supporting the importasfaaxamining sociocultural,
personal, and relational factors. The currentystidended the existing literature
through the inclusion of novel constructs from mif@st, relational-cultural framework,
namely, perceived mutuality and self-silencing.isi8tudy also deepened the extant
literature base by exploring differences betweati@pants with “subclinical”
disordered eating behaviors as compared to “clihieaels of disordered eating on key
study variables. Finally, through the use of opaded questions, the current study
broadened our understanding of the ways in whiatilfa friends, romantic partners, and
society both positively and negatively influencdege women’s body image and

relationship with food through messages and mogelin
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Appendix A

Recruitment Request Document
If you are a college woman who is at least 18 yeaegje, consider completing a
guestionnaire designed to explore young womenaiogiships and health. This study is
important because it will advance knowledge regeydhne lives of young women,
especially college women, and inform counselingriventions to support young women.
The questionnaire should take you about 30-45 restd complete and can be accessed
by visiting the following web site:

[Website Inserted Here]

We would be very grateful for your participatiordaiank you, in advance, for your
time.

Sincerely,

Sarah Piontkowski, M.A. Mary Ann Hafén, Ph.D.

Doctoral Candidate, Counseling Psychology Professor, Counseling Psychology
University of Maryland, College Park Meisity of Maryland, College Park
spiontko@umd.edu hoffmanm@umd.edu
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Appendix B

Informed Consent

Project Title Contributions of Relational-Cultural Theory Undarsting
Disordered Eating: The Roles of Mutuality and S&lencing
Why is this This is a research project being conducted by Saraitkowski,

research being
done?

M.A. and Dr. Mary Ann Hoffman from the University o
Maryland, College Park. We are inviting you totm#pate in this
research project because you are a woman and leasai8
years old. The purpose of this research projeict &zlvance
knowledge about young women'’s relationships andtlineéhis
study is important because it will advance knowkdggarding
the lives of young women, especially college wonaemd inform
counseling interventions to support young women.

What will | be
asked to do?

Your participation will involve completing a survelhe survey
takes most people approximately 30-45 minutes toptete. The
survey will ask questions about your experiencekadtitudes
relating to your others, yourself, and your bodgu¥are free to
end your participation in this study at any time.

What about
confidentiality?

We will do our best to keep your personal inforroati
confidential. To help protect your confidentialif{) your name
will not be included on the surveys and other atéd data; (2) a
code will be placed on the survey and other cadigctata; (3)
through the use of an identification key, the resar will be
able to link your survey to your identity; and @hly the
researcher will have access to the identificatien K we write a
report or article about this research project, ydantity will be
protected to the maximum extent possible.

What are the risks
of this research?

There are no known risks associated with partioagah this
research project. However, feelings may come ugdarwhile
filling out some of the measures. If you are inséed in locating
a psychologist with whom to discuss any of the eons that may
have come up for you while completing this questaire, please
visit the UMD Counseling Center, the UMD Health @en
http://helping.apa.orgbr call 1-800-964-2000.
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Appendix B (Continued)

Project Title

Contributions of Relational-Cultural Theory Undarsting
Disordered Eating: The Roles of Mutuality and S&lencing

What are the
benefits of this
research?

This research is not designed to help you persgralt the
results may help the investigators learn more apoung
women’s relationships and health. We hope thaterfuture,
other people might benefit from this study throurgiproved
understanding of your experiences with these issues

Do | have to be in
this research?
May | stop
participating at any
time?

Your participation in this research is completebyuntary. You
may choose not to take part at all. If you decalpdrticipate in
this research, you may stop participating at amgtilf you
decide not to participate in this study or if yaapsparticipating
at any time, you will not be penalized or lose aeypefits to
which you otherwise qualify.

What if | have
guestions?

This research is being conducted by Sarah PiontkipWsA. and
Dr. Mary Ann Hoffman, Department of Educatiat,the

University of Maryland, College Park. If you havweyaguestions
about the research study itself, please contaethSiontkowski
atspiontko@umd.edor Dr. Hoffman at hoffmanm@umd.edu.

If you have questions about your rights as a rebesubject or
wish to report a research-related injury, pleasdani:
Institutional Review Board Office, University of Mdand,
College Park, Maryland, 20742; (e-mai)@deans.umd.eclu
(telephone) 301-405-0678. This research has lmeewed
according to the University of Maryland, CollegePirB
procedures for research involving human subjects.

