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ABSTRACT 

This study examined the relationship between perfectionkm and outcorne in 

anoraria nenrosa. Participants completed the Eating Disorder Inventory (EDI) at admission 

to (n - 59, discharge from (n - U), and at 6-24 month follow-up (n - 49) afta inpatient 

treatment. At follow-up, partiapants also completed the Frost Multidimensional 

Perfectionism W e  (MPS). The results suggested that lowa EDI perfedionism at pre- 

neatment was assoc id  with a better response to treatment, which w u  associateci with 

berter outcome ar follow-up. Both the good and poor outcome groups had significantly 

higher M P S  total pedectionism scores than healthy controls at follow-up. The EDI appears 

to meanire an aspect of perfeaionism t h  is sensitive to ilkiess status, while the MPS 

appears to be less dependent on &cal state, and may reflect a common p e r s o ~  trait 

that persists with remission A d o n  rates and the relatively a n a l  sample size mayhave 

biased the r d t s  of the midy and limiteci the generalizabifity of the fin*. 
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CHAPT'ER 1 

INTRODUCTION AND LITERATURE REVIEW 

Anor& narosa is a senous psychkic disorda that m i d y  affects adolescent girk 

and young womea The causes of the illness appear to be multidetermined, and liale is 

known about the frictors that predict longtemi outcorne. Perfectionism is a personality 

characteristic rhar has been implicued as a risk factor in the development of anorexia 

nervosa (Fairbum, Cooper, Doll, & Wdch, 1999), and has been found to persist afru waght 

restoration; however, whether or not it can p d c t  ourcome has not yet ken examinecl. 

Because the disorder tends to ruu a chronic course, uiy predictors of outcorne that can be 

identïfied may have important &cal implications. 

In this chapter, a review of the dinical features, epidemiology, etiology, mament, 

and the lite-e on course and outeorne of illlorexia navosa are presend Theones about 

perfectionism are also introduced, dong wïth auersmmts that have been developed for its 

measurement Pedectionism as a personalitytrait in anorearii nervosa and methodological 

issues in the sntdy of pufectionism in aaorexia nervosa are also disaissed. 



Anorexia nemosa is an eating disorder characterizci by: a refusal to maiotlin a 

weight at or above a ~xninimdl normal bodyweight; an intense fnr of gaining weight or 

becoming far; a dimirbance in the way in which one's body weight or shape is experienced, 

undue influence of body weight or shape on self-evaluation, or denial of the wriousness of 

the current low body wei& and amaiorrhea (Arnerican Psychkric A ~ ; i t i o n ,  1994). 

Anor& nervosa can be divided into two subtypes. In the resaicting nibcype, the individual 

does not regularly engage in binge eating or puging behavior ce., self-iadud vomitiog or 

the minise of laxatives or diuretics). In the binge eating/pirpLig su- the individual does 

regdarly engage in F i e  eating or puFging behavior (see Table 1.1). 

Anorexia nervosa is a s s o c i d  with muiy serious medical complications, induding 

electrolyte disturbances, cudiovascular & n o d e s ,  r d  impairment, and osteoporosis 

(Kaplan & Garfinkel, 1993). It û also associatecl with high rates of psychiatrie comorbidiy, 

induduig depression, &ety, obsessionaldy, personalïty dimirbances, and poor social 

adjustment (Braun, Sunday & H a h i ,  1994; Gillberg, Rawn & Giüberg, 1995; Hakni et aL, 

1991). The m o d t y  rate is signifiant, a p p r o ~ y 5 %  per decade of folow-up. This 

exceeds the arpeded incidence of death h m  al causes in women 15-24 yevt of age by 

tmelve-fold (Sullivan, 19%). 



Table 1.1 DSM-N Diamostic Criteria for AnorclPia Nervosa 

A) Refusal to maintain body weight at or above a minimally normal weïght for age and 
height (e-g., weight l o s  leading to maintenance of body weight les than 85 percent 
of that arpeaed; or failure to make expected weight gain duiing period of growth, 
leadhg to body weight less than 85 percent of that expected). 

B) Intense f e z  of gaining weight or becoming fit, even though undemeight. 

C) Disturbance in the way in d c h  one's bodyweight or shape is experienced, undue 
influence of bodyweight on seKevduation, or denial of the seriousness of the 
current low body weight, 

D) In postmenarched females, amenorrhea @e., the absence of at least rhrse 
consecutive m d  cycles). 

Restnuing type: During the epEode of anorexia nemosa the paron does not 
regularly engage in binge casiag or puging behavior (Le., self-iaduced 
vomiting or the misuse of laxatives or diuretics). 

Binge &g/purging type: hirtig the epûode of morexia nervosa, the 
person regulady engages in bige ariog or purging behavior c.e., self- 
induced vomiting or the misuse of laxatives or diuretics). 

1.3 Personality in Anorexia Nervosa 

Swift, Bushnd, Hanson and Logemann (1986) noted that personality audies in 

anorexia nervosa have consistendy demonstratecl a chvaaer configuration best desmbed as 

obsessivecompulsive, with c o d m o n  of Iffect, excessive convenaonality, perfdonistic 

and monlinic tendenaes, and a strong achievement orientation. In faa. some authors have 

suggested that anorexia nervosa is a d e s t a t i o n  of obKssve compulsive disorder 



(DuBois, 1949; P k  &Jones, 1939; Rahabag, 1986,1988). Recendy it wu found that 

dthough many patients with anorexia nervosa manifest significant impaïrment Gom 

obsessive compulsive symptoms with similat magnitude in severity to that found in patients 

with obsessive compulnve disorder, th- are some differential characteristics between the 

two groups. Patients with anorexia navosa are more klyfhan patients with obsessive 

compulsive disorder to have obsessions with need for symmetry or exactmess and 

ordering/arranghg compulsions @astirni et al., 1996; Mnioagz et al., 1999), and are les 

k l y  to have aggressive obsessions and checkïng compulsions (&fatsunaga et al., 1999). 

hvestigations on personahyin auoracia nervosa m w  consider the eff- of acute 

starvation Several d e s  have shown changes in penonality wîth weight gain, includiog 

lower obsessionaliry and i n d  sociabilïty and exrmversion (Strober, 1980). However, 

even after taking starvation into account, obsessive and inhibited tendencies appeu to 

remain at high levels, and therefore crnnot be explaineci as enordy due to stawation (Gsper, 

1990; Strober, 1980). Niisson, Gillberg, Gillberg & Rastam (1999) found rhat at 10 years 

afrer reported onset of illness, persistent problans with obsessions and compulsions 

charaaerized a substantiai minoriry of individuas who were weight-restored 

Several studies have fouad a hi& prevalence of defined personality disorders in 

individuals wah anorexia nemosa, with avoidun, obsessive compulsive, and borderline 

personality disorders king the mon wmmon ( Diaz-Marsa, Camsco & Siaz, 2000; Gvmer 

et al., 1989; Piran et al., 1988; Wondedich, Swifi, Slomick &Goodman, 1990). While 

recovery from the disorder my have an attenuating influence on the symptorns of 

personality disorders, such pmonality disorciers penist in some recovered patients 

(Matsunaga et al., 2000). 



Young age at onset, the influence of state variables such as depression and stvnrion 

sequelae, denul and distortion in sekeport, the insrability of aibrype dugnoses, and the 

persistence of residual problems following sympom control all complicate the interpretation 

of personalby data in this population mousek & Mankes 1994). N~ertheless~ Casper, 

Hedeker and McCIough (1992) sukgest that a pe~~~n&tydispoation toward overcontrol and 

reserve might constimte a risk factor for restricting anoraria through fostering d a i v e  

behavior toward food and avoidance of personal relationships. 

1.4 Epidemiology 

Because ha* a low bodywQgbr is desued by individuas wkh anorexia nervosa, 

and because the thoughts and beliefs that are characteristic of rhe disorder are experienced as 

ego-syntonie, people oken go to great lengths to c o n d  th& disorder. As a result, the exac~ 

prevalence of the disorda is not knowa The esruiilred lifetime prevalence of anorexia 

nervosa in Western cultures is approximately 1% in females (Ga&kel et d, 1995; Hoek, 

1993). In males, the prevdence is estimPed to be about one tenth of that of females (Hm, 

1996). The distribution of ages of onset of the disorder is bitnodal, peakhg at ages 14 and 18 

(KaLni, Casper, Eckert, Goldberg, & Davis, 1979). However, ï t  has k n  found that there is 

aiso a significant cohorr of individuais who devdop anoraria nervosa affer the age of 25 

(Woodside & Garfinkel, 1992). 



1.5 Etiology 

The exact cause of anorexia nenosa is not known, but there is a generai consensus 

arnongst experts in the field of eating disorders that the etiology of anoresria nervosa mua be 

explaineci using a mdtidimensional perspective that considers biopsychosocial factors 

(Gufkkel& Garnes, 1982). Anorexia nervosa is a syndrome thu is the pfoduct of an 

interplay of a number of variables. Psedisposing factors indude biological ones such as a 

parri& genetic makeup that may predkpose one for the ckvelopmem of the disorder. Ri& 

factors that my have a genetic influence indude a faxdy histo'y of anoraria nervosa 

(Srnober, Iampest, Mo&, Burroughs k Jrobs, 1990, Treasure & H o h d ,  1991; Waken & 

Kendler, 1995), obesity @utam, 1992). and weight conceins (Kalucy, Crisp & 

Harding, 1973, affective disorder (Gashon a al., 1984; Halmï et ai., 1991; Hudson, Pope, 

Jonas & YurgelununTodd, 1983; Lûedeld tx al., 1998; Logue, Cmwe & Bean, 1989; Riviaus et 

al., 1984; Strober et ai., 1990; Wmokur, ,Much & Me&, 1980), substance abuse (Halmi et 

al., 199 1; Logue, Crowe & Beau, 1989; Riskus et al., 1984; Stem et al., 1992) and obsessive- 

cornpuisive disorder (Halmi a al., 1991; Pasquale, Scïuto, C d ,  R d  &Bellodi, 1994; 

Liledeld a ai., 1998). Psychologid factors indude the psesence of ce& traits such as 

perfectionism, obsessionahy, excessive cornpliance, and low self-esteem @airburn et d, 

1999; Lilenfeld et aL, 1998; Rastam, 1992; Srinivasagam et al., 199995; W b  & Kendler, 

1995). Certain psycholo@cal factors, such as perfectionism, may be based on inhesited 

temperament (Lilenfeld, Kaye & Strober, 1997'). Strober (1991) suggested a genotypic 

and selfdoubting perfectionism, as predi~posing & in anorexia nesvosa. Ha* a histo'y 

of exposure to adverse He events and citaunstuices has &O been i m p l i d  as a risk factor 



for the developmmt of the disorder (Gowers, North& Byxam, 1996; Rasam & Giberg. 

1991; Schmidt, mer, Blanchard, Andrews dr T m  1997; Schmidt, Till= & Treasure, 

1993). 

In Western culture, thïnness has becorne associateci with self-control and success. 

Tody's idealized body form for women, as supporteci by images in the mWweam media, is 

a thin body type that is unrnlistc and unachievable for most womem Many women, in their 

pursuit of the perfeu body, wili engage in dieting, arercising, and other foxms of weight and 

shape controL In the presence of other predisposing fictors, Western body ideals hdp 

support the development of an eating disorder. 

These predisposing factors my hdp to explain why this parti& disorder evobes, 

but do not account for the timing of onset of iuam. Although precipiruiag events interact 

with the predisposing factors to daermine the onset ofiliness, rhae is no single precipitant 

of anorexia nervosa. For some individuals, a particular precipitant may not even be 

identifie& Some fre~uent initiving fmors indude separation and losses, disruptions of 

f& homeostasis, new environmental demands, direCr threats of loss of seIf-esteem, and 

personal illness (GuMr$ & Garner, 1982). fier the devdopmem of the disorder, factors 

that nirrain the illness indude the psychologicaI effeus of auvation, distord body 

perceptions, cognitive factors relateci to the disorder, persodty features of the individual, 

and the cultural emphasis on slimness (Ga&kd& Garner, 1982). 



1.6 Treatrnent of Anorexïa Nervosa 

Because anorexia nervosa is a cornplex, serious and often chronic condaion, a variety 

of treatment mddities my k required at different stages of illness and recovery. The aims 

of treatment for patients with anorexia nenrosa are to 1) restore patients ro healthy weight; 

2) treat physicai complications; 3) enhance patients' motivations to cwperated in the 

restoration of heairhy ePing pauems and to participate Y1 trpiltment; 4) provide education 

regarding healciry niarition and eating pattemq 5) c o r n  core maldaptive thoughts, 

atzitudes, and feeliags related to the eating disorda; 6) treat associateci psychiatrie conditions, 

including defects in mood regdation, seKesteem, and behavior; 7) enlin fandy support and 

provide f& c0unseh.g and th- w k e  appropriate; and 8) prevent relapse (Americatl 

Psychiatrie Association, 2006). S+c treatments include nutritionai rehabilitation, 

psychosocial interventions, and medication 

1.6.1 Nutritional Rehabilitation 

Treatment for individuas with anorercia nervosa must first deal with their state of 

starvation before addressing the factors perpeauring the illness. Nutritional rehabilitation 

programs should estabiish heaithy target weighu and have errpected rates of c o n d e d  

weight gain (eg., 2 - 3 lbJweek for inpatient uniu and 0.5 - 1 Ib./week for outpatient 

programs) (American Pgrchiatric Association, 2000). The goals of nutxitional rehabilitation 

are to restore weight, no& aring patterns, achieve nomial peroeptions of hunger and 

satiety, and correct the biologicai and psychologïcal seqyelae of malnusrition (Kaye, 

Gwirtsman, Oba~zanek & George, 1988). Cliuical experience suggests that this is difficult to 

achieve on an outpatient basis; as a result, intensive treatment is ofren rrquirrd In addition, 



studies report that hospitaiized patients who are discharged at lower than their target weight 

subsequendy relapse and are rehospitahd at higher rates than those who achieve their 

target weight The doser the patient is to ideal weight o the M i e  of discharge from the 

hospita, the lower the Mk of relapse (Baran, Weltp, &Kaye, 1995; Hahi & Licinio-Paixao, 

1989). 

1.6.2 Psychosocial Trcatments 

The goals of psydioso~*al treatme~lts are to hdp patients 1) to understand and 

cooperate with their nutritional and phgscai rehabilitatïon, 2) understand and change the 

behaviors and dysfunaiod amnides relateci to their ating disorder, 3) improve their 

interpersonal and social functioning, and 4) address cornohid psychopathology axxi 

psychologicaloonQicts that reinforce or maintain eating disorder behaviors (American 

Psychiatrie Association, 2ûûû). Ciinid consensus suggests that psychotherapy alone is 

gen+ not sufficient to treat severeiy mainourished individuas, and the vaiue of formal 

psychotherapy during the acute refeeding stage is uncertain. Howwer, once weight gain has 

begun, considerable agreement exists that psychotherapy cui be very helpful. 

The cognitive-behavioral approach to the treatment of eating disorciers attempts to 

change patients' system of beliefs about themselves and their environment u M g  a semi- 

structureci, problem-oriented methd The foais is on the patients' dysfwictionai beliefs and 

values concerning their weight and shape. Early descriptions of cognitive-behavioral thenpy 

integrated interpersonal thanes because of the social defiau observeci in uiorexk newosa, 

the need in many cases to involve the f e ,  and the long duruion of therapy (Garner & 

Bernis, 1982, 1985). cognitive-behaviorai th- has been shown to be e f fhve  for other 

eating disordus, but iu effectiveness for anofeMa nemosa has not been studied extaisvely. 



There have been several case repoxts indicatihg that cognitive-behavioral therapy is effective 

(Channon, de Silva, Hemsleydr Perkins, 1989; Cooper & Fairbum, 1984), but the lack of 

controlled treatment d e s  means thu support for this approach rem largeiy on dinical 

evidence. A major obstacle to duat ive r d  is that descriptions of the conduct of 

outpatient pv&~therapy ladr SuffiCient detail to allow qlication (Guna, Vüousek & PilUe. 

1997). Nevertheles, cognitive-khavioral therapy f o m  the theoreticai b w  for much of the 

treatment of anorexia n e o s a  (Garner br Needleman, 1997). 

Due to the association of eating disonkm d dytfunaional mies and fimily 

interactions (Minuchin, Romun, br Baker, 1978; Wvini P h i i ,  1974). famdy thmpy is 

recommended for indniiduals under the age of 18 and hing at home (Due & Eider, 1997; 

Russell, Szmukler, Dare & Eider, 1987). A & evlluPiag the effectiveness of f&dy 

therapy concluded that it was most effective for individuas whose illness w u  not chronic 

and who were under the age of 19 years (Russell a al., 1987). However, it may also be a 

desirable addition to individual thexapy with older patients. Fiudy therapy is ofkm usecl 

concurrentlyd other forms of therapy. 

Support groups lad by professionals or by advocacy organkions provide patients 

and their famnies with mu& suppoq advice, and edudon about eating disorders. These 

groups may be of adjundive benefit in combination with other treatment modalities. 

There is no clear evidence that any @c form of psychotherapy is superior for all 

patients. Ir is essential fhp psychosocial intaventions incorporate an understanding of 

psychodynvluc conflias, c0Pn;tive developmenr. psychological defenses, the complexity of 

f&nily relationships as well as the presence of other psychiatrïc disorciers (American 

Psychiatric Association, 2000). 



1.6.3 Medications 

Although medications have been widely used in the tre?mient of anorexia nervosa 

since the disorder was related to primvy endocrine illness eady in the lut cenniry, the role 

of drug rherapies in the tre!atment of anorexia nervosa is not w d  unders td  The are  

psy&opathology of anorexk nervosa remains relpively refiaaoqr to medidon (Gufinkel 

&Walsh, 1997). The high rate of depression in individuais wi& anorexia nervosa suggest 

that antidepressant medications migbt be of use, althollgh the d e  for antidepressants is 

u s e  best assesseci following weight gain, d e n  the psychological effeas of m M o n  

are resolving. Addepressants have been shown to k hdpful with weight maintenance afier 

nutritional restodon (rcaye, Wehzh, E h  & Buiik, 1991). Hanever, fluoxetine has also 

been r e p o d  to produce side eff-, incldhg the abuse of the dnig to promote weight 

l o s  (wiwx, 1987). At present there is no established benefit from antidepressant 

medications in the acute treatment p h  of the disorder. Theoretically, antidepressant 

medication may aileviate depression, reduce obsessionality , and thereby d u c e  relapse in 

patients with anorexïa nervosa foilowing refeeding. 

Anxiety is a cornmon feature in patients confrontecl wïth the need to gain weight 

For patients who are extremdy ?iIUtious abou eathg, a smd amouut of a beazodiazepine 

may be used 20 - 40 minutes before meals (Andersen, 1987). Prokinmc agents may 

accelerate gastric emptying and alleviate symptoms associateci with gastric retention, a 

common discornfort in patients with anorak which rmry contnbute to the avoidance of 

food. Estrogen replacement is sometitnes used in individuas with chronic amenorrhea to 

d u c e  calcium loss and thereby duce  the risks of osteoporosis. However, existing evidence 

in support of hormone replacxment therapy for the treatment or prrvation of osteopenia is 



marginal at best. G e n d y ,  estmgen done does not appear to reverse osteoporosis or 

osteopenia, and unless there is weigbt gain, it does not prevent further bone loss. 

1.6.4 Choice of Specific Treatrneats fa A n d a  Navau 

The seNices available for the treatment of m o k a  newosa can range kom intensive 

inpatient settings, through p d  hospitai and residential programs, to varying Ievels of 

outpatient care. Pretreatment evaluation of the patient is essentiai for detumining the 

appropriate seteng of the tre;ltment, The most impomnt physical parameters dut affect this 

decision are weight and cvdtc and metaboiic status. Othr awmon diniclyr significaat 

reasons for hospitalization indude severe or rapid self-induced weight lors, lack of response 

to outpatient treatment, significant cornohid psychianic disorciers and sigoificatlt medicai 

complications (Andersen, Bowers dr Evans, 1997). In addition to nutritional rehabilitation, 

hospiral-based treatments often f o w  on psychotherapeutic approaches, such as the ones 

describeci above. 

Recent research suggests rhat trditio.liy. strict and restrictive programs may be 

unnecessady rigid and that flexible programs can achieve ecpivalent results (DalleGrave, 

Bmorir & Todisco, 1996; Tqruz, Beumont, Glaun, Phillips & C e e ,  1984). Partial 

hospitakation treatment programs may have both h a a l  and dinical advantages over 

inpatient progruns. It is a treatment approach that promotes autonomy and provides 

opporninities for utiLgag the ncwty a+ twls with which to regulate eating behavior. 

Because patients are not totally ouemally controlied, they are more lik* to perceive 

treatment to be ernpathic d e r  than punhve. Partial hospiolivnon is also by nature less 

psydiosocially disruptive than inpatient care (Kaplan & Olmaed, 1997). 



As a coa effanive and easyto deliver fomi ofuarment, brie£ psychoedwation is a 

useful first stage of treatment for individuaIs with eatiag disorders. Based on the assurnption 

that these individuais ofien hold misconceptions about the factors that cause and then 

maintain symptoms), and that they mry be less likely to perskt in self-defeatiag symptoms if 

they are made t d y  rwve of the scient& evidence regudlig factors th* perpenipe eating 

disorders, the aim of psychoeduc;ition is to provide rwpe information to patients so that 

they can then rnake an informed decision about their own treatment and are.  This approach 

conveys the message dut responsibility for change rests with the individual wïth the eating 

disorder (Garner, 1997). URhods are p r e s e d  on how to overcome the disorder th& 

attitudinal and behavioral changes. The materid is presented to a group that is large enough 

to avoid intimate inrenctons between paztiapants. ( O W  &Kaplan, 1995). In addition, 

psychoeducational treatment has gFldwy. becorne a standard component of cognitive- 

behavioral &enpy, Howeva, psychducation should n a  be considered a substitute for 

psychotherapy; although some individuas improve simpiy though psychoeducation), the 

rnajoriry fînd some type of p~ycholo~ical intemention to be necessq. 

1.7 Course and Outcome of Anorexia Nervosa 

1.7.1 Outcorne Studies of Anmexia Nemosa 

In reviews of over 60 follow-up d e s  spanning four decades, Sreinhausen and 

Glande (19831) and Steinhausen, RaussRaussMason and Seidel (199 1) found it difGdt to 

compare the results of different stuclies. This wu due to a number of methodological 

shortcomings 6.e. la& of controls or ciinid contrast groups)), categoriutions of outcorne 

that vuy fkom study to s t d y ,  and varid follow-up periods. Othr cornmon methodologicaf 



failings of followvp studies inchde lack of clinid data and kdqwte diagnostic c&&, 

la& of adequ~e description of treatmenr, and inadequate follow-up (imcluding short 

d d o n  of foilow-up, hi& failure-to-trace rate, the uu of indire methob of evahaion, 

poorly defined outcome cnteria, and the fVlure to employ multiple outcome measUres) PSU, 

1987). Findmgs ammg different d e s  were consistent in showing thP m o  thirb of 

patients continue be persistently prrocnipied wirh food and weight at follow-up @unis & 

Oisp, 1984; Hidi, Shn, Hiwker & SÎlmond, 1984; Hsu, Oisp & Harding, 1979; Morgan, 

Purgold & Welbourne, 1983; Morgui & Rusxll, 1975; Thander, 1970). On average, global 

outcome scores for followvp status show that about half of the participants have a good or 

very good outcome, approx;m.tehr 3û% have aa inte- outmme and 20% have a poor 

o u t m e  (Elsu, 1987; Steinhausen a ai., 199 1). 

These hdings are also reflected in a more recent ten-year foliow-up s t d y  of 

adolescent onset a n o r 6  nenrosa. Sunday, Re!eman, E h  & Hilmi (1996) found that 49% 

had good outcome (dehed as weight withïn 15% of n o d  and n o d  menses), 19.6% had 

intermediate outcome (weight intermiEIaidy wïthin 15% of normal over the past year or 

some m e n d  ciismhance) and 31.4% had poor outcorne (weight below 15% of normal 

over past year and absent/sporadic menses, or the oaunuce of either bingeing or vomding 

weekly or more). 

Strober, Freanui and M o d  (1997) followed 95 adolescent morexia nervosa 

patients ascertaineci through a univatdy-based speci l l ty  treatment pro- in a 10-15 year 

longitudina prospective study. W& recovexy being defirieci as ha* a weight within 15% 

of average and normai cyclical menstruation (Morgan & Russell, 1975 airaia) sustained for 

at least 8 consecutive weeks, it wu found that nedy 29.5% of patients reiapsed foflowing 

hospitai discharge. The period of gratea susceptibsiry to +se wu within the first 12 



months post-discharge, withthe median time to relapse being 11 month. 86.3% of the 

patienrs achieved recovery at srne time during the foliow-up puiod. The time course of 

recovely over the £ira few years of foliow-up was protracted, with the media. tirne to 

recovery being 57.4 mon&. 