Statement of Age of
Subject and
Consent

Clicking on the link below indicates that:
0 You are awoman and you are at least 18 yearsef ag
o The research has been explained to you;
o0 Your questions have been fully answered; and
0 You freely and voluntarily choose to participatehis
research project.

Website link inserted here
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Appendix C
Demographic Questionnaire
Please answer the following questions about yoursel

Age:

Racial/ethnic background (Mark all that apply):
African American/Black
Asian-American/Pacific Islander
Asian-Indian/Pakistani
Biracial/Multiracial
Hispanic/Latina
Middle Eastern/Arab
Native American/Native Alaskan
White/European American
Foreign National (please specify):

Other (please specify):

Year in school:
First-year
Sophomore
Junior
Senior
8 year undergraduate or beyond

Family’s household income (before taxes):
Less than 30,000
30,000-59,999,
60,000-99,999
100,000-149,999
150,000 or higher

Relationship status:
Single
In a relationship
Married
Divorced
Widowed
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If you are currently in a relationship, please aade the gender of your partner:
Male Female

What is your height and weight?
Height (in feet and inches) Weight (in Ibs.)

For participants who have been diagnosed with an #ag disorder
(If you have not been diagnosed with an eatingrdesg please leave blank.)

What is your diagnosis?
Anorexia Nervosa
Bulimia Nervosa
Eating Disorder Not Otherwise Specified ELS)

How long ago were you diagnosed (approximately)?
Less than one year ago
One year ago
Two years ago
Three years ago
Four years ago
Five or more years ago

Please rate the severity of your eating disordempggms in the past month on a scale of
0-10 where 0 = no symptoms and 10 = extremely sever

Please indicate the eating disorder treatmentgwa received in the past or are
currently receiving:

Treatment Received in the Currently
past receiving

Outpatient individual psychotherapy

Outpatient group psychotherapy

Outpatient family therapy

Intensive outpatient treatment

Partial hospitalization treatment

Inpatient hospitalization/residential treatment
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Appendix D

Perceived Sociocultural Pressures Scale
(Stice, Ziemba, et al., 1996)

Directions: Please choose the response that bgtsirea your own experience:
Responses options are on a scale of 1 to 5 wheremdne,” 3 = “some,” and 5 = “a lot.”

1. I've felt pressure from my friends to lose wrig

2. I've noticed a strong message from my friendsatve a thin body.

3. I've felt pressure from my family to lose wetigh

4. I've noticed a strong message from my familgage a thin body.

5. I've felt pressure from people I've dated &elaveight.

6. I've noticed a strong message from peoplediated to have a thin body.
7. I've felt pressure from the media (e.g., TVgamnes) to lose weight.

8. I've noticed a strong message from the medmave a thin body.

9. Family members tease me about my weight or sbdpe.

10. Kids at school tease me about my weight or [sbdype.
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Appendix E

Multidimensional Scale of Perceived Social Support
(Zimet et al., 1988)

Instructions: We are interested in how you feelulibe following statements. Reach
each statement carefully and indicate how youdbelut each statement.

1 = Very strongly disagree
2 = Strongly agree

3 = Mildly disagree

4 = Neutral

5 = Mildly agree

6 = Strongly agree

7 = Very strongly agree

There is a special person who is around when Iraneed.
There is a special person with whom | can shargoys/and sorrows.
My family really tries to help me.

| get the emotional help and support | need fromfamyily.

| have a special person who is a real source of@dito me.
My friends really try to help me.

| can count on my friends when things go wrong.

| can talk about my problems with my family.

| have friends with whom | can share my joys andases.

10 There is a special person in my life who cares aboufeelings.
11.My family is willing to help me make decisions.

12.1 can talk about my problems with my friends.

CoNoO~WNE
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Appendix F

Connection-Disconnection Scale
(Tantillo & Sanftner, 2010)

The Connection-Disconnection Scale has four foffatker, mother, friend, and partner.
Three of these forms: mother, father, and friendtl,be used in the currently study. The
following is the father form of the survey. Thdet forms are identical to the father
form, except that wherever the word “father” apgdaroughout the survey, it is replaced
by “mother,” or “close friend.”

Directions: Please read the vignette below and fitwerfollowing 12 sentences, circle the
one sentencéhat most accurately represents the kind of intema¢hatcommonly

occurs in your current relationship with ydather. Pleaseread through all 12 sentences
before you make a selection.