AS there are no standard criteriii for definitions of outcorne, various definitions have 

been used in the follow-up lirerPurr The most commodyused definition wu the Genenl 

Outcorne Category devised by Morgan and Russell (1975). The G e n d  Outcorn Catego~ 

discriminated three levels of g m n l  outcorne based on an individual's bodyweîght and 

m d  h a i o n h g  during the 6 mondas prrcedtig fobw-up. Good outcorne k rated 

when weight is within 15% of average and the pason has normal cycliical menstnration, 

intennediate outcorne is rned when weight is otdy intermiftenrtvwithin 15% of ideal or 

there is some menstrual disturbance, and poor outcome is r a d  when weight is below 85% 

of average and menmwfion is absuit Eisler, Smnikler, & R d  (1991) 

modifieci Morgan and Russeil's criteria, which did not take into wpum abnormal eating 

behavior, and added the ocamence of either biigeing or vomiting weekly or more into the 

poor outcome category. Eckert, Hihi, Eilufhi, Grove, & Ciosby (1995) modifed Morgan 

and Russell's criteria to take imo account abnormal eatiag behavior and body image 

disturbance. Strober a al. (1997) used Morgan and Russell's good outcome category to 

define "partial recovery" in their prospective follow-up &, and use the term "fun 

recoveg to refer to participants who have bem frre of all aitenon symptoms of anorexia 

nenrosa or bulimia nenrosa for not les  than 8 consecutive weeks. Tbis definition rrquirrd 



the sustained absence of weigbt deviaion, compensatory b v i o x q  and deviant attitudes 

regarding weight and shape, induding weight phobir 

1.7.3 Predictors of Outcorne 

A number of prediaors of long-te= outcome have been identifiai in anorexia 

nervosa, dthough many d e s  present maflicting results. In some d e s ,  older age a 

onset of ihess wu forud to p d c t  poorer outcome (RPluurja et al., 1991) d e  in 

others it was found to be insignifiant wirh regard to outmme (Hawiey, 1985; Nussbaum. 

Shenker, Baird h S u n n y ,  1985; Steinhausen & G h d e ?  1983b; Sunday et al., 1996). The 

majority of studies indicate that longer duntion of illaess is associd wirh poor outcorne 

Wemog, Schellberg & Deter, 1997; Rosenvhge & M h d ,  199û).Other factors that are 

associated wich poor outcome indude a history of previous hospR;ilizations (HIkin, 

Goldberg, Casper, Eckert & Davis, 1979; Theander, 1985), lower weight at pcesentation 

(Gillberg, Rastam & Giuberg, 1994), and the presence of bufimic behavior ( E c k  et k, 

1995; Herrog et al., 1997). 

Some social environmental miables that have been found to predia an unfavorable 

course of illness indude impairecl social funaionhg (Gillkrg et aL, 1994), di& f& 

relaUonships (Morgan & Russell, 1975; RPovunya et ai., 1991), and the occurrence of 

stressfd Me events in the fine year a f k  presentation (Soblberg 8t Nonkg, 1992). 



1.8.1 Theories about Perfcctionism 

Perfectionkm is a multidimensional connr~rr that, o v a  the y-, h a  been 

conceptuaued in a number of different wys. E d y  niiMgs about perfectionism took on a 

descriptive role, iilunnring the role rhP perf'onism plap in an individual's Me and 

theorizing abbut the ongins of the personaliry ait Hdmder (1965) used the texm 

perfectionism to refer to the mamer in which a person pedonns or aspires to pedonn. 

Perfectionias are painnaking wotkas d o  periodidy feel depressed as t h y  seldom 

perfozm to th& complete satisfaction They are and find ït difficult to sort things 

out in the order of their importance or to mai611 a sense of propomon. The drivhg force 

behind a perfectionist's unending efforts is continual self-belifflement, as weli as a desire to 

create a better self-image. Both Hdlender and Missildine (1963) suggested that 

perfecbonism is leamed in childhood They theorized that it commonly develops in insecure 

children who need approval, acceptance, and & d o n  from parents who are difficult to 

please. Th& parents equve poor perfo~11;~1ce with badness and react by rejeaing their 

children. AU that the childm get from th& parents is the promise of eventual acceptance if 

only t h 7  will 'do better'. Over rime, the need to please their parents becomes internalized 

and parend attitudes and rrqul.ements becorne part of the ego-ideal. Since perfectionism is 

related to the ego-ideal, failure to mersure up may d t  in the &ect of sharne. 

Hamachek (1978) saw positive and a negdive aspects of perfectionism, wbîch he 

respectively calleci n o d  and neurotic perfectionism. The difference between the -O Lies in 

one's behavior and in the rnanner in which one thinks about one's behavior. N d  

perfectionists feel free to be l e s  precise as the sinurion permits. They are able to account 



for rheir limirvions and strrngrhs when establïshing performance bwaduies. Extemal 

approval tends to enhance rhev selfksteem, they are proud of th& skiils and appreciate a 

job well done, and therefore for normal perfdonists, success is achievable. On the other 

haad, neurotic perfectionists are unable to be satisfied with their work because in th& own 

eyes they never seem to do things w d  enough to wamnt that feeling. They demand of 

themselves a higher level of pedormauce than is u s d y  possible, and are motivated by the 

feu of fibre. Where normal perfectionists fonrs on their strengths and how to do thuigs 

correcrly, ncurotic pufkctionists wony about their defiaenaes and how to avoid making 

mistaka. However, depression, poweriessness, '1 should" f&p, feelings ofshame and 

pit, face-saving behavior, shyness, pmmuhtion, and sdf-deprecipion are cberist ics  

that are thought to type both n o 4  and neuroDc perfeaionk Normal and neurotic 

perfectionistic behaviors are seen to ciiffer O+ in terms of degree and intensity. 

According to Hamachek (1978), there are two possible antecedents of n d c  

perfectionism. One is a developmental environment of non-approval or inconsistent 

approval that ladcs the necessary feedback for cornparhg acaul performance with ocrenial 

standards, which one compensates for by setting unreasonably high standards. The other is 

an emotional environment of conditional posirive approval. On the other hand, n o d  

perfeaionism develops through positive modeling - a dose identification wich an 

emotionally important person - or b u g h  negative modeLing, to not be Iike someone in 

one's life who was constantly diso& 

Burns (1980) also b e b e d  that pafectionism involves the compdsive and relentless 

pursuit of goals that are undktically hi& and is leamed from interactions with 

perfectionisnc parents. He viewed al perfectionists as Monging to one of five categories. 

Career pedeaionists feel that theg mus be successful in dl of th& actïvities. Marital or 



interpersonal perfectionists believe that husbands and wives shouid never fighr, for confiicts 

reflect ba@ on their rekïonships. Thqr may see loved ones as extensions of th& own egos 

and h d  ir threatening when others are not pafect. Emotiod pedectionists believe that 

they should be happy aü the time and never have anynegative feelings. Moral perfectionists 

puaish themselves relendessb whenever they f d  to mes auy moral smndards, and they do 

not know how to forgive themselves. Sexdy  perfectionistic women may belïeve that they 

are defedive if they have diffidty with o w ,  or that their worth depends primadyupon 

thek appearance. S e x d y  pe&ctionistic men rmy believe that they m u t  alwys pedorm 

well during sex (Bums, 1983). Bums (1980,1983) aiso idenafieci cognkke diptortions vaoog 

perfectionisu. These indude &r-none rhirilring, ovexgeneraliziltion (teflding to view a 

mistake or setback as a never-ending pattern of defa), '%hould" state!ments, mental filten 

(pidung out negatives in a siaurion and d w e h g  on them so that their reahy becornes 

distord), di* the positive, jumping to conclusions, magnifyirig the importatlce of 

theîr erron, emotional reamning (usuming that th& negrtve emotions reflect the way that 

they really are), and personalhion @latning themselves for the problems of others because 

they hold themselves rqomible for negative events that they cannot con@. 

Pacht (1984) suggested that perfectionism is an undesirable and debilitating goal. 

Strïvïng for perfectionism rrpresents an unheaithy motive, and perfeaionism has =ch an 

insidious nature that the label should ody be used when describing a kind of 

psychopathoIogy. Like the authors deScnbed above, Pacht a h  viewed parental interactions 

to be the cause of perfectioniirm 



A number of different self-report measures have been developed to SU+ 

perfectionism, each reflecting the concepni;ilization of perfdonism held bythe pMicular 

authors of the measure- Some were not developed for any pyticular popdation, d e  others 

were devised specifidy for ce& groups of people. A number of meastue will be 

described here. 

B u m ~  (1980) adapted a portion of the Dysfiinaional Amaides Scaie to crare the 

Burns Perfectionism Sde, a &-report measure that consists of ten items, ach d dong 

a five point d e .  The total score! can f d  between O and 40, with a hi& score rdecting great 

perfectionism. The d e  is unidimensiod d does n a  rn- Buni's five categones of 

perfectionism sepamdy.. 

Slade 8r Dewey (1986) developed the Setting Conditions for Awrexia Nervosa Sfve 

(SCANS) to measure the hypothesized setting conditions for anoratia nervosa that formed 

the basis of Slade's (1982) functiond mode1 of anor& and bulimia nmosa. The SCANS 

consisu of a total of five scaies whïch measure pufectionkm, generai dissatisfaction, social 

and personal amci-, adolescent problems, and weight control. 

Teny-Sho- G b  Owens, Slade, and Dewey (1995) conceptualized perfectionkm 

as being either positive or negative. They drninguished aspects of pufeaionism on the bask 

of ~erceived consequenus, mirroring a behavioral diainmon h e m  positive and negaive 

reliforcemeqt. They d e d  this 'positive and negative perfectionism" in women with 

eating disorders, athletes, depresseci women, and a group of healthy conmls, and devised a 

40-item cpestionnaire. Respondents aomplaed this questionnaire dong with an abbreviated 

version of the SCANS to provide an assessrnent of the vdidity of the new d e .  Factor 



analyses showed that two distinct fypes of perfeaionism, which the authors called positive 

and negative perfkionism, could be identified and measured. 

Frost, Marten, Lahart, and Rosenblate (1990) developed a multidimensional measUrey 

the MulUdimensional Perfeaionism M e  @dl's). The MPS consists of five core dimensions 

and one r e l d  dimension that reflect different aspects of perfectionism that have been 

explore- by previous authors. The O m m m  Miarkes s u b d e  reflecu negative reactions to 

mistakesy the tendency to inrapm misralas as failures and to believe that one wiIl lose the 

respect of others following fuhire. I b x d  StolrtaiS dects  the setting of vexy high 

standards for oneself' and the important d e  that these hi& standards play on one's self- 

evaluation. The P d  ExpaMarr subscaie refiects the belief that one's parents set very 

high goals for oneself' whik the perception th one's parents are ove+ aiticai constitirtes 

the P d  C i  subscale. The lh&g+Adwrzs subscale consists of items from the 

Maudsley ObsessiveCompulsive Inventory Doubtiag Subscale @&man & Hodgson, 

1980). The r e l d  dimension of CDgnumro? reflects excessive importance p l d  on o d r  

and org.i.;Ut;on. The MPS also yields a total perfectionism score Each of the dimensions 

have been shown to be reliable, and evidence exists for their valïdity (Frost a al., 1990; 

Frost, Lahart & Rosenbhte, 1991; Frost & Marten, 1990). 

Hewitt and Flett (1991) also viewed pufechonism as a multidimensional construct, 

but they saw it as being cornprisal of social and personal components. They developed a 

self-report measure, also called the Muhidimensional PerfeCaonism M e  @PS)y which 

consists of three factors derived from factor ar&& self-oriented perfectionism, otber- 

onented perfectionism, and Soody-pr&bed perfectionism. Self-oriented pafectionism is 

the tendency to set excessively hi& standards for onesel£ and a tendency to focus on one's 

failures or flaws in performance. This dimension wflects what most authors have called 



perfectionism. Soci+prescribed pafedionism conmns the beliefs rhu 0th- have set 

excessively hi& standards for o n 4  and that they will be diuppointed if these standards 

are not met. Other-oriented perfectionism refleca the tendency to set unrralimc 

expectations for o h  and to evaiuate them han&. The MPS has been shown to be 

reliable and valid @ewitt, Flett, Tumbull-Donovan, & Mïkail, 1991). 

The relatiomhip between the Frost MPS and the Hewitt and Flnr MPS has been 

exaxnined and considenble ove+ b e e n  the two rnvurrs  of peifectionism has been 

found Frost's t o d  perfectionkm score appears to reflect a global dimension of 

perfectionkm which is wrrcLted wdh Hewin and Fiett's seif&iented and sociaily- 

prescribed scales, and is less do+ rdPed to the other-oriented d e  (Frost, Heimberg, 

Hok, Mattia, & Ndauer ,  1993). Hcwm and Flett's df-onented pafedioaism was 

correlateci significan* with aU of the Frost subdes (Flett, Sasvady,  & Hewitt? 1995), with 

the largest correlation beirig with hi& pasonal standards (Flett a al., 1995; Frost a al., 

1993) and concem over mia;rks Nett et al., 1995). Frost's concern over rninakes, parend 

expectations, and parenul &ami d e s  were independen* d v e d  with Hewitt a d  

Flett's soci~-prescribed perfectionkm @ett et al., 1995; Frost et al., 1993). Together these 

studies provide evidence which suggests that the two MPS have concurrent validity (Hewitt 

et al., 1991; Hett et ai., 1995; Frost ex ai., 1993). 

The Eating Disorders Invento'y @DI) is an instrument designed to assess a broad 

range of cogndive and behavioral chu;icteristics of anorexka nervosa and bulLnll nervosa 

(Garner, O k e d ,  & Polivy, 1983). The invaltory consists of eight subdes, one of whkh 

meaSuTes perfectionism. Perfectionism in the EDI is wncepnulivd as an excessive personal 

expectation for superior achievement, and is described as put of a "dichotomousW thinking 

style (Garner, Gufi<ikel, & d r s ,  1982). Because the EDI is widely used to wess e h g  



disorder psychopathology, it is the most frrslcmdy used index of perfeaionism in 

individuaIs with eating disorders. The EDI perfectionkm subscaie has been found to be 

hi& comlated wïth the Frost M P S  tofu score for individuais with anorexia nenrosa 

(Halmï et d, îûûû), indicating that they mewrc the same und* penonality axistrua. 

Mi- Slade, & Dewey (1994) developed the Neurotic Perfectionism 

Questionnaire (MQ for meamhg neuratic perfectionism as conceptu;ilized by H d e k  

(1978) in the h g  disorda popularion. In developbg the scale, items were eliminated if 

they failed to comelate significantiywith the SCANS perfedionism anidka&f;1Ction 

subsdes which indicw n d c  perfectionism accordkg to the -S. The N P Q  wu 

intended as both a predictive and diagnostic tool for idemifying 'eatingdisorder-prone 

women". It w u  fouad rhar participants who scored hi& on the Eating AmndeJ Test also 

scored hi& in neurotic perfectionism as meastueci bythe NPQ. It wu &O found that the 

hdthier end of the scale was predominandy of the self-oriented type of pafectionism as 

desaibed by Hewirr and Flett (1991), while items at rhe pathologicai extmme of the d e  

were of both the self-oriented and sociaily-prescribed types. 

1.8 Perfectionisrn in Anacxia Ncrvosa 

Perfemonisn has been identifid as a key trait amongst individuas with a n o r 6  

nervosa fiom the first descriptions of the disorder. Lvegue (1873) described in his anorexia 

patients an unreienting pursuit of un+ rigid standards of propriety. He &O found that 

his patients were exuemely sensitive t o w d  their parent's judgements. BNdi (1978) 

suggested that the struggle to live up to perfectionistic achievement standards is a 

chvaccerinic theme in anorexia nervoa She interprets the cypial superior rc?demic 

performance of girls with aaorexia as an 'overwmpliant adaptanon", and the f d e s  of 



these girls have been describecl as hi* achievement-orienrcd (Bruch, 1973). Slade (1982) 

suggested that neurotic perfectionism is one of the rnajor predisposhg factors thp 

contributes to the emergence and maintemce of e a ~ g  disordux He argued that in an 

individual who experiences global dissatisfaction and who chooses to restrict her food intake 

to control body weight, the desire to be perfect nilnirixr. in a need to estabiish order and 

total control over one's life and one's W. Beause the affected indiMduas npuience 

feelings of sucçess and wntml times when they f d  that they have failed in d e r  aspects 

of their life, eatlig disorders are powafuq. self-reinforcing. 

A surnmvy of the studies dut have erplored perfectionism in anomcia nervosa is 

presented in Table 1.2 Halnii et al (1977) found that pafdonisxn was a predomllunt 

premorbid personalny chvrctaiaic of womm with anorexia, with 61% of 44 womem wkh 

anorexia presented to a treaunent sndy bang described by their parents as perfedionistic 

Heron and Leheup (1984) c o m p d  16 patients with anorexia to healthy controis, and 

described the patients as being more perfeuionistic. Rastam (1992) compared the pranorbid 

developmenral, ptryscal, and psychiatrie problems and comorbidity of 51 adolescents with 

anorexia with age-, sex-, and school-matched hedthy controls. The partïapams were 

obtained fiom a population s c r k g  study, and the~fore were wnsidered to be f* 

representative of the young population of cases with ano& nervosa. The author noted 

that more adolescents wirh anorexia than controis were considered bytheir mothers and 

often by themselves to be 'perfeaionistic''. FÎirbum et al. (1999) trsessed in an interview in 

which participants self reported on their own chiidhood characteristics th* premorbid 

perfectionism was more cornmon in rnorexia and bulirnia nwosa than in genenl psychiatrie 

controls. Because perfeaionism is an especidycommon a n d n t  of anorexia nervosa, 

they suggest that it serves as a s p d c  iidt factor for the disorder. 



The midies describeci above r e p o d  perfectionisuc tendenaes in women wïth 

anorexia with the use of self-report, parent's descriptions, and diniaans' descriptions. As it 

became dear that perfeaionism wu a common personalityuait amongst individu& with 

anorexia nervosa, researchers began to use empind mesures to fiiither explore the 

dimensions of perfemonism that are common in the disorder. Pumarkga and LaBarberia 

(1986) studied 119 adolescent f d e s  to sumine the reiationship of certain personality 

variables to eating vtdudes in a nonclinid group. Amtudes toward eating were measured 

using the Eatïng k t h d e s  Test (EAT). Perfectionkm w u  asessed using a sale consisting 

of 10 items thaf were intendeci to measure the extent to which an individual engageci in 

achievement-oriented behaior with a speu£ic goal of ga- rea~~lllil~lce or r e d  fnxn 

parents or parental figures. Perf'onism wu found to k sigdic;111tly assofiwd with 

Davis (1997) d e d  perfeuionism, neuraicism, and body esteem in eating disorder 

patients diaposed wirh anorsrir nervosa, buiimia nervosa, or h g  disorders n a  otherwise 

specified Measures wd induded the Body Esteem M e ,  the Hewitt and Flat m, and the 
Neurouc Perfectionkm Questionnaire (NPQ). Based on the wumption rhP the MPS self- 

oriented perfdonism subsaie reflects normal P..feaioni.cm- Davis found n o d  

perfectionism to be positively W w d  with body esteem, but O* whm leveis of neurotic 

perfectionisrn were low. Body image diSparagement wu most pronound when normal and 

neurotic perfectionism were both e l e v d  Ir was conduded that n o d  and neurotic 

perfectionism are interactive, and dip the interpmation of simple relationships ynong 

personaiity variables rmy provide a misleadhg picture. 

Hewitt, Flett, and Ediger (1995) had 81 female college students complete the Hewitt 

and Flett MPS, the Eating Attitudes Test @YI), the BulimLl Test, the Body Image 



Avoidance Questionnaire, the Fediog of Social Iavdequry Scaie, and the Perfdonistic 

Self-Presentation Scale- The Pdectionistic SeKPresentatïon S d e  is a measure of t h  

dimensions of perfectionistic sdf-prrsmtation: the desire to present oneself as perf'ecc to 

others, the desire not to appear l e s  than pedect to others, and the need to avoid public 

admissions of imperfeaion or failures. They found that s e l f - o r i d  perfectionkm was 

related to anorerric tendmaes and ptaudcs. Soaaliy-plpscribed perfktionism and 

perfecüonimc seif-presentation dimensions were br+ related to eating disorder 

behaviors, body image avoiduice, and self-esteem. Th& findings support the usefulness of 

differentiating petsonal and interpersonal aspects of peheaionism, as wd as trait versus 

self-presentatiod aspects of p a f e c t i o ~  in the ezting disorders. 

Pliner & Haddock (1996) experïmady explod the relationship bemem 

pecfectionism and weight conam in womea They wanted to explore whether, whm fiee to 

detemine th& own goals in an achievement situation, women who were w e i g h t c o n d  

set high goals for themselves, thus exemplifjkg Hcwdc and Flett's (1991) self-ofimted 
. . 

perfecbonima They admuiistered the U T  to 100 femaie aoilege d n t s  and then exvacted 

two categories out of the group b d  on EAT scores. Those who scored above 20 were 

placed in the hi& (extremely weight concerned) EAT catego'y; the low EAT category 

consisted of those who scored below 6. The partiapants were then either assigned hi& or 

low goals, or were allowed to select th& own goals in a performance situation. 'Iby found 

that hi& EAT partiapants were more kkdy to persist in ampting an unrealistically hi& 

imposed goal, set  lower personal goals in the absence of extemal standards, and were more 

strongly affeaed by feedback. The authors concluded that muiy char;icteristiics of women 

with anor& can be accounted for in tams of th& strong need for social appmval and 



conformity to aderrul standards. This confirms Hwr a al's (1995) finding rhP JoQally- 

prescribed perfectionism was relaed to eatïng disorder behaviors. 

In a stÿdy of 324 women wdh a hinoiy of auorexia nemosa, Hahi et al. (2000) 

found that womui with anore& newosa scoreci signi.fi~a~~riy higher on the Frost MPS t o d  

perfectionism xore and on EDI pedeaioaism than hdrhy conuoh and EDI normative 

data respeaively- They mnduded that perfkctioniwi is a mbua and disaumm . . .  
t;ig 

chanaeristic of anorexia nervosa and propose rhu perfectionkm is one of a cluster of 

phenotypic air variables tffoape with a g& diathesis for the disorder. 

1.8.4 Perfectionism and Illness Status in A n d a  Ncrvosa 

As it became dear that even when using a variety of different mcuurrs, 

perfectionism emerges Y a common personality cfuncraiaic amongst individuals wich 

anoracia nervosa, another question concemiog the nature of pufictionkm in anorcxia =ose 

Risearchers began to wonder if pafedionism is a stable pasonaliryarif that pusisu with 

weight restoration and recovery fiom the disorder. In a follow-up study, TOM, GuMrcl, 

and Garner (1986) wmpared individuals who had been previously hospitaiized wirh either 

the restrictiug type of a n 0 6  nervosa or the bulimic type of anor& to healthy contds 

mat& for age, occupational status, and edudoa They found that both groups of 

participants previously diagnosed with anorexia scored higher on the puf&tioni.wi subscale 

of the E a h g  Disorder Invento'y (EDI) diu, the controk. However, at the time of the 

srudy, both former anor& groups were significandymore undemeight and ais0 displayed 

more anorexic symptoms as measured by the EDI than the control pup. In contrast, 

Casper (1990) adrninistered the EDI to a grwp of long-raovered fomer anor& nervosa 



patients and a group of f e d e  college and meciid mdaits. She found that the two groups 

had similar EDI perfectionism scores. 

In hk mdy of personality traits associd wïth the disorder, Suober (1980) found 

that women with anor& nervosa had a more obsessional character structure, had a higher 

propensiry for social approval seekkg, excessively conforneci and regimented their behavior, 

were more industrious, and felt mom respnsible than halrhy mntrok. However, weight 

restoration wu associateci with a si@cant dedine in obsessionai symptomatoIogy and a 

diminished need for socid approvd. Strober w d  that certain phenomem are only 

transient reactions to a starved ape, a d  that the quesrion of whether or not vatious 

charaaer;stics are mily stable phenornena mua awln fGrther comparative d e s  ova long 

p e n d  of prospective followup. Perfectionkm has not been follwed prospectively in 

anorexia nervosa, but some d e s  do aumine perfectionism cross-sectionalty in weight 

restored and in remiued sam~les. Sullivan, Bulik, Far, and Pidrang (1998) compved 

fernale patients referred to an &g disorder s e ~ œ  in Nen Zealand 12 yars ?go to a 

random coxnmunity sample. They fd that 90% of the fornia patients no longer met 

criteria for anorexia nervosa but st i l l  had higher EDI perfectionkm scores than the mntrol 

gr OU P. 

Bastiani, Rao, W h ,  and Kaye (1995) studied pufectionism in anorexia nervosa 

using the EDI, the Hewkt and Flm MPS, and the Frost MPS. 11 inpatients with restricting 

anorexïa were c o m p d  to 8 anorexka patients who wac assessed aithin 4 weeks afru 

weight restoration, as well as to 10 heaIthy controls. On the Frost MPS, the scores of the 

IWO anorexia groups were simiiar on 9 subscales. The underweight anorexia group scored 

higher thui c o n d  on all subscales except for Parental ExpeMioas. On the He* and 

Flett MPS, the u~der~tight and weight restored groups scoreci similady on 1 subsdes. The 



underweight group xored higher than the controis on &-orientecl md socially-prescribed 

perfectionimq but not on other-oriented perfiaionism. The weight restored group scored 

higher than the tond ody on sdfi)riented perfect iok  On the EDI, both anoreW 

groups scored higher than controls in pafectioniism, and the perfetfionism scores betwee~l  

the weight restored and undemeight groups did n a  differ. These hdings indiate that 

patients with anoraria nervosa are perfectionistic, and thP pafeCtion;inn penists afier 

weight restoration. ne results &O suggest that people with anorexia experience their 

perfectionism as self-imposed and not in mponse to the eqectaûons of others. 

Srinivasagam et al (1995) also studied whether perf.edioni.un as measured by the 

Frost MPS changes with clinid status. They compareci 20 women who had recovered from 

anor& nervosa to 16 hahfry coatrols. N o d  weighr and mmses for over 1 year defined 

recovery. The measures used were the EDI and the Frost MPS. It was found that the 

recovered group had higher scores on the EDI pafectionism subde ,  as weli as on Frost's 

o v d  perfectionkm Since perfectionism persists & wfip the authors describeci as good 

outcorne and recove~y, it msry be a trait that contributes to the pathogenesis of anorexia 

nervosa 



Table 1.2 Studies of Perfectionism in Anorexia Nervosa (AN) 

smdy Participants Perfectionism Measures Findings 

khi, Goldberg, Eckert, 
Casper & Davis (1977) 

Hcni & Leheup (1984) 

MRman, Slade & Dewey 
(1994) 

Basthni, Rao, W e l h  & 
Kaye (1995) 

44 females with Parents' descriptions 
AN 

16 patients with Self-repon and fpmhis 
AN descriptions 

119 adolescent Developed a perfectioNsm 
ferndes scaie consishg of 10 items 

55 former AN EDI 
patiaics 

25 patients who EDI 
had recovered 
from AN 

5 1 adolescents Self-reporr and mother's 
with AN descriptions 

32 eating disorder Neurotic Perfectionism 
patients; Questionnaire 
255 femde 
unâergnduates 

11 A N  inpatients; EDI, Hewitt & Flett MPS, 
8 weight mtored Frost MPS 
AN patients 

61% of fanales with AN were described by their parents as 
perfectionistic. 

Patients with AN were more perfectionistic than heaithy conuols. 

Perfectionism wu assoc id  with wei& anxiety in adolescent 
fedes .  

Fonnaiy hospitalized AN patients were more perfectionistic thrn 
healthy controls. 

Rccoved AN patients had similar perfectionism scores as a group of 
femde coUege and mediai &W. 

More adolescents with AN obtained from a population screening 
stuây than hcaltby c o n ~ ~ s  were considered by their motheni and 
o h  by thansclves to k perfectionidc. 

Participants who mred high on the Eating Attitudes Test @AT) also 
s c o d  high in ncurotic perfectionism. 

EDI perfectionim 2 AN goups had similar scores; both groups 
- - 

s c o d  h;%a thui controls. - 

Fmst MPS: 2 AN mups had similar scores on aii subscaies; 
<m&mci&t & r o ~ ~ s ~ ~ c d  higher than healthy contr01s on all but the . . 
parentai expectations subscaie, 
Hewitt & Fîett MPS 2 AN m p s  had similar scores on ail subscaies; 
underwught goup scod &hG than controls on self-orientcd and 8 
sody-prescribed perfectionkq .- . . weight - . -  restored group scored higher 
îhan controls on self-onented pertectionism. 



Study Participants Perfectionisrn Measures Findings 

Havin, Flett & Ediger 8 1 female college Hewin & Flett M P S ,  
(1995) students Perfectionistic Self- 

Presentation Scale 

Srllllvasagam e<. d. (1995) 20 women who EDI, Frost MPS 
have recovered 
from AN 

Teny-Short, Giyrm ûwens, 2 1 women with Developed a 40-item 
Slde & Dewey (1995) eating disorciers perfeaibnsm questionnaire 

Pliner & Haddock (1996) 100 f e d e  c o k e  Persond goals in a 
d n t s  performance situation 

Davis (1997) 123 patients with Hewia & Fkett MPS; 
AN or BN Neurotic Perfectionism 

QucstioMaire 

S & m ,  Buhk, Feu  h 70 former AN EDI 
Pidraing (1998) patients 

Fdmm, Cooper, Dofl& 67 fendes with a Self-report 
Wdh (1999) b o r y  of AN 

iialmi a al. (2000) 324 women with a EDI, Frost MPS 
hcnoiy of AN 

Self-onented perfectionism was related to anorexic tendencies and 
attitudes; socially-prescribed perfectionism and perfectionistic self- 
presentation were related to eating disorder behaviors, body image 
avoidance and self-esteem. 

Compareci to healthy controls, women who had recovered from AN 
M higher scores on EDI perfectionism and MPS total perfectionism. 

In women with eating disorders, a high positive perfectionism score 
wu associated with a hi& negative perfectionism score, 

In a performance situation, hi& EAT scorers were more likely to set 
lower personal goals, persist in accepting unrealinically high imposed 
goals, and wen more strondy affected by feedback. 

Self-orienteci perfectionism/nod perfectionism were osociated 
with body estean when newotic perfectionism w u  low; body image 
dispimgexnent w u  most pronound when n o d  & neuxotic 
pafectionism wae both elevaed. 

90% of former patients no langer ma criteria for AN but still had 
higher pcrfectionism scores than a random community conml group. 

Premorbid pcrfectionism was more common in AN than in guieral 
psychiatrie conuols. 

Women with AN had higher MPS total perfectionism and EDI 
perfectionism than healthy controls & EDI normative data 
mpecrivefy; MPS total perfectionism and EDI perfectionism were 
highlycomlztad 

W 
w 



1.85 Methodological Issucs in the Study of Pafcctioaism in Anama Nervosa 

To date, the EDI perfectionism subscale has been ured more than any other mewre 

of perfectionkm in d g  disorder research. This is due to the wi& acceptance of the EDI 

as a valid and reliable me?suTe of the range of eving disorder psychopathology, as wd as to 

the faa that the EDI wu developed before the two more recuit MPSs. Hmever, as the 

perfectionkm subsde of the EDI is made up of me+ six items, this masure of 

perfeccionism is not as compreheasive as the two MPSs. A number of stuclies using the 

MPSs support the d e r  fiadings that individuals with anorexia are more perfectionistic than 

healthy controls. However, thae are limiu to the extent to whkh the findings may be 

generalized Smd sample sizes have been usad It is unclear wherha perfectionkm 

measuredwithui 4 weeks of weight restontion can be wd to p d c t  perféctionism in those 

who recover f d y  from anomxia nervosa. Cross-seaiod study designs uPing different 

groups of participants have been emplayed to compare levels of pufectionism at various 

stages of recovery. It would be interesting to examine whether Pufectionism changes afier 

weight restoration, remission, or relapse in the same group of people. In light of the 

limitations of the Sosting studies, many qyestions ternain as to the oaairr of the relationship 

between perfectionism and anorexia newosa. Considering the role that perfectionkm may 

play as a risk factor for the development of the illness, it is also possible that it may play a 

role as a prediaor of outcorne. For &cal treatment purposes, it would be valuable to study 

this relationship furcher. 



Perfectionism as a pusonality charaderistic in anor& nervosa has been d e d  

extensively. There is general agreement thp individuas with anorexia are more 

perfectionistic than the genenl population, and some evidence suggests that perfèctionism is 

a predisposing factor for the developmair of the disordu. As the d e s  that have examineci 

the stabiiity of perfectionirm in a n o d  navosa over the course of the illnas have used 

cross-sectional study desigas 9 is uncleu wkthery in the sune gmup of indMrhrds, 

perfectionism would change with remhance. Ih addition, perfdonism has been implicated 

as a risk factor in anorexia nervosa, and high levels may be an indication of psychopathology 

that an further predict long-remi outcorne afra d d q e  fiom intensive treatment. 

Because relapse rites afiec treatment are hi& any prediaors of outcome that can be 

idenhfied rmy have important dinical implications. As there are neither prospeave nor 

retrospecrive follow-up d e s  rhar examine the relationship between illness outcorne and 

levels of perfectionism, the role thp perfectionism may pliy as a p d c t o r  of ourcome has 

not been exploreci. It would be valuable to conduct a longitudinal study to examine the 

possible association between perfectiok and outcome status at 6-24 months afier 

intensive tfeatment, in order to further explore the relationship between perfectionism and 

clinid natus and to examine the possible role that perfectionism may play as a prediaor of 

outcome. 



CHiWrER II 

OB-mCTIVES AND HYPOTH'ESES 

The primvy objective of this srudyis to examine the relatiomhip b e e n  

perfectionism as a personab naic and the clinid status of individuals with anorexia nervosa 

at admission to, dischvge from, and at 6-24 month foIlow-up &er an ;.pU;ent trepment 

program for anorexia nervosa. 

-thesis I I  

Individuals with anorexia nervosa will show devateci levels of perfdonism compareci to 

healthy connols at admission to ueatment. 

Hpothesis Ar2 

Perfectionkm scores will decrease with weight restoration by the end of treatrnent. 

&thesis #3 

Berneen discharge and follow-up, there will be no change in perfectionism for those who 

have a gooci outcorne. Pedeccionirm will inarye in individuals who relapse. 



Fhothesis #4 

Kndividuals with good diaid outcome at followup will show lower levels of perfectionism 

at admission to treatment and at dixharge Fe. perfkctionism scores at admission and at 

discharge will prediu outcome at follow-up). 

Hnmtfiesis #5 

Individuals with good clinid outcome will have lower pufectionism scores than those with 

poor clinid outcorne at follow-up. 

Himothesis #6 

EDI Perfectionism and MPS Tad Pafectioniwi d be highty mmLted 



CHAPTER III 

METHOImLoGY 

3.1 The Inpatient Eating Disorders Program 

This study wu conducd as a part of two follow-up d e s  of the Inpatient Eating 

Disorders Prognm (IEDP) at the Toronto General Hkpital. The IEDP is one option 

within the Eating Disorders Tre?tment Program at the Toronto Gened Hospital, which 

adopts an integnred comprehensive stepped are model for the treatment of eathg 

disorders. It is the major tabvyare centre for the t~eiltment of anor& newosa in 

Ontario. The IEDP is a volu~l~ary treatment program that rdopts a lenient a p p r d  to 

ueatment and combines the provision of medical cue and nutritional rehabilitation with 

group thenpy. Fudy therapy is a h  available as requested, dong with leisure, vocational, 

and educatiod counseling. The IEDP aims to provide the minimal amount of containment 

required for patients to no& their eating and to gain weight. Patients are encoulaged to 

go home on the weekends afier the first rwo weeks; at about haifway through thek nay they 

are encouraged to becorne &y auendees. The goals of the program are for patients to 

achieve a minimum body mw index @MI) of 20 kg/m2 and to control their eating disorder 

symptoms, as a fim sep towub recovery h m  rhar eaMg disorda. 



3.2 Study Design 

AU patients who were dischargeci fiom the IEDP berneen November 1,1997 and 

September 30,1999, who had rroeived r leas four weeks of aeatmeat, were vked to 

participate in a 1-2 year retrospecüve follow-up study. All patients dischargeci afier 

Oaober 1,1999 were asked to participate in a 6-month prospeuive follow-up study. 

Participants of the prospective follow-up studywho were dischvged between 

odober 1,1999 andJdy 31,2000 wae induded in this smdy. For those participants who 

have been assessed at rrpmed inter&, the most recent follow-up data were a d p d  As a 

result, the cohort of potmtial paatiapants included al1 pati~nrr disdiuged fiom the EEDP 

between November 1,1997 and July 31,2000. d o  hd feceived r least four wedû of 

tratment (see Figure 3.1). 



Figue 3.1 Study Timeîine 

Participants dischasgcd bctween Novernbcr 1,1997 and Scptember 30,1999: 

I I I b 

Participants dischargcd betwcen OEtober 1,1999 and July 31,2000: 

33.1 Eating Disorder Participants 

Al1 participants gave iaforrned consent at pre-treatment to be contacted for the 

folhw-up interview (see Appendix A). When the time for th& follow-up drew near, 

pdcipanrs of the retrospective study wae sent an initial contact l ~ e r  ourlining the purpose 

of the SN& (see Appendk B). Those who did not c d  to book an appointment were then 

d e d  and askd if they would be willing to partiapate in the study. Patentid partiaplats of 

the prospective audy were contacted by telephone and the s d y  wu descnbed to them. 

Those who were interestecl in p;uticipating in die study, but were unable or ~~1Willing to 



corne to the Toronto G e n d  Hospital to do the interview in pason, were ime~ewed over 

the telephone. Afrer the inrerview, Wapants were asked to complete a bptter-j of self- 

report measures. 

3.32 Hedthy Contrai Participants 

The healthy conûol participants for the MPS were a p u p  of women ranghg in age 

from 17 to 41 yars (AJ - 26.1 y- - 6.2 y-), d o  hd served as proband controls 

for a f+ study by Lilmfdd a al. (1998). They were selected to have never had a histoy 

of any h o s a b l e  eating disorder or cating disorder b&viors. Potential healthy controls 

were excludeci if rhey had a histoxy of weïghing l e s  than 90% or more than 125% of ideal 

body weight since menarche. They wae chosen to otherwise k a representative community 

sample, and therefore were not screened for a lifetime history of vry other psychiatrie 

disorder. With the exception that they had no history of eating disorder problems, there is 

no evidence to suggest that they w m  not representative of the g e n d  population (Kessler 

et d, 1994). 



3.4 Inclusion and Exclusion Criteria 

3.4.1 Inclusion Critma 

Eligible participants met the folIowing uï& 

1) Were fonner patients dischargeci h m  the IEDP between November 1,1997 and 

Jdy 3 1,2000. 

2) Were in the IEDP for at lcvt four weeks. 

3) Hid, at the &ne of admission to the IEDP, f;ulfilled modifieci DM-IV criceri;i for 

anorexia nervosa, Testricthg or biage eatinglpurging su+ basecl on Eating Disorder 

Examination @DE) operational &£initions. The critexion of absence of menses w u  not 

reSuired 

3.4.2 Exclusion Ctitaia 

There were no exclusion criteria other than unwillingness to paniapate. 

3.5 Assessrnent Measures (See Appendix C and D) 

The self-report measures used in this study are one part of a battery of self-report 

measures useci for the follow-up &. The instruments used to assess eating disorder 

psychopathology and perfectionism are listed below (see Figure 3.2). 



Participants dischaxgcd ben~cen O ~ ~ b e r  1,1999 and July 

PmTxeatment Post- Tmatrmnt FoIloFt& 

EDE-Q 
EDI 
EDE H 

EDE 
EDE-Q 

EDI 

For chse wim 

- e ~ ~ e -  
EDE-Q 

EDI 1 
3.5.1 Pre-treatmcnt Measurcs 

As part of the roiaine assessrnent procedure of the IEDP, al l  patients were asked to 

complete a pre-ueatment interview and a battery of self-report measures within one week of 

admission into the IEDP. The mevurcr that will be reporteci on in this study are: 

r Eatine Disorder Examination (EDE) - Diamostic Items. This is an inveaigator-based 

inteMew developed for the anessrnent of the specific psydiopath010gy of d g  

disorders (version 12; FWbum & Cooper, 1993). Ody the diagnostic items of the 

interview were adminkered, which assesr the following dimensions of ePing disorder 

psychopatholosy: dietary restriction, objective and subjective binge episodes, 

compensatory behivion 6nciudtig self-Ïnduced vomiting, laxative and diuretic k, 

and intense exercise), the influence of body shape and weight on self-eduation, feu of 

II 

For tbose wtio 
~ T M ~ P -  

EDE-Q 
EDI 

I 

Inte~ew 
EDI 
MPS 



amenorrhea. The interview assesses the frequency and severity of these variables over the 

past three months, generating operationaUydefined eating disorder diagnoses according 

to the DSM-N diagnostic aitexia. The EDE has been uscd extensively in eating disorder 

research. The measure has been examined for internal consistencg; iaarpn dab* 

. . -  
and *t, conasrrent, and predictive validiiy (Cooper, ,Cooper t Fairbum, 1989; 

Cooper & Fakkn, 1987; Rosen, Vara, W d  &hitenbag, 1990; Wilson & Smith, 

1989) (see Appendhr D). 

. - 
E a t k  Disorder Examum~on Ouestionnak EDE-01. The EDE-Q (version 4) is the 

self-report version of the EDE ( F h  & Be&, 1994). The EDE-Q consists of four 

subsdes, h a p  awmwa,'~~~~&mmm, &my ~ a i r r c ,  and ehgcpmn. It also ~ontaius items 

that assess the frequency a d  severity of objective and subjective binge episodes and 

compensatory behaviors. Fairbum and Be* (1994) found that the EDE and the 

EDE-Q produce similv results when assessing d i o u s  behaviors such as self- 

induced vomiting and dieting, but the EDE-Q g e n e d  higher scores than the EDE 

when assessing more complex behaviors such as binge eating and concerns about shape. 

Therefore, the use of both of these measures would ensure a more accurate assessment of 

eating disorder symptornatology (see Appendix C). 

E a h v  Disorder Imrentorv EDn. This is a widefy used self-repoxt instnunem that 

measures core vrirudes and beliefs related to eating disorders. The ED1 provides eight 

h m p m d d i n n r r t ,  ~ u u m m s s ,  and f i  (Gamer, Oknsted & Polivy, 

1983). The measure consists of 64 items, each   resented in a &point forced choice 

format- Respondents nte whether the item applies to them uahqd', 'usu&?, ' o h n ,  



"sometimes", Umrely", or = n d .  The i n t d  fonsiscency, kemaer  diabdiq, md 
- . .  

discrunuiant, conairrait, and predictive v&ddp of the EDI has been demonstmted 

(Garner, Olmsted & Polivy, 1983). 

Mormation rrgrdirig weight and frrciueacy of eatïng disorder sympoms were 

collected weekly during ach patients' admission. Al1 patients who successtidly Yhieved a 

BMI of 20 kg/m2 and wmpleted the IEDP were d o  asked to mmplete a pst-treatment 

questionnaire ~ackage. The package comistevi of a prognm feedback fomi and a numba 

self-report meuurrs. The questionnaües will be reporteci on in tfiÛ ue: 

35.3 Follow-up Measures 

The follow-up interview for the retrospeaive midy consistecl of a semi-structured 

interview that wessed eatïng behavior, symptomsY weight, medications, dnig use, medical 

and psychiauic treatmenq mood, and social and interpersonai funmooing, during the t h e  

period fiom discharge und follow-up. The follow-up intecview for the prospective s t d y  

was the EDE, extended to mver eating behavior and symptoms over the past 6 months. 

Additional questions regarding weight, medications, drug use, medical and psychiatrie 

treamient, mood, and social and interpersonal functioning were dso yked (se 
. . 

Appendix D). A vari- of self-repos guenionnaites were admmmered; the ones that will be 

reported on are: 

Eatinp Disorder Inventow CEDIi. 



0 Multidirnensiond Pafkdonism Sale &JBL This Thir a &report measure of 

perfectionkm (Frost et d, 1990). It consias of five core subscaies that make up a total 

~erfectionism score, as w ~ I  as one dated subde .  ïk five core subscales are c o r n  

~ ~ e r m i a a R e , p e r s a i a l a a r r l n c k , p m r r t l l a q i s r I l t i m s ~ ~ a d ~ ~ ~ .  

is the reiated subde.  The MPS is made up of 35 items, each presented in a 

£ive- oint Likert-type format. Each subscale has been shown to be rrluble, and evidence 

&sts for their validity pro% L;ihut & Rosenblate, 1991; Frost & Marten, 1990; Frost et 

ai., 1990) (see AppendM C). 

As there are no standard deMons  of outcome in the follow-up literature, illness 

statu wu defineci using waghc and fiequency of objective binge episodes (OBE) or 

episodes of vomiting. B a d  on prevïous findings regardingthe similarih'es in severity of 

specific and genenl psychopphology in individuas who display full and pareid-syndrome 

bulLnu nervosa (Garfiakel et al., 1995), the threshold fiequency of OBE and v o m i ~ g  was 

set at one OBE/vomit per week, iristead of the DSM-IV threshold for bulimia nervosa of 

two binges and purges per wedr The good outcome categoxy consisteci of those who, at the 

t h e  of the follow-up interview, had a BMI of at lest 20 kg/m2 and who had no OBE or 

vomithg over the 3 months prior to the follow-up interview. Those in the intemediate 

category had subclinical sympooms, but did not men aiteria for anorexia nervosa or bulimia 

nemosa These participants had a BMI that was les than 20 kg/m2 but v e r  than or eqwl 

to 18.5 kg/m2 at follow-up, and had less than one OBE a d o r  episode of vomiting per 

week over the 3 month penod pnor to the follow-up inte~ew. Those in the poor outcome 



category either had a BMI that wu l a s  than 18.5 kg/m2, d o r  had more rhan one OBE or 

episode of vomdiog per wedr any time over the 3 months pnor to the foliow-up interview. 

Categories for response to treatment, defineci using dinial status at disfhvge h m  

treatment were assessed uMg similv aireria, with consideration for the 1 s t  4 weeks of 

trament when assessing bingeing and vomitïng m o m s  (see Table 3.1). 

Table 3.1 Treatment Rcamnse and Outcorne Cntcria 

Intermediate Poor 

B-O kglm2 18.5 k g l m 2 ~  < 20 kg/m2 BMI< 18.5 w m 2  andtor 
Response to Tratmcnt No OBWvomits <1 OBE&/vomit per week 21 OBWvomit per week 

in last 4 wecks of uatment in Iut 4 wceks of tratment in last 4 waeks of trutxnent 

B M W O  kg/rn2 18.5 k g / m 2 ~ M I < 2 0  kg/m2 BMI< 18.5 kg/m2 andor 
Outcornc at  F o h - u p  No OBWvomits < 1 OBE&/vomit per week 21 OBWvomit per wetk 

in past 3 montk in p s t  3 months in past 3 months 

3.7 Statistical Anaîyses 

3.7.1 Data Saeening 

AU statistical analyses were performed using SPSS for Wmdows, version 9.0. Prior to 

the analyses the data were screened for accuracy, the presence of missing data or oudiers, 

and to ensure nonnality using the data screening procedures rexo111~11ended by Tabechnick %C 

Fideil (1989). The mean score for the specific subscales was used to replace any misshg data, 

so long as no more than one item was niissing for any given subde.  The data were found 

ro be normaliy distributecl and f i  of any outlien. 



3.7.2 Statistid Tests 

The aims of the data + were to examine changes in perfdonism over rime 

and with clinid statusy and to compare pufectionism scores of the participants with h d d y  

con&. T-tests were used to compare EDI pafectionism meam in order to examine 

whether perfecai~nism varid with i l k  stnis. Paired samples t-tests were used to compare 

EDI perfectionism scores Ysessed at pre-treatment and pst-tmaîmcmt, and independent 

samp1es t-tests were used to compare perfectonism scores between the good and poor 

outcome groups at foUow-up. kidependent samples t-tests were also wd to compare pre- 

treatment and pst-treatment EDI perfdonism of the good and poor outcome groups, to 

examine whether perfedionism at these eariier time poiar could differentiate between 

outcorne groups at foiiowup. One-samp1e t-tests wem used to compare the groups wirh 

good and poor dinical staw to pubIished healthy fernale college coatmls (Gamer, Olmaad 

& Polivy , 1983) and to an eating disorder referma sample (Garner, 1991). Independent 

samples t-tesu were also wd to compare dinid variables between those who completed 

the assessments at the various time poinu and those who did not, in order to detennine the 

representativeness of the midy simple. A rrpared meYurrs 2 x 2 analysis of variance 

(ANOVA) was used to explore group by time interamons fiom port-treatment to follow-up 

for the good and poor outcome groups. 