Vignette: You begin to tell your father about somehing difficult or painful that has
transpired between the two of you, and he:
Walks away.
Changes the subiject.
Is non-responsive (for example, won't talk untiychange the subject).
Gets emotionally overwhelmed and shuts down.
Physically strikes out at you.
Gets defensive or hostile and verbally attackdambs you.
Gets defensive but asks for more clarification rdoe what you are talking about
Listens and asks for clarification, but:
e offers nothing about his own response to your corgcand feelings
e does not convey an understanding of your experience
e begins to focus on his pain and experience of thblpm
e and/or tries to convince you to change your petsgeon things
9. Listens and asks for clarification, but:
e offers nothing about his own response to your corscand feelings
e and, does convey a minimal understanding of yopeag&nce
10. Listens and asks for clarification, but:
e offers nothing about his own response to your corscand feelings
e does convey some understanding of your experience
e but, tells you how you need to see things and lwofixtwhat's gone wrong
between the two of you
11.Validates your feelings and:
e wants to know more about what you are talking about
e conveys an understanding of your experience
apologizes for any role he might have played irettpsy you
but, shares little in the way of his own thoughts and feelings alwodt you have
said
12.Validates your feelings and:

ONOOAWNE
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wants to know more about what you are talking about

conveys an understanding of your experience

apologizes for any role he might have played irettpsy you

and shares his feelings and thoughts in responsdbyou have shared

For each item below, circle tlome numberthat best represents hgwu would
commonlyfeel after an interaction with your father, likeetbne in the vignette above:

1. __ Not have positive energy
____Have a slight amount of positive energy
____Have some positive energy
____Have a moderate amount of positive energy
____Have very much positive energy
____Have an extreme amount of positive energy

2. __ Not empowered at all
____ Slightly empowered
_____Somewhat empowered
____Moderately empowered
___Very empowered
____ Extremely empowered

3. ___ Not at all understood
____Slightly understood
_____Somewhat understood
____Moderately understood
____Very understood
____ Extremely understood

4. __ Not at all tolerant of different opinions/fegjs/needs
____Slightly tolerant of different opinions/feelsigeeds
_____Somewhat tolerant of different opinions/feetitmgeds
____Moderately tolerant of different opinions/fegis/needs
____Very tolerant of different opinions/feelingséades
____ Extremely tolerant of different opinions/fegigineeds

5. __ Not at all able to be genuine
____Slightly able to be genuine
____Somewhat able to be genuine
____Moderately able to be genuine
____Very able to be genuine
____ Extremely able to be genuine

6. _ No sense of self-worth

____Slight sense of self-worth
_____Some sense of self-worth
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____Moderate sense of self-worth
____High sense of self-worth
____ Extremely high sense of self-worth

7. ___ No increased knowledge about yourself ymar father
____Slightly increased knowledge about yourself ymat father
_____Somewhat increased knowledge about yourselyyandfather
____Moderately increased knowledge about yourselfyaur father
____Highly increased knowledge about yourself yoak father
____Extremely increased knowledge about yourselfyaur father

8. __ No desire to relate more with others in therkit
____Slight desire to relate more with others inftitare
_____Some desire to relate more with others in ditieré
____Moderate desire to relate more with othersienftiture
____High desire to relate more with others in terfe
____ Extreme desire to relate more with others enftiture

9. __ Not at all full of life
____Slightly full of life
____Somewhat full of life
____Moderately full of life
____Very full of life
____ Extremely full of life

10. _ Not at all able to act on behalf of yoursell avhat is good for the
relationship
____ Slightly able to act on behalf of yourself avitat is good for the relationship
_____Somewhat able to act on behalf of yourselfwhdt is good for the
relationship
____Moderately able to act on behalf of yourselt amat is good for the
relationship
____Very able to act on behalf of yourself and whkagood for the relationship
____ Extremely able to act on behalf of yourself st is good for the
relationship

11.  Not at all validated
____Slightly validated
_____Somewhat validated
____Moderately validated
____Very validated
____ Extremely validated

12.  Not at all open to different ways of thinkiregfing

____Slightly open to different ways of thinking/ieg
____Somewhat open to different ways of thinkindifee
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____Moderately open to different ways of thinkirgling
____Very open to different ways of thinking/feeling
____ Extremely open to different ways of thinkingffag

13.___ Not at all able to be real
____Slightly able to be real
____Somewhat able to be real
____Moderately able to be real
____Very able to be real
____Extremely able to be real

14.  Not at all feeling good about myself
____Feeling slightly good about myself
____Feeling somewhat good about myself
____Feeling moderately good about myself
____ Feeling very good about myself
____Feeling extremely good about myself