M P S  scores were examined to detennine whether perfeuionism vatried with dinical 

status at fouow-up. A one-way ANOVA was used to compare the totd pufdonism meaas 

of the good outcome, poor outcome, and hdthy  control groups. Follow-up pair-wis 

cornparisons among the maas were conducteci using Du~et t ' s  C Tm as the variances 

among the three groups were not homogenous. The five core subscales of the MPS were 

compared using a multivatiate anaiysis of variance (MANOVA). Pillai's &terion wu used to 



evaluate multÏvariare signifiance, as the variances were n a  homogenars. FolIowup 

ANOVA on each of the 5 subscales were conductecl k g  the Bonferroni procedure in 

order to m i .  the chance of tgpe 1 emxs. The Bonferroni produre consists of dniidbg 

alpha by the number of tests bang conducteci, th@ keeping a f e - w i s e  aror rate at 

c -05. In this case, using an alpha - .05, each ANOVAwas tested at the -01 l d  Post hoc P- 

+ to the univariate ANOVA consisted of conducting pair-wise compPrwns using 

Dunnett's CTest. Simple rrgrrssion anal+ was used to explore correlations b e e n  the 

MPS total peheaion;.mi score rrid the EDI perfdonism subsale score. 



CHAPTER IV 

CHARACTERISTICS OF THE SAMPLE 

In this chapter, data are presented on the demographic characteristics of the 

participants induding age, marital status, employmat status, and educaxion levd. Cluiical 

variables such as ezàng disorder dugnosis, BMI, cturation of iIlness, age of finc d g  

disorder diageosis, previous treatment, and msponse to m e n t  are also presented. 

Participants who complered various aspects of the assessments were compMd to 

participants who did not complete dl aspects of the vsessments to desemine the 

representatnreness of the sampfes. 

4.1 Participation 

Nmety4ght patients with anorexia navow were dischargeci from the IEDP 

between November 1,1997 and July 31,2000. Of these, 21 were dixharged before receiviug 

4 weeks of treatment, and were ineligible for the study as they were not consideml to have 

received an adequate dose of tmatment from the IEDP. As this mdy was carxied out as a 

part of a follow-up study to explore predictors of relapse and the effemveness of the 

treatment program, those who did not stay in rhe program for what wu conUdered to be a 

minimum length of t h e  needed to anain any benefit h m  the treatment were not i n .  to 

participate in the follow-up. It was decided that this minimum lengdi of time was 4 wedrs. 

An additional four patients did not consent to p d a p a t e  in the study. The rrmYniag 73 

individuals met the inclusion mtexia for partiapation in the study. Fifcysk of these 

participants completed the pre-treatment VI) wccsments. Thirty-four patients completed 



the program and achieved a BMI of at least 20 i<9/rn2 at discharge. Of Ofese, 27 completed 

the post-treatment v2) asessrnem. Of rhe 73 individuah who met inclusion clirena for 

participation in the study, mo were not c o n t d  for follow-up due to the sevehy oftheir 

illness. They were induded in the "poor" outoome category in all analyses. One individual 

could not be accd, and seven refured to partiapate in the follow-up (I'3) interview. Of 

these, m o  were assigneci to the poor outcome caregory basecl on clinical contact. Shy-thriee 

individuals agreed to partiapate in the folow-up interview. The average length of follow-up 

was 15.7 rnonths - 62 rnonths). Of those that partiapated, 32 interviews (51%) were 

conducted in pason and 3 1 interviews (49%) were conduaed over the telephone Of the 63 

participants who were intemewed, 49 completed the &-report Quenionnu'res (see Table 

4.1 and Figure 4.1). 

Table 4.1 Cornoleted Self-rewrt Assessments 

Assessrnent Number of Partichants 
- -- - - - 

Tl only 11 

Tt only O 

T3 only 5 

Tl and T2 only 2 

Tl and T3 only 19 

T2 and T3 only 1 

Tl, T2, & T3 24 

Did not complete any self-report assessrnenu: 

Completed T3 interview 6 

Did not complete any asessrnenu 4 



Figuxe 4.1 Participation 



4.2 Demognphic Characteristics 

4.2.1 Age 

The mean age of the 73 pvriapants at the time of admission imo the treatment 

program w u  27.2 years - 10.4 y-). The median age was 24. The g of the youngest 

participant was 17 years, and the oldest wu 61 y-. 

4.2.2 Sex 

Seventy-one of the 73 participants were women, two were m a  

4.2.3 Marital Statw 

The partiapants' maritai staus r the time of admission to treatment is presented in 

Table 4.2. The majoritp of the participants were single and have never been mVned (69.8%). 

Table 4.2 Marital Status 
- - - - - - - - - - - - 

Marital S b t u s  Number % of Total 

Single, never married 51 69.8 

Married 16 21.9 

Separated 4 5.5 

Divorced 1 1.4 

Widowed 1 1.4 



4.2.4 Education Levcl 

The participants' highest &cational qu?lfications are presented in Table 4.3. 

Almost half (42.5%) of the ptiapauts had had some form of pst-secondary ducation. 

Another third (3 1.5%) had  the^ high school diplorna, and one-sixth (17.8%) either did not 

£inish hi& sdiool or were a m e d y  sti i l  in high school. This information wu miszing for 6 

participants (8.2%). 

Table 4.3 Hightst LevcI of Education 

Level of Education Number % of Total 

Completed graduate training 4 5.5 

Some graduate training 1 1.4 

Some univenicy/college 12 16.4 

Completed high school 23 31.5 

Some high school 13 17.8 

Missing information 6 8.2 

4.2.5 Ernployment Status 

Information regvdiog employment status at admission to vevment is prwnted in 

Table 4.4. The 'Employed fuit-tirne" c;itegory included those who hdd full-time jobs, fd- 

Ume midents, and part-time students who a h  held part-time jobs. Those in the 'Employed 

pm-then cvegory incluàed those with part-rime jobs as wd as parc-rime d e n t s  without 

jobs. Employment information wu missing for 19.2% of the participants. 



Table 4.4 Employmcnt S t a t u  (including studcnts) 

Employmcnt Status Numbcr % of Total 

Empfoyed full-the 22 30.1 

Employed part-& 8 11.0 

Unemployed 29 39.7 

Misskg data 14 192 

4.3.1 Eating Disorder Diagnoses 

Half of the partiapants were diagnosed with anorexia navosa - ZieStTictiog subtype 

and half were diagnosed with anorexia nemosa - biage m;ng/pu+g subtype at admission 

to ueatment. The breakdown of diagnoses for the 73 partiapants is presented in Table 4.5. 

O f  the 63 participants who agreed to pdcippe in the foliow-up interview, it was found that 

2 who had prewiously been dugposed with anorexia nervosa - restrïctïng subtype 

bingeing and purging during the followup pericxi. 

Table 4.5 Diagnosis at Admission to Trcatment 

Diannosis Numbcr % of Total 

Anorexia Nervosa - Restricting Subtype 36 49.3 

Anorexia Nervosa - Binge Eating/Purging Subtype 37 50.7 



4.3.2 M o n  of Illncss 

At pre-treatmenq pdapants were asked how long they had a serious eating 

problem. The beginning of eating problans wu dehed as the time the individual a) started 

vorniting or using laxatives on a reg& basiq or b) started having the kind of eating binges 

that others would regad as un+ large; or c) purpody lost an amount of w+t that 

others were very concemecl about and she .y have stopped meannuting r this weight. 

The mean number of monrbs of duration of serious eatïag problems for 53 participants was 

62.4 mon& - 69.0 month), with a median of 36 months This idormation wu 

misgng for 20 ia&vidiinl.c. Participants were a h  asked if they had ever ben diagnosexi bg a 

professional as ha* an eating disorder, anci at whrt g rhy were diagnosed. The meui 

age of diagnosis for 52 participants wu 19.8 yars @ - 7.1 years), with a-medïan of 17 

years. This information was mismng for 21 participants 

4.3.3 Previous Treatment 

At pre-treatment, partiapmts were asked if they had ever had uiy inrenÿve 

veatment for th& eating disorder. This was defined as treatment within a prognm that wu 

spe&caUy designeci for rh ueament of eating disorden Admission to hospital for medical 

stabilizuion, admission to a g e n d  psy3iiah;c ward, anci individual therapy was not 

included in this definmion. Two thirds (64.4%) of the 73 partiapants had h d  prewious 

intensive treatment for th& e?Mg disorda prior to the target admission, For one third 

(35.6%) of the participants, this admission wu th& £irst admission to a treatment program 

for eathg disorden (see Table 4.6). 



Table 4.6 Prcvious Intensive Tratmcnt for Eating Disordcrs 

Nimber % of Total 
- . -. 

Has had previous treatment 47 64.4 

Has never had previous treatment 26 35.6 

4.3.4 Admission Body Mus Inda and Rogrcss in Tiutment 

The mean BMI at admission to ueatment for the 73 partiapants was 14.8 Wm2 
- 2.2 kg/m2, median - 15.1 kg/m?). Thywere in treatment for an average of 

12.1 weeks (SP - 5.6 weeks, median - 11.0 weeks), and gaineci a n  average of 11.3 kg 

(SD - 6.0 kg, m& - 10.6 Irg). Their mean dirhvge BMI was 19.1 kg/m2 

(SIJ - 2.1 kg/m2, median - 19.8 kg/m?) (~ee Table 4.7). 

Table 4.7 Clinical Characteristics of the Participants (n= 73) 

M a n  (SD) Median 

Admission BMI (kg/m? 14.8 (2.2) 15.1 

Number of weeks in treatment 12.1 (5.6) 11.0 

Weight gained in treatment (kg) 11.3 (6.0) 10.6 

Discharge BMI &g/m? 19.1 (2.1) 19.8 



4.4 Representativeness of the Samples 

Because different cohorts of the 73 partiapants c o m p l d  the selfkport 

questionnaires at the three tirne points, compatisons wexe made b e e n  pattiapants who 

complered and did not complete each wessment 

4.4.1 Re-treatmeat EDI 

Cornpuirons b e e n  those d o  completed the pre-treament pl) EDI and those 

who did not are presented in Table 4-8 and Table 4-9. O£ the 73 participants, 56 ampletecl 

the Tl EDI and 17 did noc The two groups of putapants had a nmilar dmission BML 

The individuas who w m p l d  the TI EDI wae younger in g - 2% years, 

SD - 9.4 years, vs. M - 33.1 y-, = 11.5 yearq t (71) = 281, p - .006); h d  a longer - 

duration of treatrnent (M - 12.8 w&, = 5.4 weeks, vs. - 9.8 weeks, 

SD = 5.7 weeks; t (71) = 1.98, p - .Os); gained more weight while in treatment (hJ - W kg, - 
SD - 5.9 kg, vs. &J - 8.2, - 5.4 k g  t (71) = 2.50, p - .Oz); and left treatment at a higher - 

discharge BMI (M = 19.4 ks/m2, - 1.8 kg/mZ, vs. M - 18.0 kg/m2, - 27 irg/m2; 

t (71) = 241, p = .CU) (see Table 4.8). No ciifference wu found in the distribution of the two 

diagnostic subtypes across the groups of completers and noncompleters (see Table 4.9). 

The frequency of bingeing and purging symptoms upon admission ta treatrnent were dso 

compared, but the sample sizes were too small for ury maningful cornpuison. 



Table 4.8 Tl  EDI Comdctcrs vs. Nonlcomdeters 

Mean (SD) 
Completcd Did not 

EDI complcte EDI 
n = 56 n = 17 t df P 

Age bears) 25.4 (9.4) 33.1 (11.5) 2.81 71 .O06 

Admission BMI (kg/rn3 

Number of weeks in treatment 12.8 (5.4) 9.8 (5.7) 1.98 71 .O5 

Weight gained in treatment (kg) 12.3 (5.9) 8.2 (5.4) 2.50 71 .O2 

Discharge BMI &g/m3 19.4 (1.8) 18.0 (2.7) 2.41 71 .O2 

Table 4.9 Cornparison of Diagnoses for Tl EDI Completas and Noncompleters 

Diagnosis Completas Nontompleters 

AnoreXia Nervosa - Restricting Subrype 28 (50%) 8 (47.1%) 

AnoreXia Nervosa - Binge Eating/Purging Subtype 28 (50%) 9 (52.9%) 

x2 = 0.05, df - 1, p - .83 

4.4.2 Po&-treatment EDI 

Participants who completed the treatment prognm and were weight restored at the 

end of m e n t  were invited ro complete a T2 self-report questiomaire packagey which 

induded the EDI. Those who did not complete the ?'Z EDI indude those who completed 

the meaunent program but chose not to do the Quesrionnaires, and pattiapants who did mot  

complete the treatment program. Compaxisons were made betwsen the T2 questionnaire 



completers and noncompleters. As expeaed, those d o  compleral the T2 gueni0nnl;tes 

had a longer duration of treatment @J - 16.3 weeks, - 5.5 weeks, vs. &J - 9.9 weeks, 

SD = 4.3 weeks; t (71) = 5.46, p < .OOI), gaineci more weight while in treatment - 

= 15.5 kg, = 5.2 vs. M - 9.2 kg, - 5.2 kg; t (71) - 4.94, p < .ûû1), and had a 

higher discharge BMI - 20.4 kg/mz, - 0.5 kg/m2, vs. M - 18.4 kg/m2, 

SD = 2 4  Win2; t (55) - 5.39, p < .al). Thae were no signifiant differences betweenthe - 

two groups with respect to age, admission BMI, durrion of serious e!ating problems, or age 

of eating disorder diagnosis (see Table 4.10). A sigpificmt ciifference w u  found in the 

distribution of the two dugeostic subtypes w s s  the groups of completers and non- 

completers, such that tw&& of those who completed the EDI at T2 had been diaposeci 

with anorexia nervosa - restricting subqp, and one-tbird had been diagrtosed with ano& 

nervosa - binge eating/purging ~ b t y p e  h2 (1, N = 73) = 5.3 1, p - 0.02) (see Table 4.11). 

The sample s k  were too smalI to make ~ i y  meaningfd cornparisons of symptom 

frequencies b ~ w e e n  the two p p s .  

Since everyone who completed the T2 EDI were treatment completers and most of 

those who did not complete the T2 EDI wae treatment non-mmpleters, a cornparison was 

made between treatment completers and noncompleten with respect to diagnostic subtype- 

No signifiant clifference was fond in the distribution of the two subtypes across the groups 

of ueamient completen and noncompleten (see Table 4.12). 



Table 4.10 Comparison of T2 EDI Completers and Non~omplctets 

n Mean (SD) 
CC. NC) C NC t df D 

Age (years) 25,48 26.3 (10.3) 27.7 (10.5) 0.52 71 

Duration of illness (months) U,30 47.6 (48.9) 73.7 (80.1) 1.38 51 

Age of diagnosis h s )  22,30 20.8 (8.3) 19.1 (6.1) 0.84 37, 

Admission BMI (kglm3 25,48 14.5 (1.9) 15.0 (2.3) 1.00 71 

Length of treatment (weeks) 25.48 16.3 (5.5) 9.9 (4.3) 5.46 71 

Weight g b e d  in treatment &g) 25,48 15.5 (5.2) 9.2 (5.2) 4.94 71 

Discharge BMI (kg/m? 25,48 20.4 (0.5) 18.4 (2.4) 5.39 55* 

C = Completers NC - Noncompleters 

* equal variances not assurneci 

Table 4.11 Comparison of Diagnoses for T2 EDI Completers and Noneompleters 

Diagnosis Completas Non-completcrs 

Anorexia Nervosa - Restricting Subrype 17 (68%) 19 (39.6%) 

Anorexia Nervosa - Binge Eating/Purging Subrype 8 (32%) 29 (60.4%) 

x2 = 5.31, df = 1, p - .O2 



Table 4.12 Cornpuison of Diagnoses for Tratmat Cornpleters and Noncompleters 

1 
Anorexia Nervosa - Restricting Subtype 19 (55.9%) 17 (43.6%) 

Anorexia Newosa - Binge Eathg/huging Subtype 15 (44.1%) 22 (56.4%) 

x2 = 1.10, df = 1, p - .30 

4.4.3 Follow up EDI and MPS 

The svne cornparisons were made between the participants who compIeted the self- 

report questionnaires at f&w-up (n) and those who did not, either because t h y  did not 

participate in the follow-up or bapise they chose n a  to coqlete the gucscionnli+Plc aftu 

completing the followvp interview* The two gmups did not ciiffer in temu of age, durdon 

of serious eating problems, age of diagnosis, and admission BML Compareci to the group of 

participanu who did not complete the T3 questionnaires, the +onnaLe completers had a 

longer duration of treatment - 13.5 weeks, - 5.9 weeks, vs. M - 9.3 weeks, 

SD = 3.7 weeks; t (68) - 3.78, p < .ml), gained more weight d e  in wpwnt - 

= 12.8 kg,= - 5.9kg, vs.M- 8.5b m- 5.3 kg; t (71) - 3-11, p - .003), andhad a 

higher discharge BMI CM - 19.5 kg/m2, - 1.5 kg/m2, vs. M - 18.2 kg/m2, 

SD - 2.8 kg/rn2; t (3 1) - 2.13, p - .CM) (see Table 4.13). No sigrdicuir difference w u  found - 

in the distribution of the two diagnostic subtypes across the groups of T3 quesrionnaire 

completers and n o n c o r n p h  (ke Table 4.14). 



Table 4.13 Com~arison of T3 Ouestionnaire Com~lcttts and Non-comdeters 

Age kears) 48,25 26.7 (10.4) 28.2 (10.5) 0.61 71 -54 

Duration of illness (months) 38, 15 67.1 (44.4) 50.5 (80.7) 0.78 51 .44 

Age of diagnosis (yezus) 37, 15 20.0 (6.9) 19.3 (7.7) 0.31 50 .76 

Admission BMI (kglm3 48,25 14.7 (1.9) 15.0 (2.6) 0.38 38* .71 

Length of treatment (weeks) 48,25 13.5 (59) 9.3 (3.7) 3.78 68* < .O01 

Weight gained in treatment &a 48.25 12.8 (5.9) 8.5 (5.3) 3.11 71 ,003 

Discharge BMI (kg/rn? 48.25 19.5(1.5) 18.2 (2.8) 2.13 31* .O4 

C = Completer NC - Nonsomplner 

* equal variances not assumeci 

Table 4.14 Cornparison of Diagnoses for T3 Questionnaire Completas 

and Noncomp1etcrs 
- p. -- -- 

Anorexia Nervosa - Restriaing Subtype 26 (54.2%) 10 (40%) 

Anorexia Nervosa - BingeIPurge Subtype 22 (45.8%) 15 (60%) 

X2 = 1.32, df = 1, p - .25 



CHAPTERV 

RESULTS 

This chapter reviews the main hdings of the snidg. Gmpisons of the participants' 

EDI perfeuionism to published mntrols revealed that the participuru' perfdonïsm was 

high when th& &al status was poor, but dmewd to normal levels when thy were 

weight restored or in remission. Lower pcrfertonism scores at pte-tmatment wae associated 

with a better response to trrrtmm which wu thcn assoaPed with a better outcome a 

fdow-up. At follow-up, the difkerence in MPS rotai pufectionism b e e n  the good and 

poor outcome groups a p p d e d  signifiana, and both groups had agnifiandytngher 

perfectionkm than the hedthy controla A comparison of the MPS subscale scores revealed 

that the poor ourcome goup differed sigdimtly fiom the healttiy control group on ail five 

subscales, while the good oiacome group differed from the hdthy control group on all but 

the parental -011s subscale. The EDI perfeaionism scores and the MPS totd 

perfectionkm scores were highly correlated. 

5.1 Global Outcome 

Out of the 63 parti*apants who c o m p l d  the follow-up interview, 2 did not wish to 

disclose th& wegb+ Tkywere assiped to the poor outcorne category based on their eaMg 

behaviors and binge/purge sympoms. The remaining 61 participants hd a meui BMI 

(kg/m2) of 18.5 @Q - 2.7), wirh the minimum BMI bang 11.3 and the &umBMI 

being 24.2 As general outcorne could be wesred for an additional four participants based 



on &cal contaa, outcome augories fhp took imo consideration BMI and bïnge/purge 

symptoms could be assigneci for 67 partiapants. 

Overd, 16 partiapants (21.9%) had a good outcome at follow-up, 8 (11.0%) had an 

intermediate outmme, and 43 (58.9%) hd a poor outcome (see Figure 5.1). Because of the 

s m d  number of participants with a good or intermediate outcome, these two outcome 

groups were wmbined to ftcilEme sdsticd +. Howwer, means and standard 

deviaaons for the EDI and the MPS are presented for all tbree outwme groups for 

idonnation in Appendices E and F. 

Unknown Good Inttmitdiirte Poor 
n =6  n =16 n =8  n =43 

Outcomc at  Follow-up 



Because half of rhe 63 foilow-up interviews wae conducteci over the dephone, 

cornparisons were made between those d o  were intemewed in person and those who were 

inte~ewed over the telephone ro examine if there were any clifferences between the two 

types of i m e M e w  in terms of outcorne at foilow-up. No Ugnificant ciifferences were found 

(see Table 5.1). 

Table 5.1 Type of FoUow-UV Intcrvicw and Outcomc at  FoIlow-UD 

Outcomc at Follow-up 
Good Outcome Poor Outcome 

n = 32 15 (46.9%) 17 (53.1%) 
Interviewed Over the Telephone 

5.2 Results h m  Statistical Analyses 

5.2.1 EDI Perfectionhm at Pre-treatment 

Al1 participants who complaed the EDI at pre-trament met diagnostic criteria for 

anorexïa nemosa at the thne. EDI perfecfionism subscaie scores were available for 55 

participants (see Figure 4.1). Th& mean score at prctreatment wu 9.5 - 5.0). This 

score was significandy higher thui that of the published nompatient f d e  wiiege 

cornparison sample CM - 6.2, - 3.9, t (54) - 4.89, p < .ml), but did not differ 



significantly h m  published noms for patients with eating disordérs (M - 8.9, - 4.9, 

t (54) = 0.88, p - 38) (Garner, 1991) (see Table 5.2 d Figure 5.3). 

Table 5.2 Pre-treatmcnt EDI vs. Normal Controls a d  Eating Disorda 

Pre-treatment N o d  Controls Refercncc Simple 
n = 55 n = 205 n = 889 t df P 



Figure 4.1 Participation 



5.2.2 Changes in EDI PafcctiOIUsm at Post-trcatmait 

All partiapants complethg the EDI at pst-tre;itment were weight restored s ine 

only treatment completas received a pst-treatment assessment. Tw-men participants 

wmpleted the EDI at pst-treatment, of whom 25 h d  also c o m p l d  the EDI at 

pre-treatment. A paired-samples t-test was performed to examine change in EDI 

perfemonism fiom pre-treatzneat to pst-treatmerrt. N o  sigeificant ciifference wu found 

@re-treatrnentM - 8.7, - 5.1, pst-tre?mientM -7.5, -4.4, t (24) - 1.36, p - .19) 
(see Table 5.3). The mean score at pst-tmament for th î 7  participants (M - 7.4, 

SD - 4.2) wu not signifiamly different fromthe nord control means (M - 6 4  - 3.9, - 
t (26) - 1.44, p = -16). Ho-, there wu a trend for pst-treatment perfecbonistn scores 

to be lower than published mevw for eating disorder patients - 8.9,9,SP - 4.9, 

t (26) - 1.88, p - -07) (see Table 5.4 and Figure 5.3). 

Table 5.3 EDI Perfcctionism at Prc-treatmcnt and Post-trcatmmt 
for Weight-Restored Group (n = 25) 

Prc-treatmcnt Post-trutment t df D 

EDI Perfectionism 

mean (SD) 8.7 (5.1) 7.5 (4.4) 1.36 24 -19 



Table 5.4 Post-treatmcnt EDI vs. Normal Controls and Eating Disorder 

Referencc Sample 
Eating Disorder 

Post-treatment N o d  Controis Rcfcrence Sampie 

5.2.3 Changes in D I  Pcrfedonism Bctwcen Po*-tmatment and Foflow-up 

Twenty-five partiapants complaed the EDI both at pst-treatment and at foilow- 

up. AU25 participams were waght restored when they completed the EDI at post- 

treaunent. At fouow-up, 15 of the 25 participants (60%) hd a good outcorne, and 10 (40%) 

had a poor outcome. A repeated measures 2 x 2 ANOVA was performeci to examine 

changes in EDI perfectionism in the good and poor outcorne groups over time. A sipificant 

group bytime interaction was fomd (F (1,23) - 4.493, p - .Os), showïng a different pattern 

over time with decreasiag perfectionism during the follow-up pend in the good outcome 

group and inaeasing perfeaionisrn in the poor outcome group (see Table 5.5 and 

Figure 5.2). 



Table 5.5 EDI Perfdonism at Po*trwtmmt and Foiiow-up for Good and Poor 

Outcome Groups 

Mean Perfdonism (SD) 

Post-treatxnmt Follow-un 

Good Outcome 

Poor Outcome 

gro.p by time F (1,U) - 4.49, p - .O5 

Figure 53 EDI Perfectionism at Post-treatrncnt and Foiiow-up for Good and Poor 

Significant group 
by time effecî, 
F (1 ,D) = 4.49 
p = -05 

- -Good 
Outcome 

+Poor 
Outcome 



5.2.4 Pre-treatmcnt and P o s t - m e n t  EDI Perfcctionism f a  Good and Poor 

Outcome Gmups 

To test the hypothesis that perfemoaism scores at admission and at dixharge will 

predia outcome at follow-up, pre-treatment and post-creatment EDI perfectionkm scores 

were compared berween the good and poor outamie groups. The mean perfdonism score 

for the good outcorne group at pre-treatment (M - 8.6, - 5.6) did not differ sigdcantly 

from the mean pufectionism score at pre-treatment for the poor outcorne group - 9.9, 
SD - 4.7, t (48) = 0.89, p - -38). At pst-treatment, the meui EDI perfectionism score for - 

the good outcome group - 7.0, - 4.4) also did not Mer significandy fiom the mean 

EDI perfectionkm score for the poor outcome group - 7.9, - 4.1, t (25) - 0.54, 

p = .59) (see Table 5.6). These d t s  suggest that pafectionisrn at pre-trieatment and p a -  

treatrnent is not assoaated wirh clinid a v ~ r  at follow-up. 

Table 5.6 Pte-treatment and Post-trcatrnent EDI Perfcctionism for Good 

and Poor Outcome Groups 

Outcomc at Follow-up 

Good Poor t d f P 

Pre-treatment EDI 8.6 (5.6) 9.9 (4.7) 0.89 48 -3 8 

perfectionism mean (SD) n - 20 a - 30 

Post-treatment EDI 7.0 (4.4) 7.9 (4.1) 0.54 25 .59 

perfectionkm mean (SD) n - 16 n - 11 



Perfectionkm wu also entered into a nlndvd logisric regrrstion anaiysïs with 

outcome as the dependent variable. Natha pre-tr~atment EDI perfectionism (B - .OS, 
R2 = O, p = -37) nor pst-uatment EDI perfeaionkm (p - .05, R2 - û, p = 58) prediaed 

outcome at follow-up. 

C0mpu;SOns b e e m  those who wmplned the treatment prognm by achieving a 

BMI of 20 kg/m2 and those who did n a  revealed th* trearment completas were more 

likely to have a good outcome at foliow-up, x2 (1, = 67) - 6.97, p = .W8 ( ~ e  Table 5.7). 

In addition, treatment mmpletefs had rignificantlylower pre-treatmmt EDI perfealoaism 

scores (hJ - 8.1, - 5.2) than noncomphxs - 11.0, - 4.4, t (53) - 223, p - -03) 
(see Table 5.8). Other clinid variables were examineci to explore whecher d e r  iadicato~s of 

seve* of &ess could differentiate b e e n  treatment completers and noncompleters. It 

was found that the -O groups did not differ in BMI upon admission, duration of serious 

eating ~roblexm, and age of first diaposis of an eating disorder (see Table 5.9). 

Table 5.7 Treatment Completion and Outcomc at FolIow-up 

Outcome at Follow-up 
Good Outcomc Poor Outcome 

n = 24 n = 43 

Completed Treatrnent 
n = 33 17 (51.5%) 16 (48.5%) 
Did Not Complete Treatment 
n = 34 7 (20.6%) 27 (79.4%) 



Table 5.8 Pre-treatment EDI Perfectionhm for Tratmcnt Cornpictas 

and Nonsornpletcn 
Treatmcnt Trcatment 

P re-t reatment Perfectionism 

mean (SD) 8.1 (5.2) 11.0 (4.4) 2.23 53 .O3 

Table 5.9 Clinical Characteristics of Treatmcnt Completers and Noncompletas 

n man (SD) 

Admission BMI (kg/m2) 34.39 15.2(2.0) 14.4(2.3) 1 . 4  71 .13 

Duration of Illness (months) 29,24 73.0 (84.8) 58.4 (58.1) 0.71 51 .48 

Age of Diagnosis h s )  27.25 21.2(8.3) 18.6(5.3) 1.35 44 .18 

C = Treatment Completers, NC = Treatment Non-completers 

5.2.5 EDI Perfectionhm at Follow-up 

EDI Perfectionkm scores h e e n  the good and poor outcorne groups were 

compared for au49 participants who wmplned the EDI at follow-up. The good ourcome 

group had significaa* lower perfectionkm (M - 6.5, - 3.5) than the poor out- 

group @ = 9.9 ,9)  - 5.7, t (45) - 2.56, p - .Ol)(see Table 5.10). The good outcome p u p  

had significantiy lower scores than the eviog disorder reference sample - 8.9¶ - 4.9, 

t (20) - 3.12, p - .OOS), and vyr JUNLr scores to nomal mntrols - 6.2, - 3.9, 



t (20) = 0.43, p = ha).  By contrast, the poor outcome group h d  sigdkiudy higher scores 

than the normal contrd group - 6.2, - 3.9, t (27) - 3.43, p - .m2) and were not 

differenr fiom the eating disorder referma sample - 8.9, - 4.9, t (27) = 0.92, 

p = -37) (see Table 5.11 and Figure 5.3). 

Table 5.1 0 EDI Pcrfcctionism for Good and Poor Outcomc Grou~s at Follow-un 

Outcomc 
Good Poor 
n = 21 n = 28 t df P 

Follow-up EDI 

perfectionism mean (SD) 6.5 (3.5) 9.9 (5.1) 2.56 45* 0.01 

* equal variances not ilssumed 

Table 5.11 Follow-up EDI Perfcctionism vs. Normal Controls and 

Eating Disorder Referencc Sample 

Mean Perfectionkm (SD) 
Follow-up Normal Eating Disorder 

Participants Controls Reference Sample t df P 

Good Outcome 6.5 (3.5) 6.2 (3.9) 

n = 21 6.5 (3.5) 

Poor Outcome 9.9 (5.7) 6.2 (3.9) 3.43 27 .O02 

n = 28 9.9 (5.7) 8.9 (4.9) 0.92 27 .37 



F i g u ~  5.3 EDI Perfectionism at Pte-matment, Post-treatment 

5.2.6 M P S  Perfectionism at Fouow-up 

A one-way anal+ of vviaace (+NOVA) c o n d u d  to compare the MPS total 

perfeaionism mans of the good outcome, poor outcome, and healthy conml groups 

revealed a statisticaily signifiant ciifference @ (2,88) - 85.48, p < -001) (see Table 5.12). 

Follow-up tests were conducted to evaluate pair-wise differences among the means. Because 

the variances mong the three groups ranged fnw 144.10 to 432.56, they were not assumecl 

to be homogenous and p s t  hoc cornpuisons were conducted using Dunnett's C Tes, a 

multiple cornparison procedure that does not require the population variances to be equal. 

The r d t s  of rhcK tests, as well as the means and standard deviations for the three groups, 



are reported in Table 5.13. There wete signifiant differences $ < .ûûl) in ternis of mean 

M P S  total perfectionkm scores bdween the good outcorne group and the h4th.y c o n d ,  

and b ~ w e e n  the poor outcorne group and the hd&y controls. Both the good and the poor 

outcome groups had hi&= total perfectionkm scores thui the healthy controk. The mean 

difference h e m  the g d  and the poor outcorne groups approached -&cal 

significance (p - .IO). 

Table 5.12 MPS Total Pcrfcctionism 

Total Pcrfectionism mean (SD) 
Good Outcome Poor Outcomc Hdthy Controis 

n = 21 n = 26 n = 44 . F df D 

Table 5.13 Diffcrenccs Amongst Groups in MPS Total Pdectionism 

Mean Perfectionism (SD) Good Outcome Poor Outcome 

Good Outcome 94.2 (15.1) 

Poor Outcome 105.7 (20.8) p - .10 
Healthy Controls 58.4 (12.0) p < .O01 p < -001 

A one-way mdtivariate an+ of variance (MANOVA) was conducted to 

determine if there were anydifferences in the five core subscales of the MPS (concem over 

rnistakes, penonal stanàards, parend expeapiom, parental criuasm, and doubthg of 

actions) across the three groups (good outcorne, poor outcome, and healthy cods). The F 



test for Box's M Tesr, which evaluates whether the vaiances and covariance among the 

dependent variables are the same for all levels of a factor, was signifiant 

@ (30,13768) - 2.29, p < .Oûl). Sice the two s m k  ouvome groups produccd larges 

variances and covariances than the larger healthy contml group, Pillai's aiterion wu used to 

evaluate multivariate significance. Statistially signifiant differences were found among the 

t h e  groups on the five subscales (Pillai's Tnce - .79, F (IO, 170) = Il. i f ,  p < .OOI). The 

multivariate q2 based on Pillai's Trace wu quRe suoq .M, indicuingthat 40% of the 

multivariate variance nu w W d  with the outoome grouping. Table 5.14 conuins the 

means and standard deviations of the five s u b d e s  for the three groups. 

Table 5.14 MPS Subde  Scores 

Subde Mean (SD) 
Conccrn Ova Personai Parental Parental Doubting 

Mistalces Standards Exnatations Criticism of Actions 
- -- 

Good Outcome 31.7(6.9) 26.0(5.0) 13.5(6.0) 10.6(3.8) 12.5(4.3) 

Poor Outcome 34.8(7.8) 27.2(4.8) 16.1(6.0) 13.0(5.1) 14.5(3.7) 

Healthy Controls 15.0 (4.3) 19.7 (5.2) 11.1 (3.9) 5.8 (2.6) 6.7 (2.1) 

Pillai's Trace- .79, F (10, 170) - 11.17, p < .O01 

Analyses of variances (ANOVA) on d subscale were conducted as foilow-up tests 

to the MANOVA, Using the Bonferroni procedure, adi ANOVA wu tested at the .O1 

level. The ANOVA on ail five subsale scores were signifiant (see Table 5.15). 



Table 5-15 F Values for Follow-up Univariate ANOVA 

Concern Over Mistakes 105.62 2, 88 < .O01 0.71 

Personal Standards 22.03 2,88 < .O01 0.33 

Parental Expectalions 8.04 2, 88 .O01 O. 16 

Parental Criticism 32.64 2, 88 < .O01 0.43 

Doubting of Actions 55.33 2, 88 < .O01 0.56 

Post hoc + consisted of conducting pair-wise cornpvisons between the three 

groups. Table 5.16 contains the means and standard -011s of the subscale scores for che 

thee groups. Since the vviances were not homogenous, mmpu;sOns were made wsing 

Dunnett's CTest. The poor outcorne group hd sigdantly higher scores than the conml 

group in all but the parental ertpeatrions subscale at the p c .O01 level; this ciifference was 

signifiant at the .O1 le& The good outcome group had significandy higher scores than the 

control group in all but the parental acpecrpions subscale at the p < .O01 leveL The good 

and poor outcome groups were not sigpificandy diflerent from each other (see Figure 5.4). 



Table 5.16 Diffcrenccs Amongst Groups in MPS Subsde Scores 

Concern over Mistakes Mean (SD) Good Outcome Poor Outcome 

Good Outcome 31.7 (6.9) 

Poor Outcome 34.8 (7.8) p = -35 

Hedthy Controls 15.0 (4.3) p < .O01 p < -001 

Persona1 Standards Mean (SD) Good Outcome Poor Outcome 

Good Outcome 26.0 (5.0) 

Poor Outcome 27.2 (4.8) p = .70 

Healthy Controls 19.7 (5.2) p < .O01 p < -001 

Parental Expectatio~~ Mean (SD) Good Outcorne Poor Outcome 

Good Outcome 13.5 (6.0) 

Poor Outcome 16.1 (6.0) p - .35 
Hedthy Controls 11.1 (3.9) p - -25 p < .O1 

Parental Criticism Mean (SD) Good Outcome Poor Outcome 

Good Outcome 10.6 (3.8) 

Poor Outcome 13.0 (5.1) p - .18 
Healthy Controls 5.8 (2.6) p < .O01 p < .O01 

Doubting of Actions Meui (SD) Good Outcome Poor Outcome 

Good Outcome 12.5 (4.3) 

Poor Outcome 14.5 (3.7) p = .22 

Healthy Controls 6.7 (2.1) p < -001 p < .O01 
Good Outcome n - 21 
Poor Outcome n - 26 

Hedthy Controls n - 44 



Figure 5.4 MPS Subs& Scores 

Concern Over Mi& Parentai Expect?tions Doubting of Actions 

Pe~naiStandards Parenul CntiQsm 

Subscalt 

5.2-7 Correlation Betwecn EDI Perfectionism and MPS Total Perfectionism 

Pearson condation b e e n  EDI Perfectionkm and MPS Total Perfectionism at 

follow-up revealed the two measures to be highiu comlped (r (45) - .87, p < ,001) (see 

Figure 5.5). 



Figure 5.5 Scattaplot of EDI Pdectionism and MPS Totd Paftctionism 

10 

EDI Perfectionism 

5.2.8 Diagnostic Su- and Pafcctionism 

Cornparisons were made between pytiapants wirh r d -  subtype md binge 

eating/purging subtype anorah nervosa to detennine whether the cwo subtypes diffued in 

mean perfectionism at pre-treatment, pst-treatment, or discharge. No signifi(wlt 

clifferences were found (see Table 5.17). 



Table 5.17 Diagnostic Subtype and Pafdonism 

Mean Perfectionism (SD) Subtypc Purging Subtype t df P 

Tl EDI Perfectionism 9.0 (4.9) 10.0 (5.2) 0.71 53 -48 

T2 EDI Perfectionisrn 7.5 (4.5) 7.1 (3.8) 0.22 25 -83 

n - 18 n = 9  

T3 EDI Perfectionism 7.6 (4.6) 9.4 (5.6) 1.25 47 22 

n - 25 n - 24 

T3 M P S  Total Perfectionkm 96.5 (16.8) 104.8 (20.9) 1.51 45 -14 

n - 24 n = 23 

MPS Concern Over Mistakes 3 1.2 (6.7) 35.2 (8.1) 1.90 46 .O7 

n = 25 n - 23 

MPS Persona Standards 26.3 (4.8) 27.0 (4.9) 0.56 45 .58 

n - 24 n - 23 

M P S  Parental Expectations 13.9 (6.7) 15.8 (5.3) 1.09 46 -28 

n 1 25 n = 23 

M P S  Parental Criticism 11.3 (5.2) 12.4 (4.2) 0.81 46 -42 

n - 25 n - 23 

MPS Doubting of Actions 13.0 (4.1) 14.3 (3.8) 1.17 46 -25 

n - 25 n = 23 



EDI perfectionism at pre-treatment, assessed when all partiapants were dl, was 

si@candy higher than the mean for healthy controk. Cornparkon to pst-treatment EDI 

perfemonism, wesxd when the participants were weight restored, revealed no signifiant 

decrease in perfe&oni.cm, However, EDI perfdonism at post-rceatment for weigbt 

restored partiapants was not sigdcantiy different fmm the mean for heairhy controls. 

Compu;sOn of changes in EDI perfectionism b e e n  pst-trrpment and follow-up 

bemeen the good and poor outcome groups mealed a signifiant group bytime interaction; 

perfectionkm decreased during the follow-up paiod for those in the good outmme gmup 

but increased for those in the poor oracome graip. EDI PUfecCionism at foUow-up wiad 

with dinical status; the good outcume group hd sigdicantly lower perfectionism than the 

poor ouvome group, and th& pafecrionirm was not sigeificantlydifEerent fromthe mean 

for healthy controls. Lowa pre-treaunent perfeaionism was associated wirh beuer response 

to ueatment, which was thm wociated widi bnta outcorne at foiiow-up. Total 

perfectionism assessed uUng the MPS &O vaxid with dinical stpus at follow-up. The 

ciifference in total perfectionism h e m  the good and poor outcome grwps approached 

statistical significance, and both outcome groups had signifimtiy higher perfectionism than 

hearhy controis. Both out- p u p s  had significandy higher pedectionism than the 

healthy controls aaoss four of the five subsaies (concem over mistakes, personal standards, 

parental critiasm, d o u b ~ g  of actions). In temu of parental -ations, the poor outcorne 

group had significantiy higher scores rhan the healthy controls. EDI perfemonism and M P S  

perfectionism were found to be hi& dd with each other. 



CHAPTER VI 

DISCUSSION 

Perfectionkm has been describecl as a kqr person.inycharaderistïc amongst 

individuals with anorexia nuvosa since the fint descriptions of the disorder. More recentiy, 

it has been i m p l i d  as a Nk frxor for the disase. A review of the limPurr meah that 

perfeaionism, shidied extensively in aoss sectiod d e s ,  has emergd as a personality 

trait that may penist even after weight restoration and rrcovey. In ligbt of the high rrporrsd 

relapse rates afier intensive a a m i e n t  and the ladc of longitudinal d e s  of perfectionkm in 

anorexia nervosa, this study wu conducted to examine the relatioriship b e e n  

perfemonism and clinid statu of anorexia nervosa at admission to, discharge from, and 

follow-up afier inpatient treafment, and to explore whcha perfectionism niiy play a role as 

a prediaor of iilness outcorne. Perf~onism was assessed using two self-report measures, 

the perfectionisn subscale of the EEDI and the Frost MPS. Individuas c o m p l d  the EDI at 

admission to treatment. Those who successfdly completed the treatment prognm also 

c o m p l d  the EDI at discharge from treaunent Partiapants were inMed to take part in a 

follow-up in te~ew,  at which time rhey were asked to oomplae both the EDI and the M P S .  

Changes in perfeaionism wer measured over time and with clinid stams, and were 

compared to hdrhy contml groups. 

Ir was hypothesizd that individuah with anor& nwosa will show elevated lwds 

of perfectionism compared to healtùy connols at admission to tre;itment, and that 
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perfemonisni wiU decrease with weight restoration by the end of treatment Perfkctionism 

will then i n a m  in individuah who relapse, but wiü not change in thor who have a good 

outcome at follow-up. Ii~dividuals with good clinid outcorne at follow-up will have lower 

perfectionism than those widi poor outcorne, and pufectionism scores at admission and at 

discharge from treatment d be woQd wïth outwme at folfow-up. EDI perfktîonism 

and MPS totai perfectionismd be higblycomlped 

6.2 Discussion of Findings 

6.2.1 Changes in EDI Pafdonisrn wcr the Course of Trcatrnent and at 

FoUow-up 

There were no sigdicant changes in pufeaionism h m  pre-trieatment to post- 

trepment for the 25 participants who c o r n p l d  the EDI at both times. However, these 25 

participants represent a subset of ali partïapants who compIeted the EDI at each time. At 

pre-treatment, the man EDI perfemonism score for 55 partiapants w u  sigaificandy higher 

than the r e p o d  mean for healthy controis. The mean EDI perfeccionism score for d27 

participants who completed the EDI at pst-tmatment wu not sigriificantly different 6rom 

the mean for healrhy controls. Taking rhis  finding into consideration, it may be that the 

change in perfecfionism wu tm smd to have been detected by a sample of this s i z c  

A signifiant group bytime interaction wu found when chmges in pedeaionism 

were exiunined h e e n  post-tre;itment and follow-up for the good and poor oiacorne 

groups. The two groups showed a diffetent pattem over time, with decreasing perfectionism 

during the follow-up pend in the good outcome group and increasing perfectionism in the 

poor outcome group. 



6.2.2 EDI Pafcctionism and Ciinid Status 

Perféctionism as measured bythe EDI was hi& in individuds who were ill, and 

decreased to n o d  levels when they were rmimed At pretnxtment, when aU participants 

were ill, EDI perfdonism ocores were significantiy higher than hdthy controls and not 

d i f ren t  h m  the eating disordu reference sample. At pst-tmtment, when ail partiapants 

d o  completed the EDI wae weight restored, EDI perfectionkm was not statisùcaily 

different £km hedtby amis and showed a trend to be lower than the eating disorder 

derence sample. Participants with a good oiircome at follow-up hd scores that were not 

different fiom healthy controls and were dg.ific;u~tlylower than the eating disorder 

reference sample; those with a poor outcorne P follow-up had sigdicantly higher 

perfectionism than the hd&y control pup. Because of the number of paxtiapants wish 

good and intemediate outcorne w u  s d ,  a decision was made to combine these m o  

outcome groups for d statistical adyses. However, vinml inspeuion of the means for the 

three groups at follow-up (Appendix E) suggest that the scores for the most recovered 

group (good outcome) are WNîq. indistinguishable from healthy controls. Scores for the 

intermediate outcome gmup, who had some sympoms, feil squvely baween those of the 

good and poor ourcome groups. Due to this observation, a pst-hoc decision was made to 

repeat the statistical adyses ushg a good outmme group that did not indude those with an 

intermediate outcome. The intermediate outcome pdcipants were dropped fiom the 

analyses, and compacisons were made uring the good and poor outcome groups O*. The 

findings were not ciifferait h m  the ones r e p o d  t h  induded the intermediate outcome 

participants with the good outcome group. 

These hdîngs suggest rhat perfectionism as m d  bythe EDI appears to be a 

transient state vsOQated with dinial status and is not a personalitytrait that peniar d e r  



remittance. This is nor surprising, considerhg that the EDI wu developed to measure the 

core belids and attitudes relateci to the aaive ape of the eating disorder. It wu egpeaeâ 

that as dinical status improved, EDI subscale scores would decrease as wd W. P. Oimsted, 

personal communication, Mirch 8,2001). In addition, the EDI perfectionism subscale is 

compnd of only 6 items, and k not considerd a comprehensive rneasure of pafemonimi 

P. Oknsted, personal mmm~C;ition, Mar& 8,2001; J. Polivy, personal 

communication, January, 2000). The results of this s d y  suggest that the EDI mevures 

some state aspect of pedectionism that is sensitive to illness status. 

Whp is surprising about the &onship baneai EDI perfectionism and dinical 

status is that most previous d e s  had found th EDI perfdonism peaaai ;ifter weight 

restoration and recovezy. Gsper (1990) c o n d d  the ody d e r  study that fouad that 

women who had good long-tenn outcorne from m o k a  nervosa hd simiLu EDI 

perfectionism scores comparexi to a normal cornpakon group. The m a n  EDI 

perfectionism score in that sndy for 25 wornen who had good long-tum recovery wu 6.5 

(SD = 4-49, which is very similar to the mean EDI perfectionkm score for the good 

outcome group in rhis study (M - 6.5, a - 3.5). In a f o k - u p  &: Toner n al. (1986) 

found that a group of participants who had previousiy been hospinlized for uio& 

nervosa had higher EDI perfdonism than hdthy  con&. However, a the time of the 

midy, the group of former patients was also more significandy undemeight than the healthy 

control group and also had more anorexic symptoms as measureci by the EDI. 

Sullivan et al. (1998) fouod in a compvison of females referred to an eating disorder 

semice 12 years ago to a communiry -le that 90% of fornier patients no longer met 

DSM-III-R criteria for uiorexia nervosa but stiU hd higher EDI perfectionkm scores than 

the control group. However, inspection of the actual scores for the 70 pattiapants (10% of 



whom currentlyme crireria. for fidl syndrome anorexia nervosa and 5.7% of whom met 

criteria for subthreshold uiorexia nervosa) reveaIed t h  theV m a n  EDI perfectionkm 

scores was 6.7 (SD = 4.7). This value is a c n d y  very similar to the published healthy fernale 

cokge sampk @& - 6.2, - 3.9), and to the good outcome fohv-up group in the 

present mi+ (M - 6.5, SI) - 3.5). A sigdcant difference rmy have b e n  found not 

necessardy because the anoraria p u p  had hi& levels ptdectionkm, but because the 

cornparison group had v a y l a n ~ e d i o n ; . m i  (M - 3.4,4,- - 3.3). This rat* was 

wnducted in New Zealand, and the possibïlïty of culturd differences betweem Nei~ Zealand 

and North America cannot be dixounted. 