15. _ No understanding of myself and my father
____Slight understanding of myself and my father
____Some understanding of myself and my father
____Moderate understanding of myself and my father
____Very good understanding of myself and my father
____ Extremely understanding of myself and my father

16.  Not at all wanting interactions with otherghe future
____Slightly wanting interactions with others ire thuture
____Somewhat wanting interactions with others aftiiure
____Moderately wanting interactions with othersha future
____Very much wanting interactions with othersha future
____ Extremely wanting interactions with othershe future
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Appendix G

The Silencing the Self Scale
(Jack & Dill, 1992)

Instructions: Please circle the number that bestrilges how you feel about each of the
statements listed below. If you are not curreimtlgn intimate relationship, please
indicate how you felt and acted in your previousmate relationships, or how you
imagine you would act in intimate relationshipsdzhen your relationships with others.

11.
12.
13.
14.
15.
16.
17.
18.

19.
20.

1 = Strongly disagree

2 = Somewhat disagree

3 = Neither agree nor disagree
4 = Somewhat agree

5 = Strongly agree

I think it is best to put myself first becauseane else will look out for me.

| don't speak my feelings in an intimate relasioip when | know they will cause
disagreement.

Caring means putting the other person's neefilsnhof my own.

Considering my needs to be as important as thioibee people | love is selfish.

| find it is harder to be myself when | am iclase relationship than when | am
on my own.

| tend to judge myself by how I think other plopee me.

| feel dissatisfied with myself because | shcagdable to do all the things people
are supposed to be able to do these days.

When my partner's needs and feelings conflitt wiy own, | always state mine
clearly.

In a close relationship, my responsibility isiake the other person happy.
Caring means choosing to do what the otheopessnts, even when | want to do
something different.

In order to feel good about myself, | needetel independent and self-sufficient.
One of the worst things | can do is to be skelfi

| feel | have to act in a certain way to pleasepartner.

Instead of risking confrontations in close tielaships, | would rather not rock the
boat.

| speak my feelings with my partner, even witdeads to problems or
disagreements.

Often I look happy enough on the outside, bwiirdly | feel angry and
rebellious.

In order for my partner to love me, | cannaotei@ certain things about myself to
him/her.

When my partner's needs or opinions conflithwmine, rather than asserting my
own point of view | usually end up agreeing witimitner.

When | am in a close relationship | lose mysseof who | am.

When it looks as though certain of my need4 t@nmet in a relationship, |
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21.
22.
23.
24,
25.
26.

27.
28.

29.

30.

31.

usually realize that they weren't very importanpvaay.

My partner loves and appreciates me for who.l a

Doing things just for myself is selfish.

When | make decisions, other people's thougdsopinions influence me more
than my own thoughts and opinions.

| rarely express my anger at those close to me.

| feel that my partner does not know my reél se

| think it's better to keep my feelings to nifyséhen they do conflict with my
partner's.

| often feel responsible for other people'sifigs.

| find it hard to know what | think and feeldaeise | spend a lot of time thinking
about how other people are feeling.

In a close relationship | don't usually careatwe do, as long as the other person
is happy.

| try to bury my feelings when [ think they iaghuse trouble in my close
relationship(s).

| never seem to measure up to the standartddrsmyself.
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Appendix H

Ideal Body Stereotype Scale — Revised
(Stice, Ziemba, et al., 1996)

Instructions: Please state how much do you agrtéethese statements:

1 = Strongly disagree

2 = Disagree
3 = Neutral
4 = Agree

5 = Strongly agree

1. Slender women are more attractive.

2. Women who are in shape are more attractive.

3. Tall women are more attractive.

4. Women with toned (lean) bodies are more attracti
5. Shapely women are more attractive.

6. Women with long legs are more attractive.
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Appendix |

Big Five Inventory
(John et al., 1991)

How | am in general

Here are a number of characteristics that may grmoaapply to you. For example, do you
agree that you are someone whmains calm in tense situatichsPlease choose the
response next to each statement to indicate tlemett whichyou agree or disagree with
that statement.

1 = Strongly disagree

2 = Disagree a little

3 = Neither agree nor disagree
4 = Agree a little

5 = Agree strongly

| am someone who...

Is depressed, blue

Is relaxed, handles stress well

Can be tense

Worries a lot

Is emotionally stable, not easily upset
Can be moody

Remains calm in tense situations
Gets nervous easily

ONOOAWNE
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Appendix J

Body Shape Questionnaire — Revised
(Mazzeo, 1999)

Directions: Please indicate how often the followstgtements are true for you.