Basàani et ai. (1995) compareci undenweigbt anorexia patients, patients wessed 

wichli 4 weeks of weight restoration and healthy contmls. Their wcight rr~rored m, 
which moa resembles the pst-trearment p u p  in the present s d y ,  hd EDI pufedo* 

scores that were not significantiy different h m  the underweight p u p ,  and were 

signi£icantly higher than the conml group. The average score for 8 weight restored 

participants was 9 - S), a value thu resembles the pre-tmatment scores and poor 

outcome follow-up scores in the present snidy. One exphmation for this difference ïa the 

rwo studies is rhu dthough both the pst-treatment group in the present study and their 

weight restored group were vsessed shordy after weight restoration in an inpatient 

neatrnent program, the rwo treatment prognms are Wc$y different. It is possible that the 

differences between the IWO prognms may have had an effect on levels of perfectionism. 

Bastiani et al. found that the only EDI subscale score that wu Iowa in the weight restored 

group compared to the undexweight group was interoceptive awareness, qest ing  that 

many core attitudes and beliefs r e W  to eving dûorders were dl strongin rheV 

participants despite weight restoration 



Sriniv- et 11 (1995) compareci women who hd recovered h m  a n o k  

nervosa to healthy controls. N o m d  weight and menses, and the absence of eating disorder 

symptoms for at least one year dehed recovery. The recovered women had higher EDI 

perfectionkm than healthy controls. Furthemore, the EDI perféctionism mean for the 

rewvered group (M - 9, Sp - 5) w u  similar to the groups wïth poor dinical stanis in the 

present SN+ kre-treatment M - 9.5, - 5.0; poor outcorne foliowvp group - 9.9, 
SD - 5.7). The r e w v d  group llso showed substantiaüy more drive for thinness, - 

ineffeaiveness, interpersonal dinnisc and inreroccptive aw~eness, suggesting that mrny core 

attinides and beliefs relateci to aeingdisoders were d strong after recovery. One 

difference between the participants of th study and the present one is that in tbp SU&, 

some of the participants h d  never been treated for rhV eating duoder and had 

spontaneously recovered. A possible explmation for the diccrrput findings is that 

participation in treatment may darrve some of the core beliefi r e l d  to eatïng disorders. 

6.2.3 Perfectionism as a Prcdictor of Outcorne at Follow-up 

One of the goals of this nudy was to i d e n e  prediuors of outcome after intensive 

treatment for anorexia newosa Based on the theoy that higher badine perfectionisn may 

be assoc id  with more di6culties with treatment and rmvuy, pre-trearment and ps t -  

treatment EDI perfeaionkm scores were exafnined in the good and poor outcome groups 

to see if theywere associated with ourcome P followup. EDI perfdonism at rbese rwo 

times was not found to be direrdy associateci with outcorne at follow-up. However, th- 

wu a difference in EDI perfectionism scores becneen those who m m p l d  the tre;ument 

program and those who did  no^ Treannent completers hid significantiy lower pufectionisn 

at pre-treatment than noncomplners. Treatment completers in tum were more Mdyto 



have a good outcome at foiIow-up than noncompleters. Futtfiermore, indiators ofseventy 

of illness, such as  admission BM& dunrion of illness, and age at ;ir eating disorder 

diagnosis, were s idar h e e n  the matment completen and non-compl~ .  niaefore, 

there is an woaation bRween higher degrees of perfectionism at pre-treatment and poorer 

response to treatment, Poor response to trmmmr is then associd with an increased 

~ O O d  of havhg a poor outcome at follow-up. 

There are a number of ways to interpret this finding. One ocplatution is that for 

some reason, individds who are very perfiectionistic have a hvda rime completkg the 

treatment progrun. Th& hi& lwels of perfkctionism miy k a refleaion of the severiry of 

their eating disorder psychopphology, with muiy factors which dl contribute to the 

chronicity of the disorder. However, the is no evidence to suggest that sevuicyof illness, 

as r e f l d  in admission BW, can p d c t  response ta tre!atment. Aitmmb4, ï t  my be 

thek perfeaionism that makes it hYda for them to give up th& eating disorder. 

Theoretically, prféctionists are &.en by the f e u  of fVlure and are h i e  achievement- 

oriented. They may M m  recovering from their eahg disorder as giving up or failing at theV 

goals, for they see the attainment of their low body weight as an achievement (Virawk, 

Watson & WiIson? 1998). Individuas who are highly pafeaiDonistic my find it hvder to 

engage in a treatment program in which they are expeaed to share their problerns, and 

therefore r d  t h d v e s  as Pimpedectn, with other patients. Ir may be more ciiffiah for 

them to tolente the expecccd rate of change in their weight. buse of the ngidity in their 

thinklig, it may aiso be harder for them to rnake the psychologial changes th?r are 

necessary to recover from their eating disorder. Bastiani et ai. (1995) suggested that 

perfectionism may k one of a number of r e l d  characteristics, such as rigidity and 

obsessionality, rhar my wntxibute to resistance to treatment and dapse. Halmi et 11 (2ûûû) 



found that greater perfeaionism was ;issoawd with geatêr prominence of miag 

preoccupations and r i n u l s  as weil as d;mni;ched motivation to change. Therefore, grearer 

severiry of eaMg disorda sympoms wu assoaated with greater pufectionism. 

6.2.4 M P S  Perfectionism and Clinid Status 

The M P S  wu dminised at foilow-up. Participants in the good and poor outcome 

groups had higher total perfectionkm than the heaIthy conad p u p .  The differeace 

between the good and poor outcorne groups approached st;itisticil significmce. It w u  also 

found that both oracome gmips s c o d  higher thui the healthy con& on four of the five 

subscales. In the Mi s u b d e ,  parental cxpecurions, odythe poor outcome graip scorecl 

significandy higher than the heaIthycontroIs. The good and poor ourmme groupa did not 

differ significantly on uiy of the subscales. Taken tognha, the hdings indicae that 

individuals with eating disorders are more perfectionistic than hd thy  contn>ls, and that 

perfectionkm xores remain high even in those who are remitted. 

Previous studies have shown smilv findings. Bastiîai et al (1995) found that both 

underweight and weight restored anor& groups had higher MPS total perfectionism than 

heathy a n d .  Furthermore, th& two anorexia groups had s k d a r  pafeaionism scores 

(underweight M = 96, - 31; weight restored M - 85, - 21) as in the present study 

(good outcome M - 94.2, - 15.1; poor outcome M - 105.7, - 20.8). The study 

conduued by Srinivasagaxn et al (1995) most doseiy rrxmbles the condiaons under which 

the present study was conducred However, the are major differences b e e n  the two 

studies, the largest one bang th& crireill for rrcovery, which were much more snhgent 

than the good outcorne airaia in the present study. Nevertheles, Siini.rrslgun et al. found 

that recovered women smred higher than healthy fonds on totai perktionism, patental 



critiùsm and concem over mhkes. The m a n  total pafectionism of th& recoveml 

participants (M - 95, - 23) was vexy simiiar to the mean of the good outcom group in 

the present midy Qa - 942, Sq - 15.1). 

The present a u d y s  finding that the good and poor outcorne groups did not cliffer 

sipificantly on any of the five s u b d e s  my have been the result of the induson of 

participants wirh an immnedipe outmme into the good ourcome group in the analyses. 

This was done because the number of individuals in the intenn* outcorne group was 

too s d  to conducr any mean+d co-11s. In O& to obseme how perfebionisn 

scores would compare across the three outcorne pups, this data is presend in Appendix F 

for visual exuninaon 0% Y the sample s k  are too d for st;itistiai compu;sOn. It 

cau be seen that for the parentai aq>eapions s u b d e ,  and to a lesser extent the parend 

critiusn subscale, once the hennediate group was r;ikcn out, the scores of the good 

outcome group came very dose to the healthy controls. One way to interpret this 

observation is that individd who are in remission experience a change in their perception 

of their parents' w o n s  and al t ic isa This may be a d of a change in fandy 

+cs that occurs as the individus recovers h their eating disorder. Ahematively, 

those in the poor outcorne group may have more troubled fIm;iu situations, whkh may 

conaibute to their difficulties in recovering from their eating disorder. 

Scores on the O& thrre subscales remain hi& even &er the intermediate group is 

taken out These subscaies, concem over misclkes, pemd standards, and doubting of 

actions, reflect a self-imposed aspect of perfkionkm rhar seems to penist afrer remittance. 

Parental expecmtions and parental mtiasm are r e l d  to what Hewitt and Flett (1991) 

describeci as socially~rescribed perfedionism: aspects of pufixzionism that the individuai 

feels are imposed on fhem h m  &ers (Flett a ai., 1995; Frost et al., 1993). Basthni a al. 



(1995) h d  that both underweight and weight restored anorexia groups had similar scores 

compared to healtby controls in the puentai expectations d d e .  On the He* and Fl- 

M P S ,  the weight restored group scored bigher than the healthy mm01 group only in se& 

oriented perfectionism. Tbqr mnduded that findings fiom the Frost MPS anci the He* 

and Fktt MPS suggest that individuals with anora9;i experience their pe&tionism as self- 

imposecl, and not as a response to other's -oar Taken together wah the obsavation 

in the present stu* that parental eXperUnons and parental critickm my decrraK with 

remi#aace while concem over rnistakes? personai sr7induds, and doubMg of actions seem to 

remain at hi& le& d e t e  &ce h m  the dis~rder~ this suggests thu the aspect of 

perfectionkm that my be pemkent in aaomÜa nwosa is similu to whp He& and Flett 

describeci as seIf-orieated pedeaionism. 

6.2.5 Relationship Bctnecn EDI Pafectionism and MPS Total Pafectionism 

EDI perfectionkm and MPS total p e r f d o k  wae hi& correlateci (r - 37)' 

suggesûng that theywere manving the same u n d e r l .  persunalaycoll~~~ct. In fact, four 

of the items used in the MPS were taken fiom the EDI. Two of these items are in the 

parental expectations subsale, one is an item in the concem over m i d e s  subscale, and the 

other is in the persona1 standards subscale. Previous d e s  had also found the two 

measufes to be cod;ited, but not to this extent Frost et aL (1990) administered the EDI 

perfemonism s u b d e  and the MPS to 84 f e d e  undagnduws, and found the two 

measures to be highly comLted (r - 3 9 ,  but the rmgnmide of the correlation suggested 

that these two measures were tapping somerhiag sbgldy different. Hahi et al. ( 2 a )  found 

that MPS total peddonism and EDI pufectionism were hightymrrelated for each of the 

three subtypes of a n o h  nenrosa examinai (restricting subtype r - .64; purging subrype 



r = -71; binge eahg/pirging subtype r - JS). 
The perfdonism subscale of the EDI and the MPS showed some similviries in 

t e r m s  of cliaïcal respoasc The EDI pufectionism means for the good and poor outcome 

groups were significandy different, while the difference in M P S  total pufectionism means 

approached statistid sigtificance. For both masures, M d  inspeaion of the good 

outcome group d e r  t?kiag out those d o  d hd subthreshold sympoms rwded the 

perfectionkm scores of the t o d y  asympomatic group to be Iowa d However, the 

persistently elevated MPS scores even in the asymptomatic group do suggest that at leas a 

subset of individuas with anoraria nexvosa are highlypafectionistic as a nPc characreristic. 

Hilmi a al. (2000) also found pafectionism to be a robw diurrenai . . 
c of anoreXia 

nervosa. As evidence mggests that anorexia nemosa and perfectionism may have heritable 

components &ïlenfeld, Kaye & Saober, 1997), pafdonism, dong with related penonality 

phenorypes, may conaïtute a ~uantit;isve behaviord manin associd with genetic 

nisceptibility for anor& nervosa @ l a h i  et al. 2000). 

6.3 Discussion of the Straigths of the Shidy 

This study wu the k t  to follow perfdonism 10ngiNduuqrwahin the same cohort 

of individus's wirh anoralla nenosa. Previous midies have depended upon retrospedive 

recd, thus nising the possibility of r d  bis, or employed a cross-sectionai study design 

and did not study changes in perfectioniom wkh weight restodon and ncovery directty in 

the svne group of participants. As a result, mvryquestions remained regarding the 

relationship berneen perfectionism and illoess status of anorexia nervosz 



There was a hi& paztiapation nate in the follow-up interview, msuhing in the ab+ 

ro assess ourmme for 92% of the partîapants. The number of participants who complaed 

the self-report assessments at foliow-up were not as hi&, lirniting the generaliz;doili~ of the 

hdings regarding perfectionkm and iUness status at follow-up. 

Reliable mdodc  were used to make diagaoses and to ascertain clinid styus. At 

pre-treatment, the EDE, which is widely rrgudod as the gold standard for assesshg the 

presence of the diagnostic aiteria for d g  disorders, was used. Dunng treatmens patients' 

progress in terms ofweight gain and frequency of sympoms was recorded weekly. At 

follow-up, a detailed interview using EDE defuitions w u  used to colleu information 

regarding weight, eating behavior, sympm f k p m c y ,  tremnent use, and a wiay of 

indiators of psychosocial functioning. As a res& result, clinid judgments could k 

made at each assessrnem. 

6.4 Discussion of the Limitations of the Study 

To the ment that some former patients chose not to pankipate in the midy, there is 

an element of self-selection bias in die recruitment of partiapants. Through dinical contact, 

it could be detennined that the rnajordy of those who chose not to pareiapate were st i i l  dl. 

7% means that the proportion of former patients nirh poor dinicd naus a 6-24 rnonths 

aker ueatment is even higher than reporteci in this study. The resuits from the present srudy 

suggest that perfectionism w d d  be hi& in rhis group of fonner patients d o  did not 

participate. If this is the case, then the m;igriioude of the differences between the good and 

poor outcome groups rmy actuaUy k l v g a  than reported. 



Because this audy was carxied out as part of a fobw-up study of the IEDP, ody 

those who were considered to have received a dose of treatment were invired to participate. 

Those who lefi the prognmwithin four weeks of admission were not included in the 

analyses. Mam/ of these patients left within two weks of their Idmission, kfore lny pre- 

treatment data wu collected. Thy may represent a more severe population, and their levels 

of perfectionkm and whder  thae is an association baween this and their response to 

treatment is not known. Because those who do not c o m p k  the treatment program are 

more likely to have a poor outcorne, these former patiems are more likely to be ill at follow- 

up. Th& indusion might serve to fwtherwiden the ciifference b e e n  the good and poor 

outcome groups. 

Participants self-reported th& weight and sympoms in the follow-up imaview. In 

addition, about haif of the interviews nue conducteci over the telephone; in diese cases uiy 

inaccuracies in thek reporthg wodd not even k v k d y  apparent. This limia the a- to 

be accurate in assessing outcorne at follow-up. 

Because tbis study was conducteci in the major tertiaxy cue centre in the province, 

the study sample may represent the severe end of the c o n ~ u u m  of individtids with anorexia 

nervosa In addition, the partiapants who completed the pre-treatment EDI were younger 

and had a better response to ueatment than those whc did not complae the pre-treatment 

EDI (i.e. they were in tre;;ltment for longer, gaineci mon weight while in treatment, and had 

a higher discharge BIMI). Oniy those who completed the program were inviteci to complae 

the EDI at post-treatment, and those who partiapated in the follow-up also had a bener 

response to treatment than those who did not partiapate in the follow-up. In general, those 

who chose to partiapate in the &ma- have been a subgroup of people who were more 

attached to the program. To a certain e~rent this may have been orpecred, as the fouow-up 



intemiew could be +te intnisive, Pdapants wac vkcd to come imo the hospid and tllk 

to someone, whom for most was a manger, in detaiL about their lives and th& eating 

disorder. This expaience my have been especially difficult for participants who are st i l l  

svuggling 6 their iIlness. 

. . 
The pst-treatment EDI wu only dmuusfaed to those who completed the 

treatment progrua This was because the patients who chose to leave the program 

prematurely oken did so pMe abni& and under emotionally ciiffiait ciraimstances. Under 

such conditions, it wu inappropriate to a& them to mmplete questionnaùes for researdi 

purposes. As a result, it is n a  lmcswn how pafeetionism may change wih t m a t m c ~  for 

those who do not complete the treument program 

The sample sizes were not i q e  enough to sepamte the good and intermediate 

outcome groups at follow-up Li the s a t i n i d  dyses.  Because the intermediate aud good 

outcome groups were combina!, clifferences b ~ e e n  these two gmups muld not k 

detennined. PerfeaionWn scores for aU three outcome groups are presented separateiy in 

Appendices E and F for visual ocun;naion O*. 

6.5 Implications and Directions for Future Research 

Due to the limitations of the present mdy, ~uestions remain as to the nature of the 

relatiomhip between peifedonism and ciinid statu of anorexia nervosa. It is unclear 

which paxticular aspects of perfkdonism may change with dinical suais and which aspects 

may rem& stable over time. In rhis sndy, the EDI was used to meamre perfectionism 

longitudinally. In order to capture the multidimensiod nature of perfectionism, it would be 

valuable to masure it prospeaively using a more comprehensive assessrnent such as the 



MPS. It would also be interesting to explore how prfeaionism miy change over longer 

periods of Wow-up, in order to M e r  expIore changes in pufeai0r-tis.m with long texm 

recovery. This is the mon accunte way to stuc€ythe penicrence of perfeaionism in 

individds with anorexka nemosa and rhe relationship h e m  the personaiiry trait and the 

disorder, as premorbid perfeaionism can only fevibty k assesseci retrospectively. 

In Appendix F it can be o b d  that once the pdapants wirh an intermediate 

outcome were s e p d  fmm the good outcome group, the p;venraUy dated nibscales of 

the M P S  for the good outcome group JcYred to lookmore like the he?lrhycontrols. This 

suggesu that patients' paçepions of fardy functioning m q ~  play a role in recovery h m  the 

disorder. It may be t h  incfivius who do not perceive th& parents to be ove* critical or 

to have hi& expeaaions of them have a l e s  d i f f i d  time with recovq Altern;itively, their 

perceptions may change with recovery. MPS perfectionism would have to be assessed 

prospectively in order to furrhr explore this relationship. 

Fin*, the findings of the pment stuciy have implications for dinicai pfadice. 

Changes in EDI perfedioniFm suggest that some aspect of pafectionism is dependent upon 

clinical starus of the disorder. Perfectionism may n a  be as persistent and irrnridleable as 

previousiy Weved, It is unclear what the relationship is becween illness natus and 

perfectionimq or how much of an idluence one has on the other. What is dear is rhat 

individds wïth high perfectionism at admission to treatment have a poorer resp013~e to 

treatment. This suggests that pedectionism may play a role in hindering rrcovery h m  

anorexia nenosa. It may be helpfd to address the issue of perfectionkm during matment 

from a cognitive-behavioral penpeaive, to help patients i d e n e  how it affects the* lives 

and to r d  them strsiregies for decreving their perfeaionism. At the IEDP, perfectioni.Cm 

is one of the topics that are a&lessed in a cognitive behavioral th- p u p .  



discussed indude the ciifferences between baag achievernent-oricmed and king 

perfe&onistic, how pafectzonisn affects differmt domains of the patients' lives induding 

rheir eating disorder, the degree of impairment caused by pedeaionism, how pedectionism 

affects th& emotional functioning, and wb it is hard to r e k  perfedionistic standards. The 

patients are then guided througû the process of reevalwriop the helpfulness of th& 

standards, exploring the COSU and benefits of relaxkg pkcuiar standardsy and raregies for 

challenging th& perfixtionism. In mother group, cogpirive distortions are rddrrssed and 

patients are presented nbh SPltegies for chdlemging these distortions, many of which are 

ones that Burns (1980,1983) hd identifieci to k common amongst pufectionists. 

Although addressïng the issue of pafeaionisn in therapy rmy be helphd, there is 

likely more that needs to be considered in the treatmem of pedectionistic patients, in order 

to auiy apprecïate how pervasive the problem is. The litenture suggests that pufectionism is 

a trait that is learned in diildhood @unis, l98Q Hir~&ek, 1978; Hdlendery 1965; 

Missildine, 1963; Pa& 1984). It is probable that perfdonism is not sornding that cm be 

chmged in a matter of weeks. On a day to day basis, &ciYu need to appreciate the extent 

to which th& patients' perfectionism colours th& rhinkirig and th& perceptions of theu 

ability to make the cognitive changes that are necessuy in order to remver from their eating 

disorder. The driving force behind the perfdonist's unending efforts is continual seif- 

belidement. They are motivated by the f a r  of failure and wony constandy about th& 

deficiencies and how to avoid m a h g  miaalIes. This, dong with th& tendency to 

overgeneralize a mistake as a never-endhg pattern to defeat, is Ucelyro &ect how thqr view 

their progress in ~eatment. I n d l e  slips in symptom control may be viewed by 

perfectionistic patients as failures. perfectionistic patients may be more e d y  

discounged by their l e s  than '&ectA path to recovery. They rmp be more tempted to go 



back to the eating disorder, which wu somahing that &y were goal at, nthu thau enter 

an unknown wodd with so many possibiiitïes for fdure. 

It rmy be helpful to consider the purodty of the patients when designhg a 

treatment pro- As discussed pmriously, it may be bard for individu;ils who are highly 

perfectionistic to engage in a treatment program in which they are expeaed to share th& 

problems, and thaefore reveal themselves as ' i m p u f d ,  with d e r  patients. It may be 

harder for people who thiokvery rigidly to cope with the expeded rate of weight gain while 

in treatment. Their mgnitive distortions my also impede their uamienr Beause of th& 

tendency to think of things in ailor-nothhg tams for example, thy see themselve!~ as being 

either "rhinn or 'fd,  and have a hard time seeing t h d v e s  as a q d b g  in b e e a  This 

combinecl with their inciination for vsuming that th& negative emotions mflect the wy 

they really are, are likely to impede their rrcovery proass. Helping patients to i d e n e  these 

cognitive ciistortions is one s e p  towards taching them ways to cope with their 

perfectionirm, or to mitigate the effecu of high pafectionism. Assessing the extent m d  

nature of a patient's perfectionkm before treatment my help the cliniaan to understand 

some of these barriers to recovery. These considerations in the treatmenc of anor& 

nervosa may bring us doser to helping patients to ovacome th& Miog disorder. 
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APPENDIX A 

ENT FORM 

Study  Consent Fonn 



I have been asked to panicipate in a study that will evaluate the effectiveness of the Inpatient 
Eating Disorder trcatment program. I am aware that my participation may not benefit me 
directly but it should contribute to a better understanding of the creatment of eating disorders. 

As a participant, 1 understand that the information obtained during my routine cl inid asesment 
will be used for the purpose of the study. This assessrnent will include the following: 

a) Interview questions about my-ting behaviows and other problem~ 1 may be arperiencing. 
b) The completion of questionriaires puuining to my eating behaGour~, psychological social and 

occupation hnctioning and to my relatioarhip with my family- 

I rnay be requested to repat  rome of the above proiedures at the end of rny t r ament  and at 
intervals of 6 months for up to 5 yeus thereafter for the purpose of long term prognm 
evaluation. r 

Any information about me leamed during this mdy ail1 be confidentid md neither my name 
ROT =y other identeing particulan wili be made avdable to anyone other than the invmigators 
or appear in m y  publication without prior approvd from me. 

1 also undemand that my participation in this sescarch study is entirely volunury and that 1 an 
choose not to participate or  to withchw my consent at any rime. My decision not to participate 
or to withdnw will not have any effet on my treatment in the Eating Disorder Program at The 
Toronto Hospital. 

I have h d  the opportunity to disma this study and m y  questions have been uiswered to m y  
sacisiaction. If I have furcher quenions 1 may cal1 Dr. Cmer at (416) 340-3041. 

1 have read and unde r s rd  the above and consent to participate in the program evaluacion study. 

1 have been offered a copy of this form. 

Signature 

Witncssed Signature 



APPENDIX B 

INITIAL CONTACT LETTER 

Initid Participant Recruitment Contact Lata 



Dear 

We are cumntly conducting foUow-up inte~ews with people who have been in the 
inpatient program at the Toronto General Hospital in the past The purpose of the 
intenriew is to find out how people who took part in the program are doing in the longer 
tenn. The interview will last about an hour. The information that we gather will help us to 
improve the pmgram and to betkr understand the recovety process. 

Our research assistant, Kdam Sutandar, will telephone you in the near fuhirr to arrange a 
t h e  for the interview. Altematively, if you have any questions or would Lüre to contact 
us to book an appointment, you c m  cal1 Kalam at (416) 340-4749. 

Y o m  sincerely, 

Jacqueline C. Carter, DPhil, C-Psych. ~ l & e  Woodside, MD, FRCP(C) 



APPENDIXC 

SELF-REPORT ASSESSMENT MEASURES 

EaMg Disorder ExaminationQuestionnaire (EDE-Q) 

Multidirnensional Perfectionkm Scale (RPS) 



EDE-Q 

EATING QUESTIONNAIRE 

T h e  Eollowing questions are cancerned with the PAST FOUR WBEKS ONLY (28 
days). Please read each quesrion carefully and circle the appropriate 
number on the right. Please answer a l L  the  questions. 

ON HOW MAHY DAYS OUT OF No 1-5 6 13-15 16-22 23-27 Every 
THE P U T  28 DAYS ..,.., days days days days days days day 

1 Have you been delibera- 
tely to limit 
the amount of food you 
eat to influence your 
shape or weight? O 1 2 3 4 5 6 

2 Have you gone for long 
periods of t i m e  (8 hours 
or more) without eatinq 
anything in order to 
influence your shape 
weight? O 1 2 3 4 S 6 

3 Have you wj pd to avoid 
eating any foods which 
you l ike in order to 
influence your shape 
or weight? O 1 2 3 4 5 6 

4 Have you tri* to 
follow definite rules 
regarding your eating in 
order to influence your 
shape or weight; for 
example, a calorie l imit,  
a set a m o m  of food, or 
rules about what or when 
you should eat? O 1 2 3 4 5 6 

5 Have you wanted your 
stomach to be empty? O 1 2 3 4 5 6 - .  

6 Kas thinking about food 
or its calorie content 
made it much more dif- 
ficult to concentrate 
on things you axe interes- 
ted in: for example, read, 
watch TV, or follow a 
conversation? O 

7 Have you been afraid 
of losing control over 
eating? O 1 2 3 4 S 6 



ON HOW HANY DAYS OUT OF No 1-5 6-12 L3-15 16-22 2&?7 E v e r y  
THE PAST 28 DAYS . - - days days days days days days day 

8 Have you had episodes 
of binge eating? O 1 2 3 4 5 6 

- 

9 Have you eaten in 
secret? (DO n o t  
count binges.) O L 2 3 4 5 6 

10 Have you definitely 
wanted your stomach to 
be, f lat? O L 2 3 4 5 6 

- - 

Il H a s  thinking about 
shape or weight made it 
more difficult to con- 
centrate on things you are 
interested in; for example 
read, watch T V  or follow 
a conversation? O 1 2 3 4 5 6 

-- 

12 Have you had a 
def i n i t e  fear that you 
might gain weight or 
become fat? O 1 2 3 4 5 6 

13 Have you f elt fat? O 1 2 3 4 5 6 
- -  

14 Have you had a stsong 
desire to lose weight? O 1 2 3 4 5 6 

O V E '  THE PAST FOUR WEEKS (28  DAYS) 

15 On w h a t  proportion of times O - None of the times 
that you have eaten have you 1 - h few of the t i m e s  
fe l t  guilty because the effect on 2 - tess than half the t i m e s  
your shape or weight? (DO not 3 - H a l f  the tintes 
count binges.) (Circle the num- 4 - More than half the times 
ber which applies.) 5 - Most of the tirne 

6 - Every time 



16 O v e r  the p a s t  four w e e k s  ( 2 8  days), have there been 
any times when you have felt that you have eaten what 
other people would regard as an unusually Large amount 
of food given the circumstances? ( P l e a s e  put appropriate 
number in box. ) 

O - No 
I - Yes C I 

17 How many such episodes have you had over the past four weeks? 

18 During how many of these episodes of overeating did you 
C I I  I C  1 

have a sense of having lest control over your eating? 
C 1c 1C 1 

19 Have you had other episodes of eating in which you have 
had a sense of having lest control and eaten t o o  much, 
but have net eaten an unusually large aapount of food given 
the citcumstances? 

O - No 
1 - Yes 1 1  

20 How many such episodes have you had over the past four weeks? 

- 

21 over the past four weeks have you made yourself sick (vomit) 
as a means of controlling your shape or weight? 

O - No 
1 -  es C I 

22 Hou many times have you done this over the past four weeks? 
C 11 I C  1 

- - 

23 Have you taken laxatives as a means of controlling your 
shape or weiqht O - No 

1 - Yes c I 

24 How many t h e s  have you done t h i s  over the past four weeks? 
I I I  I L  1 

25 Have you taken diuretics (water tablets) as a means of con- 
trolling your shape or weight? O - No 

1 - Yes [ 1 

26 How many times have you done this over the past four weeks? 
c 11 I I  1 

-- -- - 

27 Have you exercised as a means of controlling your shape 
or weight? 

O - No 
1 -  es C 1 

28 How many t i m e s  have you done this over the past four weeks? 
C I C  I I  1 



OVER TEE FAST FOUR WEEKS 
28 DAYS) ( P i e a m  circle the number 
whicb best describes your 
behaviour.) 

29 Has your weight influenced how 
you think about (judge) yourself 
as a person? 

3 0  Has your shape influenced how 
you think about ( judge) yourself 
as a person? 

31 How much would it upset you if 
you had to weiqh yourself once 
a week for: the ne* four weeks? 

32 How dissatisf ied have you felt 
about your weight? O 

t 1 

1 33 How dissatisf ied have you felt  1 
I 

- 

about your shspe? 1 0  

3 4  How concerned have you been about 
other people seeing you eat? O 

35 HOW uncomfortable have you fe l t  
seeing your body; for example, 
in the mirrot, in shop window 
reflections, while undressing 
or taking a bath or shower? 

36 Hou uncomfortable have you fe l t  
about others seeing p u r  body; 

1 fo r  example, in communal chan- 
ging rooms, when swimiaing or 1 wearinq tiaht clothes? 



Multidimensional Perfectionism Scale 

S W Y  

Disagree 
1 My parents set very high standards fot me. 1 IL 
2 Organization is very imprtant to me. 1 2  

3 As a child, I was punished fw doing things less than perfectly. 1 2  
4 If I do not set the highest standards br myM, I am likely to end up a second rate peson. 1 2 
5 My parents never tried to understaid my mistakes, 1 2  
6 It is important to me that I be aKmiughly campetent in everything I do. 1 2  
7 1 am a neat person. 1 2  
8 1 try to be an organized person. 1 2  
9 If I fail at wrWschod, I am a Mlure as a person. 1 2  

10 i should be upset if l make a mïstake. 1 2  
11 My parents wanteâ me to be the best at everything. 1 2  
12 I set hig her goals îhan most peopie. 1 2  
13 If sorneone does a task at worWsdKIol better than 1, then I téel like I Wied oie whole ta&. 1 2 
14 If I fail partly, it is as bad as being a complete failure. 1 2  
15 Only outstanding perfomiance is good eriaigh in my family. 1 2  
16 1 am very good at focusing my efforts on attaining a goai. 1 2  
17 Even when I do something w y  carefully, I often feel that it is not quite right 1 2  
18 1 hate being iess than best at things. 1 2  
19 I have extremely high goals. 1 2  
20 My parents have expected excellence from me. 1 2  
21 People will probably think less of me if I make a mistake. 1 2  
22 1 never felt like I GOUM meet my parenEs' expectations. 1 2  
23 If I do not do as wll as other people, it means l am an inf- human being. 1 2  
24 Other people seem ta accept bwer standards from themselves than I do. 1 2  
25 If I do not do well al1 the tirne, people will not respect me. 1 2  
26 My parents have always had higher expectations for my Mure than I have. 1 2  
27 1 try to be a neat person. 1 2  
28 1 usually have doubts about the simple everyday things I do. 1 2  
29 Neatness is very important to nie. 1 2  
30 1 expect higher performance in my daily tasks than most people. 1 2  
31 1 am an organized person. 1 2  
32 1 tend to get behind in my work because I repeat things over and over. 1 2  
33 It takes me a long tirne to da samething 'right'. 1 2  
34 The fewer mistakes I make, the mm people will like me. 1 2  
35 1 never felt like I could meet rny parents' standards. 1 2  



APPENDIXD 

INTERVIEW-BASED ASSESSMENT MEASURES 

Eating Disorder Exambation (EDE) 

Retrospeaive FoUowvp Interview 

Prospective Follow-up Interview 



interview Schedule 
Diagnostic l teins 

Introduction 

To begin with I would like to get a general picture of your eating habits over 
the last 4 weeks. 

Have your eating habits varied much from day to dry? 
Have weekdays differed fmm weekends3 
Have there km any days whcn pu havm't eaten anything? 

What about the 2 months prior to this month? 

Pattern of Eating 

* I would like to ask about your pattern of eating. m e r  the past 4 weeks 
which of these meals or snacks have your eaten on a regular basis? 

4 breakfast (meal eaten shortly after waking) [ 1 
4 mid morning snack [ 1 
+ lunch (mid-day meal) 1 1  
4 m id-afternoon snack I l  
4 evening meal I I  
+ evening snack [ 1 
+ nocturnal snack (i.e., a snack eaten after the subject has been [ ] 

to sieep) - 

-O - Meai OF snack not eaten - 
1 - 
2 - Meal or snackeaten on .less.than half the days 
3 - 
4 - Meal or snack eaten on more than half the days 
5 - 
6 - Meal or snack eaten every day 



The Eating Disorder Examination 

B u h i c  Episodes 
[The asterisked questions must be asked in every case] 

Main Probe Questions 

* 1 would like to ask you about any episodes of overeating that you may 
have had over the past 4 weeks. 

* Different people mean different things by overeating. I would like you to 
describe any times when you have fdt that you have eaten too much at 
one time. 

* Have there ben  any times when you have felt that you have eaten too 
much, but others might not agree? 

[n.b. For subjective bulimic epides to & eligible, they must have been viewed as 
having involved eating an excessive amount of food.] 

Subsidiary Probe Questions 

To assess the amount of food eaten: 

Typically what have you eaten at these times? 
What were others eating at the time? 

To assess loss of control: 

Did you have a sense of loss of control at the time? 

For chronic cases only: 

Could you have stopped eating once y w  had started? 
Could you have prevented the episode from ocairring? 

(For objective bulimic episodes, subjective bulimic episodes, . . and episodes of 
objective overeating make the following two . ratings: . 

. - 

6) Number of days (rate 00 if none) 1 I l  1 
(ii) N ~ ' m  ber of episodes (rate 0 if none) i r  1 1  1 

In general, it is best to-calculate the number of days first and then the number of 
episodes. Rate 777 if the number of episodes is so great that their frequency cannot be 
c a l a  lated. Episodes of subjective overeating are not rated .] 
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For objective bulimic episodes, rate the number of episodes over the preceding 
2 months and the number of days on which they occurred. (Rate O if none and 9 if 
not asked.) 

Days - Month 2 
Month 3 

Episodes - Month 2 
Month 3 

Also rate the longest continuous period in ME& free hot due to force of 
circumstances) from objective bulimic episodes over the past 3 months. (Rate 99 if not 
asked) 

I I I  1 

Dietary Restriction Outsi& 
Bulimic Episodes 

[Only rate this item if there have k e n  objective bulimic epides over the past 3 
months. ] 

Outside these times when you have lost control over eating (refer to objective 
and subjective bulimic episodes), how much have you been restriding the amount 
that you eat? 

Typically what have you eaten? 
Has this been to influence your shape or weight? 

[Ask about actual food intake outside the objective and subjective bulimic 
episodes. Rate the average degree of dietary restriction. This should have k e n  
intended to influence shape, weight or body composition, although this may not have 
k e n  the sole or main reason. Rate'each of the p s t - 3  months separately whether or 
not it included a bülimic episode. Rate 9 if not asked.] 

O - No extrerne .restriction outside objective bulimic episdes . 

1 - Extreme restrikion outside objective bulimic episodes (i.e., low energy intake, 
(1,200 kcal) due to infrequent eating and/or consumption of low-calorie foods) 

2 - No eating outside objective bulimic episodes (Le., fasting) 

As& about previous 2 monfis 

Month 1 [ 1 
Month 2 [ 1 
Month 3 I l  
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Self-induced Vomiting 

Over the p s t  4 weeks have you made yourself sick as a means of controlling 
your shape or weight? 

[Rate the number of days on which there has been one or more episodes of 
self-induced vomiting as a means of controlling shape, weight, or body composition. 
Rate 00 if no vomiting.] 

r II: 1  

[Rate the number of discrete episodes of self-induced vomiting. Accept the 
subject's definition of an episode. Rate 777 if the nurnber is so great that it cannot be 
calculated.. Rate 000 if no vomiting.] 

[ I I  I r  1 

[Rate the number of discrete episodes of self-induced vomiting over each of the 
2 preceding month. Rate 999 if not asked.] 

Month 2 [ ][ 1 1  1 
Month 3 r I [  I r  1 

Laxative Misuse 

*Over the past 4 weeks have you taken laxatives as a means of controlling 
your shape or weight? 

[Rate the number of days on which laxatives have been taken as a means of 
controlling shape, weight or bodycomposition. This should have k e n  the main 
reason, although it rnay not have been the sole reason. Rate 00 if there was no 

- - 
laxative use of there is  doubt whether the laxative taking was primari ly to influence 
shape, weight, or body composi-tion.] . 

[Rate the number of individual epides of laxative misuse (as dëfined above). 
Rate 777 if the number is so great that it cannot be calculated. Rate 000 if no such 
laxative misuse.] 

r I r  l [  1 

[Rate the average number of laxatives taken on each occasion. Rate 999 of not 
applicable. Rate 777 if not quantifiable, e.g., use of bran.] 

I I I  I r  1 
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[Note the type of laxative taken.] 

[Rate the oumber of d iscrete episodes of laxative rnisuse over each of the two 
preceding months. Rate 000 if no such laxative misuse. Rate 999 if not asked.] 

Month 2 [ 11 II 1 
Month 3 [ 11 II 1 

Diuretic Misuse 

Over the p;rst 4 wedrs have you taken diuretia as a means of controlling 
you shape or weight? 

[Rate the number of days on which diuretics have been taken as a means of 
control ling shape, weight, or body composition. This should have b e n  the main 
reason, although it rnay not have been the sole reason. Rate 00 if there was no 
diuretic use or there is  no doubt whether the diuretic taken was primarily to influence 
shape, weight or body composition. 

1 I I  1 

[Rate the number of individual episodes of diuretic misuse (as defined above). 
Rate 777 if the number is  so great that it cannot be calculated. Rate 000 if no such 
diuretic misuse) 

[Rate the average number of diuretics taken on each occasion. Rate 999 if not 
applicable. Rate 777 if not quantifiable.) 

I 11 I I  1 

[Note the type of diuretic taken .] 

[Rate.the nurnber of discrete episodes of diuretic misuse over each of the 2 
preceding months. Rate 000 if no such diuretic misuse. Rate 999 if not asked.) 

Month 2 1 1  II 1 
Month 3 1 11 Il 1 
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Intense Exercising to Control 
Shape or Weight 

* Over the past 4 weeks have you exercised as a means of controlling your 
weight, altering your shape or amount of fat, or buming off calories? 

Typically, what type of exercise do you do? 

[Rate the number of days on which the subject has engaged in intense exercise 
that was predominantly intended to use calories or change shape, weight, or body 
composiîion. The decision whether the exercising was "intense" should be made by 
the interviewer. If in doubt, the exercising should not be classed as intense. Rate 00 if 
no such exercising.] 

[ I I  1  

[Rate the average amount of time (in minutes) per day spent exercising in this 
way. Only consider days on which the subject exercised. Rate 999 if no such 
exercising.] 

I  I I  I I  1  

Ask abwt the preceding 2 manth if ttiere Ibs been exercising of tfk type. 

[Rate the number of days on which the subject has exercised in this manner 
over each of the 2 preceding months. If not asked, rate 99.1 

Month 2 C Il 1 
Month 3 [ I l  1 

Abstinence from Extreme 
Weight-Control Behaviour 

. - . - 
[Only as& this question if at lea i  one of the key for& of wei't-control 

behaviour has been rated positively at the specified severi~ levelover the past 3 - 
mon ths (see the section on #eating disorder diagnosis09 . 1 

[The five forms of behaviour are as follows: 
4 fasting 
4 self-induced vomiting 
4 Iaxative misuse 
4 diuretic misuse 
4 excessive exercise] 
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Over the past 3 months thls there been a period of 2 or more weeks when you 
have not . . . 

[Ascertain the number of consecutive weeks over the past 3 months "free" (Le., 
not above threshold levels) from al1 five forms of extreme weight-control behaviour. 
Do not rate abstinence due to force of circumstance. Rate 99 if not applicable.] 

I I L  1 

importance of Shape 

* Over the past 4 weekr has y w r  shape been important in influencing how 
you feel about (judge, think, evaluate) yourself as a p e m ?  

...* If you imagine tht thine that influence how you feel about (judge, think, 
evaluate) yourself - sud, as (ywr performance at work, k i n g  a parent, your 
marriage, how you get on with other people) - and put tkse things in order of 
importance, where does pur shape fit in? 

If, over the p s t  4 weeks, your shape had changecl in any way, would this have 
affected how you feel about yourself? 

I s  it important to you that you shape does ant change? 

O - No importance 
1 - 
2 - Some importance (definitely an aspect of self-evaluation) 
3 - 
4 - Moderate importance (definitely one of the main as- of self-evaluation) 
5 - 
6 - Supreme importance (nothing is more impo<tant in the subject's scheme for self- 
eval uation) 

[Rate pced ing  2 months. Rate 9 if not asked] 
Month 2 [ 1 
Month 3 I l  



The Earing Disorder Eiamination 

importance of Weight 

Over the past 4 weeks h a  your weight been important in influencing how 
you feel about (judge, think, evaluate) yourself as a person? 

...* I f  you imagine the things that influence how you feel about (judge, think, 
evaluate) yourself - such as (your performance at work, Wng a parent, your 
marriage, how you get on with other people) - and put these things in order of 
importance, where does your weight fit in? 

If, over the past 4 weeks, your weight had changed in any way, would this 
have affected how p u  fecl about yourself? 

Is  it important to you that you weight does tmt change? 

O - No importance 
1 - 
2 - Some importance (definitely an aspect of self-evaluation) 
3 - 
4 - Moderate importance (definitely one of the main aspects of self-evaluation) 
5 - 
6 - Supreme importance (nothing is  more important in the subjds  scheme for self- 
evaluation) 

1 1  

[Rate preceding 2 months. Rate 9 i f  not asked] 
- Month 2 . [ 1 

Month 3 1 1  

Fear of Weight Cain 

[Shorten the question if the subject is  us& overweight. J 

Over the past 4 weeks have you been îh;aid that you might gain weight (or 
become fat)? 

[Rate the nurnber of days on which a definite fear has been present. Exclude 
reactions to actual weight gain.] 



The Eating Disorder fiamination 

No definite fear of fatness or weight gain 

Definite fear of fatness or weight gain present on less than half the days 

Definite fear of fatness or weight gain present on more than half the days 

Definite fear of fatness or weight gain present every day 
c 1 

As& about the precedng 2 nnmfhs 

[Rate preceding 2 months. Rate 9 if not asked] 
Month 2 1 1 
Month 3 1 1  

Feeling of Fatness 

[Omit this item if the subjecî is obviously overweight and rate 7.1 

* Over the p s t  4 weeks have you felt fat? 

[Rate the number of days on which the subject has "felt fat" accepting his or 
her sue of this expression. Distinguish feeling fat from feeling bloated premenstrually, 
unless this is experienced as feeling fat.1 

O - Has not felt fat 
1 - 
2 - Has felt fat on less than half the days 
3 - 
4 Has felt fat on more than half the days 

. - .  5 - 
6 - Has felt fat every day 

Ask about the precediig 2 monllbs 

[Rate preceding 2 months. Rate 9 if not asked] 
Month 2 [ 1 
Month 3 [ 1 



The Eating Disorder Examination 

Maintained Low Weight 

[Rate for subjects who may 6e underweighd 

Over the past 3 months have you been trying to Iose weight? 

If no: Have you been trying to make sure t b t  you do not gain weight? 

[If weight i s  low, rate presence of attempts either to lose weight or to avoid 
weight gain. Rate 9 if not asked.] 

O - no attempts either to lose weight or to avoid weight gain over the past 3 months 
1 - Attempts to either lose weight or to avoid weight gain over the past 3 months for 
reasons concerning shape or weight. 
2 - Attempts either to lose or to avoid weight gain over the past 3 months for other 
reasons 

r 1 

Menstruation 

Have you missed any menstrual periods over the p s t  three months? 

How many periods have you hâd? 

Are you taking an oral contraceptive (the "piIl")? 

[With post-menarchal females, rate number of menstrual periods over the past 
three expected menstrial cycles. Rate 7 if the subject is pre-menarchal, if she has 
been takingan oral contraceptive, or if she has been pregnant or breast feeding.] 

E . 1  



RETROSPECTIVE FOLWW UP INTERWEW 

ID: DATE: 

DISCHARGE DATE # WEEKS IN PROGRAMME 

LAST T~: DATE LAW l? ENDED: 

PREVIOUS ADMISSIONS IN INTENSIVE PROGRAME: YES NO 

IF YES, GIVE DETAILS (most recent first): 

Admission to Date # weeks 

Admission to Date # waks 

Admission to Date # weeks 

LIVING SITUATION 

i) WHAT IS YOUR CLJRiU3W LIVING SITUATION? 
LIVE ALONE 
LiVE WITH FAMILY 
LIVE WlTH FRIENDrnOoMATE 
LiVE WITH PARRJER 
L M  IN RESIDENCE 
OTHER, SPECiFY 

FINANCIAL SITUATION 

i) HOW ARE YOU SUPPORTED FINANCIALLY? 
SELF SUfPORTLNG 
PARTLALLY SELF SUPPORTING 
DEPENDENT ON: 

PARTNER 
FAMILY 
GOVERNMENT 
INSURANCE 

SCHOOLNOCATIONAL ElJNCTIOMNG 

i) DO YOU WORK (indude childcare & volunteer work)? YES 

IF E S :  FULL TIME PART TlME 

OCCUPATION: 

ii) DO YOU GO TO SCHOOL? YES NO 
IF YES: FUCL TlME PART TiME 

PROFESSIONAL SCHOOL 
UNIVERSITY: UNDERGRAD OR GRADUATE 
COLLEGE HiûH SCHOOL 



iii) HOW FAR DID YOU GO IN SCHOOL? 

PROFESSIONAL SCHOOL 
UNIVERS- UNDERGRAD OR GRADUATE 
COLLEGE HIGH SCHOOL 

IF PERSON DOES NOT WORK OR GO TO SCHOOL: 

iv) HOW DO YOU SPEM) YOURTIME DURING THE WEEK? 
ENGAGEDIBUSY ALL THE TfME 
ENGAGEDiBUSY PART OF THE TIME 
MINIMAL ENGAGEMENT 
NOT AT ALL ENGAGED 

COMPLETED NOT COMPLETED 

Ü) TO WHAT E J C r E N T H A V E Y O U S ~  WTIHPRIENDS/FAMxLY IN'IIIE PAST 3 MONInS? 
NOT AT ALL (-@ 
A FEW TIMES (iess thoa 2 timtslmonth) 
o m  (2 timdmonth) 
VERY OFTEN (1 time/wctk) 
ALL THE TIME (2 times/week) 

E) TO WHAT EXTENT HAS YOUR EATING HABITS CAUSED YOU TO AVOID SOCIAL CONTACT 
DURING THE LAST MONni.3 

NOT AT ALL 
A FEW TIMES 
o m  
VERY 0E;TEN 
ALL THE TIME (EXTREME ISOLA~ON) 

iv) TO WHAT EXTENT HAS YOUR WEIGHT & SHAPE CONCERNS CAUSED YOU TO AVOID SOCIAL 
CONTACT DURING THE LAST MONTH? 

NOT AT ALI. 
A FEW TIMES 

DISCHARGE WEIGHT 

HAVE YOU BEEN PREGNANT SINCE DISCHARGE FROM Tx? 
NO YES (MISCARRAIAGE/ABORTION) -- CHILD) 

FIRST REACHED DURAnON (# wccks) 

LOWEST WEIGHT SINCE DISCHARGE 

FIRST REACHED DURATION (# wccirs) 



EATING DISORDER CLINIC FOLLOW-UP INTERVIEW 
*AS1 PAmENTS IO B W G  B00-NDAR 70 APWINTMEM WHEN B00KINGANATPOI.MENï  

4 ORIENT PATIENT TO CALENDAR 
J GO OVER SIGNIFICANT EVENTS SMCE LEAWNG Ts (strcssful life events, life changes) 
J USE STANDARD MONTH OF 28 DAYS 
J 'T'M GOING TO ASK YOU ABOUT WHAT YOUR EATiNG & SYMPTOMS HAVE BEEN L E  SINCE 

LEAVING TREATMENT' 
J TO USE CEfART - MONTH 1 IS TEIE FIRST MONTEi SINCE ENDING Tx; IF DISCHARGE DATE IS 

CLOSE TO THE lsM OF THE MONTH USE THIS AS THE START OF MONTH 1; MONTn 2 WILL BE 
TO THE lsm OF THE NEXT MONTH; ALTERNATNELY IF DISCHARGE IS CLOSER TO THE END 
OR BEGINNING OF THE MONTH USE THE lSr AS THE S T ' T  OF MONTH 1. 