Nookw DN

o

9.

1 = Never
2 = Very rarely
3 = Rarely

4 = Occasionally
5 = Very frequently
6 = Always

Have you been so worried about your shape thahgwe been feeling that you
ought to diet?

Have you noticed the shape of other women andtfattyour own shape
compared unfavorably?

Has being naked, such as when taking a bath, nadéeg| fat?

Has eating sweets, cakes, or other high calori¢ foade you feel fat?

Have you felt excessively large and rounded?

Have you felt ashamed of your body?

Has seeing your reflection (e.g., in a mirror @hap window) made you feel bad
about your shape?

Have you been particularly self-conscious about ghape when in the company
of other people?

Have you found yourself brooding about your shape?

10. Has seeing thin women made you feel badly about gan shape?
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Appendix K

Difficulty Identifying Feelings subscale of the Dorto Alexithymia Scale
(Bagby et al., 1994)

Directions: Please indicate how strongly you agvéhk the following statements.

N g wNE

1 = Strongly disagree

2 = Disagree
3 = Neutral
4 = Agree

5 = Strongly Agree

| am often confused about what emotion | am feeling
| have physical sensations that even doctors dodérstand.
When | am upset, | don’t know if | am sad, frigheeinor angry.
| have feelings that | can't quite identify.
| am often puzzled by sensations in my body.
| don’t know what’s going on inside me.

| often don’t know why | am angry.
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Appendix L

Eating Attitudes Test - 26
(Garner & Garfinkel, 1979; Garner, Olmsted, BohrGarfinkel, 1982)

Choose a response for each of the following statésne

1 = Never

2 = Rarely

3 = Sometimes
4 = Often

5 = Usually

6 = Always

| am terrified about being overweight.

| avoid eating when | am hungry.

| find myself preoccupied with food.

| have gone on eating binges where | feel tima&y not be able to stop.

| cut my food into small pieces.

| am aware of the calorie content of foods thest.

| particularly avoid food with a high carbohytr&ontent (i.e., bread, rice, potatoes,
etc.).

8. | feel that others would prefer if | ate more.

9. I vomit after | have eaten.

10. | feel extremely guilty after eating.

11. I am occupied with a desire to be thinner.

12. | think about burning up calories when | exsgci

13. Other people think that | am too thin.

14. 1 am preoccupied with the thought of havingdiatmy body.

15. | take longer than others to eat my meals.

16. | avoid foods with sugar in them.

17. | eat diet foods.

18. | feel that food controls my life.

19. | display self-control around food.

20. | feel that others pressure me to eat.

21. | give too much time and thought to food.

22. | feel uncomfortable after eating sweets.

23. | engage in dieting behavior.

24. | like my stomach to be empty.

25. | have the impulse to vomit after meals.

26. | enjoy trying new rich foods.

NooakwnNpE
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Appendix M
Debriefing Form
Thank you very much for participating in this study

Much of the previous psychological research on bothge and eating concerns has
focused on exploring aspects of the individual bedworld that make her more or less
likely to struggle with her weight and food. Lessearch has looked specifically at how
young women'’s relationship with people to whom they close (like parents, friends,
and romantic partners) might influence the liketildhat they will develop concerns
about food and weight. In order to address thpsigaur knowledge, the purpose of this
study was to explore whether aspects of young wasrose relationships place them at
risk for or help protect them from concerns abbeirtbody and eating.

Please be certain that your responses to the sumlidye held in strict confidence, which
will not be violated under any circumstances. Dughe ongoing nature of this study, we
ask that you kindly not discuss this survey withess. This is important in protecting
the quality of the results.

If you would like further information on eating dislers, please visit the Academy for
Eating Disorders avww.aedweb.or@r the American Psychological Association at
http://www.apa.org/topics/eating/index.aspx. ltyare interested in locating a
psychologist with whom to discuss any of the conse¢hat may have come up for you
while completing this questionnaire, please visg UMD Counseling Center, the UMD
Health Centerhttp://helping.apa.orgbr call 1-800-964-2000.

Please contact us if you have any questions orezoe@bout your participation in this
study. We appreciate your time and effort in dsgjus with this important study.

Sincerely,

Sarah Piontkowski, M.A. Mary Ann Hoffman, Ph.D.
Doctoral Candidate, Counseling Psychology Profes3ounseling Psychology
University of Maryland, College Park University Maryland, College
Park

spiontko@umd.edu hoffmanm@umd.edu
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