EATING BEHAVIOUR/RESTRICïION (go to chart) 

J "WRAT WAS YOUREATINO LIKEFOREACZIMONIn3" (rtutwithmostr#xnt month& workback) 
*/ 'DO YOU KNOW APPROXIMAIELY HOW MANYCALX)RIES...T' IF SO, =RD #CALORIES 
J USE FOLLOWXNG RATING SCALE: 

O Completely nomralizad, normal anmtmts of di kinds of foods. 
1 Occasionai mild restriction (of specific foods or mtakes). 
2 Chronic but mild TCStriction (c 1800 calories)- 
3 Moderatc rcsûiction (< 1500 calories). 
4 Extrcme restriction (< 1000 dories). 
5 Severtly Iimited diet both in daries (C 800 dories) d Ian& of food catcn. 

FASTING 
J MJMBER OF DAYS FASLED IN THE MONTIf (GOING 8 HOURS OR LONGER WiTH NO FOOD FOR 

THE PURPOSE OF WEIGEIT OR SHAPE CONTROL) 

WEIGHT 
J ESTIMATE OF WEIGHT FOR EACK MONTH 

BINGEING 
ASK ABOUT EPISODES WfiERE THE PATIENT THINKS THAT SHE HAS OVEREATEN 
WRITEDOWNEXAMP~ 
EXPLAIN DIFFERENCE BETWEEN EATING A REGULAR OR SMALL MEAL AND FEELING LME 
YOU HAVE OVEREATEN VS. EATING A LARGE AMOUNT 'IXAT AN OBJECIlVE OBSERVER 
w o m  CONSIDER LARGE (- VS, OBJEaWE OVEREATING) 
DEERMINE WHETHER THE PATIENT FELT OVT OF CONTROL DURING THE EPISODES GIVEN 
RECORD -ER OF DAYS AND EPISODES OF OBJECIIVE BINGES (OVEREATING WHERE 
PATIENT FELT OUT OF ~NIROL) 



VOMITING 
./ ASK ABOUT DAYS & EPISODES WHERE PATENT HAS VOMITEI) TO CONTROL SHAPE OR 

WEIGHT 
J ASK ABOUT METHOD, IPECAC 

LAXATXVES 
4 ASK ABOUT EPISODES OF LAXATIVE USE 
4 RECORD TYPE OF LAXATIVE USED & AVERAGE AMOUNT TAKEN PER EPISODE 

DIURETICS 
4 ASR ABOUT EPISODES OF DIURETIC USE 
4 RECORD TYPE OF DNREnC USED & AVERAGE AMOUNT TAKEN PER EPISODE 

EXERCISE 
J ASR WHETHERTHE PATENT EVER EXERCISES AS A MEALiiS OF CONTROWJNG OR 

WEIGHT 
J RECORD TYPE OF EXERCISE & AVERAGE TLME (IN MINUTES) SPENT EXERCISING PER DAY & 

EPISODE 
J RECOIU) NUMBER OF DAYS AND EPISODES PER MONTH 

OTHER METHODS OF WEIGEï & SHAPE CONTROL (INSULIN MISUSE, 
CHE\rYING & SPTLTING, DIEï PILLS, HERBAL METEODS, ETC.) 
J ïF PATIENT IS DIABETIC, ASKABOUT XNSüLlN OMISSIONNNDERDOSING 
J ASK PATIENT IF THEY USE ANYiBïNG ELSE TO OONTROL SHAPE OR WEIGHT. RECORD 

METHOD & FREQUENCY. RECORD AMOüNT TAKEN PER EPISODE IF RELEVANT. 

OTHER BEHAVIOURS/SYMPTOMS 

MEDICATIONS/DRUGS 
CURRENT R x  MEDS: 
MISUSE OF Rx MEDS (if so, track on chart) 

HAVE YOU USED ANY OF THE FOLLOWING SINCE DISCHARGE: 
J MARIJUANA 
J HALLUCINOGENS (h4USHROpMS, LSD) 
J ECSTASY (E) or CRYSTAL METH(AMPHETAM1NE) 
4 cocAINE/cRAcK 
4 BARBITUATES 
,/. AMPHETAMINES 
.' TRANQulLIZERS 
J GRAVOL 
J EPHEDRINE 

ALCOHOL 
J ASK ABOUT CONSüMPTOM OF ALCOHOL SINCE DISCHARGE 
J # D-G EPISODES/MONTH 
J fi DRINKSIPER EPISODE 

NICOTINE & CAFFEINE 
J ASK ABOUT GENERAL USE AND RECORD FREQUENCY HERE 



DEPRESSION 
4 ASK PATIENT IF SHE FELT SAD AT ANY TfME DURING THE FOLLOW UP PERIOD? AROUND 

HOW MANY DAYS FOR EACH MONTH? HAS THIS SADNESS PREVENTED YOU FROM DOING 
THINGS LME WORK OR SOCIALIZING? 

J RATE LEVEL OF DEPRESSION USING THE FOLLOWING RATING SCALE: 
O Notdcprcsscd 
1 Mild depression (sad mood but no intdicfc~x in fimctioning) 
2 Modemte depression (d mood, socne m t e n m  in fiincâionhg) 
3 Severc depression (sad maad, signifiant intafc~ic~~ce in fhctionMg) 

ANXPETY 
J ASK PATIENT IF SKE FELT ANMOUS AT ANYTlME DURING THE FOLLOW UP PERIOD? AROUND 

HOW MANY DAYS FOR EACH MONTH? HAS TRIS ANXIETY PREVENTED YOU FROM DOING 
TIïiNGS LIKE WORK OR SOCULIZeIG? 

4 IDENTlFYFOCUS OF ANXIETY(SOCIAL, G-, PANICAITACKS) 
J DO NOT INCLUDE AN- FOR DISCRETe EVENlS (cg., A TEST) 
*/ RA'rELEVELOFANXlETYUSINGTLEEFO~WINGRAmGSCALE: 

O Notarurious 
1 Mild anxiety (anxious but no interterence in fitnctioning) 
2 Moderate d c t y  (IM~*OUS, some intcrfc~cece in fùactioning) 
3 Scvcre anxiety (~IUÜOUS, signifiant interférence in functioning) 

IIIENSTRUATION 
ASK PATIENT ABOUT REGU'LNUTY OF PERIODS OVER FOLLOW-UP TIME 

4 ASK PATIENT IF SHE TOOK TLIE BIR= OONTROL PILL (Bm) AT ANY POINT DWWNG FOtLOW- 
UP & RATE USING FOLLOWING SCALE: 

O Did not îakc BCP 
1 Took BCP 

4 RATE REG- USING FOLtOWING SCALE 
O Menses absent 
1 Menses irrcguiar 
2 Menses pitsent and reguiar 

GLOBAL ASSESSMENT OF FüNCITONING SCALE (GAF) 



EATllYG BEHAVIOUIR & SYMPTOMS SINCE LEAVING TREATMENT 

MONTH 
(SINCE ENDING l?) 
signifiant events 

QUALITY OF EATING 
(RATING & CALORIES) 

FASTING 
(# DAYS) 
WEIGHT 
(ESTIMATE) 
BINGEING (OBJECTIVE) 
(#DAYS & EPISODES) 
VOMITMG 
(#DAYS & EPISODES) 
LAXATIVES 
TYPE: 
DOSE: 
(# EPISODES) 
DIURlETTCS 
TYPE: 
DOSE= 
(# EPISODES) 
EXERCISE 
TYPE: 

AVG WORKOUT TIME 
0: 
(# DAYS & EPISODES) 
OTHER (SPECIFY): 

(#DAYS & EPISODES) 
OTHER (SPECIFY): 

(#ûAYS & EPISODES) 
DRUGS . 
TYPE: 
DOSE: 
(#DAYS & EPISODES) 
ALCOHOL 
(#DAYS/MONTH) 
(AVG # DRINKS/DAY) 
DEPRESSION 
(RATING) 
ANFP'Y 
W ~ G )  
FOCUS: 
MENSTRUATION 
(BCP: O NO; 1 YES) 
(RATiNG: O ABSENT; 1 
IRREGULAR; 2 REGULAR) 
GAF 

1 2 4 3 

- a  4 

S 6 



EATING BEHAVIOUR & SYMPTOMS SINCE LEAWNG TREATMENT 

~ MONTE 7 
' (SINCE ENDING p) 

significant events 

Q U A L r n  OF EATIIYG 
(RATING & CALORIES) 

FASTING 
(# DAYS) 
WEIGHT 

(#DAYS & EPISODES) 
VOMITING 
(#DAYS & EPISODES) 
LAXATIVES 
TYPE: 
DOSE: 
(# EPISODES) 
DIURETICS I 
TYPE: 
DOSE. 
(# EPISODES) 
EXERCISE - 
TYPE: 

AVG WORKOUT TIME 
m: 
(# DAYS & EPISODES) 

@DAYS & EPISODES) 
OTEER (SPECIFY) 

(#DAYS & EPISODES) 
DRUGS 
TYPE: 
DOSE: 
(#DAYS & EPISODES) 
ALCOEOL- . . 
(#DAYS/MONTH) 

FOCUS: 
MENSTRUATION 
(BCP: O NO; 1 YES) 
(RATING: O ABSENT; 1 
IRREGULGR; 2 REGULAR) 
GAF 1 



EATING BEHAVIOUR & SYMPTOMS SINCE LEAVXNG TREATMENT 

QUALITY OF EATING 
(RATING & CALORIES) 

FASTING 
(# DAYS) 
WEIGHT 

, (ESTIMATE) 
BINGEïNG (OBJECIIVE) 
(#DAYS & EPISODES) 
VOMlTING 
(#DAYS & EPISODES) 
LAxArnS 
TYPE: 
DOSE: 1 
(# EPISODES) 
DIüRETICS 
TYPE. 
DOSE: 
(# EPISODES) 
EXERCISE 
TYPE: 

AVG WORKOUT TIME 

(#DAYS & EPISODES) 
OTHER (SPECIFY) 

(#DAYS & EPISODES) 
OTHER (SPECIFY) 

(#1)AYS & EPISODES) 
DRUGS 

DOSE: 

ALCOEOL 
(#DAYS/MONTH) 
(AVG # DRINKStDAY) 
DEPRESSION 
(aATMG) 
ANXIETY 
mm) 
FOCUS: I 

MENSTRUATION 
(BCP: O NO; 1 YES) 
(RATING: O ABSENT; 1 
LRREGUILAR; 2 REGULAR) 
GAF 



EATING BEHAVIOUR & SYMPTOMS SINCE LEAVING TREATMENT 

MONTH 
(SINCE ENDING T?) 

significaat events 

QUALITY OF EATMG - 
(RATING & CALORIES) 

(#DAYS & EPISODES) 
VOMFI'ING 
(#DAYS & EPISODES) 

(BCP: O NO; 1 YES) 
(EWïING: O ABSENT; 1 
IRREGULAR; 2 REGULAR) 
GAF 

LAXA-l'IVES 
TYPE: 
DOSE: 
(# EPISODES) 
DrURETICS 
TYPE: 
DOSE: 
(# EPISODES) 
EXERCISE 
TYPE: 

AVG WORKOUT TIME 
(MLN) = 
(# DAYS & EPISODES) 
OTHER (SPECIFY) 

(# EPISODES) 
OTHER (SPECIFY) 

(# EPISODES) 
DRUGS 
TYPE: 
DOSE: 
(# EPISODES) 
ALCOEOL 
(#DAYS~~~~ONTB[) 
(AVG # DRINKS/DAY) 
DEPRESSION 
@A-1 
ANXIETY 
( R A ~ G )  
FOCUS: 
MENSTRUATION 

.. . - 

- .  



TREATMENT SINCE LEAWNG TARCET 'l? 
J ASK ABOUT ANY TREATMENT RECEIVED S N E  LEAVING TARGET l? 

# MONTEfS 
(SMCE TARGET T3 

1 

2 

3 

4 

5 

6 

7 

8 

9 

1 O 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

2 1 

22 

23 

24 

TYPE OF Y 
& TYPE OF 
PROFESSIONAL 

. . 

PURPOSE OF T' 
(nw=vS) 

DURATION OF T' 
(WEEKS) 

- 
- 

# SESSIONS 
ATTENDED & 
LENGTEI 0 

A d -  

t 



SELF HARM/SUICIDE ATTEMPTS 
SINCE DISCHARGE FROM Tx, HAVE YOU HAD ANY EPISODES OF SELF-KARM BEHAVIOR? 

IF YES: TYPE OF SELF-HARM 

WHEN? (# MONTHS AFIER Tx) 

FREQUENCY 

DURATION 

SINCE DISCHARGE FROM Tx, HAVE YOU EVER TRIED TO END YOUR LIFE? 

HOW? 

IF PATIENT HAS RELAPSED OR STAYED WELL, ASK \irIfAT 
CONTRIBUTED TO RELAPSE OR RECOVERY: 

PATIENT 

OTHER COMMENTS: 



GLOBAL ASSESSMENT OF FUNCTIONING SCALE (GAF) 

GAF SCORE LAST 3 MONTHS 

CONSIDER PSYCHOLOGICAL, SOCiAL, & OCCUPATIONAL FUNCIIONING ON A HYPOTHETICAL 
CONTINUUM OF MENTAL HEALTH-ILLNESS, DO NOT INCLUDE IMPAIRMENT IN FUNCITOING 
DUE TO PHYSICAL OR ENVIRONMENTAL LIMITATIONS. 
** MAKE RATING FOR LEVEL OF FUNCïIONING AT TIUE OF EVALUATION 

CODE 
91-100 Superior fbnctioning in a wide range of activitics, a ' s  problems never secm to get out of han& is 

sought out by othcrs Wuse of his/hcrminy positive qurilities. No symptorns- 

8 1-90 Abscat or minimrl symptoms, good timcaoaaig * .  in ail aras, interestcd and ùivolvcd in a wide 
range of activities, socwy effèctive, g d y  rrtisfiad with Hé, no more than everyday problems 
or concenis (e.g, occ r i s id  argument with fimily niembero). 

61-70 Some rnild symptoms OR some diffrculty in social, occupational, or school fûnctioning BUT 
generally fùnctioning prctty wcll, has some meaningfùl interpersonal relationships. 

5 1-60 Mod~llltt symptoms OR moderate dif&ulty in social, occupationai, or school fùnctioning (c.g., 
fcw 6ricnds, COQfIjcts withpear or Co-wodc#s). 

Serious syqtom OR any serious imp.ifirrcnt in social, occupationai, or school fiinctioning (e.g., 
no ni& unabk te keep a job). 

Some impairmcnt in d t y  tcsting or communication (eg., speech at times illogical, obscure, or 
ùrtlevant) OR major impramcat in scverrl aras, such as work or school, family relations, 
judgment, thinking, or mood. 

Sehanor is cons ibbly  inai- by delusions or hallucinations OR Knous hpah&nt in 
communicati~~~ orjucîg~~~~~llf (cg., sometimes bahcrca~  acts grossly inippraprirtely, suicidd 
p m t i o n )  OR inrbility to fiandion in rilmwt di u#s (cg.? stays in bed ail &y; no job, home, 
or fnmds). 

Some drnger ofhurting reV or othen.(e.g., ruicidc wts wiîhout ckrr expectrtion of derth;. - - 

. fiequaitly v i o l e  mauïc excitcment) OR o c c r s ~ y  frilsw nuintain miahal pcrsoiirl hyginie 
(cg., srneam fcces) OR gioss impriràiacnt iu communication (tg., largely i n c o h m t  or mute). 

. . . . - .  

Persistent danger of scvcrcly hiir<ine .clfa o t h n  &, rccmrcat violaice) OR p i s t e n t  hbüity 
to maintain minimal personai hygiiae OR ririous suicidrl rct - with - dur expectation of dath:- 

hadequate information. 
e + 



PROSPECTIVE FOLLOW UP INTERVIEW 

ID: DATE: 

DISCHARGE DATE # WEEKS IN PROGRAMME 

LAST T~: DATE LAST ENDED: 

PREVIOUS ADMISSIONS IN INTENSIVE PROGRAME: YES NO 

IF YES, GIVE DETAILS (most recent kt): 

Admission to Date # weeks 

Admissioa to Date # weeks 

Admission to Date # weeks 

LIVING SITUATION 

i) WHAT IS YOUR CURRENT LIVING SWATiON? 
L N E  ALONE 
LIVE WITH FAMILY 
LIVE WITH FRENDS/ROoMATE 
LrVE \KTTH PARTNER 
LIVE IN RESIDENCE 
OTHER, SPECIFY 

FINANCIAL SITUATION 

i) HOW ARE YOU SUPPORTED FiNANCiALLY? 
SELF SUPPORTWG 
PARTIALLY SELF SUPPORTMG 
DEPENDENT ON: 

PARTNER 
FAMILY 
GOVERNMENT 
INSURANCE 

i) DO YOU WORK (iclude childcare & volunteer work)? YES NO 

IF YES: FULL TIME PART TIME 

OCCUPATION: 

ii) DO YOU GO TO SCHOOL? YES NO 
lF YES: FULL- PART TIME 

PROFESSIONAL SCHOOL 
UNIVERSITY: UNDERGRAD OR GRADUATE 
COLLEGE HIGH SCHOOL 



iii) HOW FAR DID YOU GO IN SCHOOL? 

PROFESSIONAL SCHOOL 
UNIVERSITY: UNDERGRAD OR GRADUATE 
COLLEGE HIGH SCKOOL 

DF PERSON DOES NOT WORK OR GO TO SCHOOL: 

iv) HOW DO YOU SPEND YOURTIME DURING THE WEEK? 
ENGAGEDBUSY ALL THE TiME 
ENGAGEDBUSY PART OF THE TLME 
MINIMAL ENGAGEMENT 
NOT AT ALL ENGAGED 

COMPLETED NOT COMPLETED 

ïii) TO WKAT EXTENT HAS YOUREATPiG HABIïS CAUSED YOU TO AVOJD SOCIAL CONTACI' 
DURINGTHELASTMONTH? 

NOT AT A U  
AFEW- 
o m  
VERY OFIEN 
ALL TRE TiME @XlREME ISOLATION) 

iv) TO WHAT EXTENT HAS YOüR WEIGHT & SHAPE CONCERNS CAUSED YOU TO AVOID SOCIAL 
CONTACT DURING THE LAST MONTH? 

NOT AT ALL 
A FEW TIMES 
OFrEN 
VERYOITEN 
ALL THE TIME ISOU~ON) 

WIGHT HISTORY 

'DISCHARGE WEIGHT DORA-IIC%I - (# waks) 

@URRENT WIGHT DURATION . (# w&) 

HAVE YOU BEEN PREGNANT SïNCE DISCHARGE FROM Tx? 
NO * 'YES -GWABORnON) - - 

, HIGHEST WEIGHT SINCE DISCHARGE @XCLUDING PREGNANCY) 

FIRST REACHED DURA~ON (# wetks) 

LOWEST WEIGHT SINCE DISCHARGE 

FIRST REACHED DURATION (# weck) 



EATING DISORDER CLINIC FOLLOW-UP INTERVIEW 
*ASK PAmENTS TO BRING B o O l K X E N D A R  TO APN)IflMENT rmEN BOOIIING ANAPPOIMMENT 

4 ORIENT PATIENT TO CALENDAR 
GO OVER SIGMFICANT EVENTS SMCE LEAVMG Tx (strc#riû life events, Ufe chmges) 

4 USE STANDARD MONTH OF 28 DAYS 
4 '4'M GOING TO ASK YOU ABOUT WHAT YOUR EATING k SYMPIY)MS HAVE BEEN LME SINCE 

LEAVING TREATMENT" 
4 TO USE CHART - MONTH 1 IS THE FIRST MONTH SINCE ENDING Tx; IF DISCHARGE DATE IS 

CLOSE TO THE 15* OF THE MONTH USE THIS AS THE START OF MONTH 1; MONTH 2 WILL BE 
TO THE lsM OF THE NEXT MONTH; ALTERNATIVELY IF DISCHARGE IS CLOSER TO THE END 
OR BEGINNLNG OF THE MONTH USE THE lSr AS THE STARTTOF MONTH: 1. 

EATINC BEEAVIOUR/RESTRI:CîION (go to chart) 

FASTING 
4 NUMBEROF DAYS FASïED PI TnE MONTH (GOING 8 HOURS OR U)NGER WITH NO FOOD FOR 

THE PURPOSE OF WEIGHT OR SHAPE CONTROL) 

m I G m  
4 ESTIMATE OF WEIGHT FOR EACH MONTW 

BINGEING 
4 ASK ABOUT EPISODES WHERE ïHE PATIENT THINKS THAT SHE HAS OWREATEN 
J -WRITEDOWNEXAMPLES 
4 EXPLAIN DFFERENCE BETWEEN EATING A REGuUR ORSMAU MEAL AND FEELING LME 

YOU HAVE OVEREMEN VS. EATING A LARGE AMOUNT 'InAT AN OBJECIlVE OBSERVER 
WOULD CONSIDER LARGE (- W. OBJECIIVE OVEREATING) 

4 DETERMINE WHEInER THE PATIENT FEtT OUT OF CONTROL DURINGTHE EPBODES 
4 REmRD NUMBER OF DAYS AND EPWDES OFOBJECIlVE BINO= (OVE-TING WHERE 

PATIENT FELT OUT OF CONTROL) 
-- 



VOMITrnG 
J ASK ABOUT DAYS & EPISODES WHERE PATIENT HAS VOMITED TO CONTROL SHAPE OR 

WEIGHT 
J ASK ABOUT METHOD, IPECAC 

LAXATIVES 
J ASK ABOUT EPISODES OF LAXATIVE USE 
J RECORD TYPE OF LAXATIVE USED & AVERAGE AMOUNT TAKEN PER EPlSODE 

DIUIUZTICS 
J ASK ABOUT EPISODES OF DKJRETIC USE 

RECOR~TYPE OF DIURETIC USED & AVERAGE AMOUNT TAKEN PER EPISODE 

EXERCISE 
ASK WHETEEERTIIE PATIENT WER EXERClSES AS A MEANS OF ~ ~ O ~ ~ G  SHAPE OR 
WEIGHT 

4 -RD TYPE OF EXERCISE & AVERAGE TIME (IN MINUTES) SPENT EXERCISING PER DAY k 
EPISODE 

4 RECORD NUMBEROF DAYS AND EPISODES PERMONTH 

OTHER METHODS OF WEIGE'ï & SHAPE CONTROL (MSULIN MISUSE, 
CEEWINC & SPITTING, DDIET PILLS, EERBAL METHODS, ETC) 

IF PATIENT IS DIABEI'IC, ASKABOUI' OMISSIONNNDERDOSING 
4 ASKPA'ïIENT IFTaEY USE ANYTLILNG ELSET0 mNIROL SHAPE OR WEIGHT. RECORD 

METHOD & FREQUENCY. RECORD AMOUNTTAKEN PER EPISODE IF RELEVANT- 

MEDICATIONSIDRUGS 
4 CURRENTRXMEDS: 
4 MISUSE OF .Rx MEDS (if so, tmck on chrrt) 

J HAVE YOU USED A N Y  OF THE F0LU)WiNG SINCE DISCHARGE: 
MARUUANA 
HALLUCINOGENs.(MusHR00MS, MD) - 
ECSTASY (E?) or CRYSTAL METH(AMPHETAM1NE) 
COCAINEK=RACK - - 
BARBITUATES 
AnpEiETAwNEs 
TRANQUIL~;ER~ 
GRAVOL 
EPHEDRINE 

ALCOHOL 
J ASK ABOUT CONSUM~TOM OF ALCOHOL SINCE DISCHARGE 
J # DRZNKING EPISODES/MONTH 
J # DRLNKS/PER EPISODE 

NICOTINE & CAFFEINE 
4 ASK ABOUT GENERAL USE AND RECORD FREQUENCY HERE 



DEPRESSION 
J ASK PATIENT IF SKE FELT SAD AT ANY TIME DURING THE FOLLOW UP PERIOD? AROUND 

HOW M4NY DAYS FOR EACH MONTH? HAS THIS SADNESS PREVENTED YOU FROM DOMG 
THINGS LIKE WORK OR SOCULEmG? 
RATE LEVEL OF DEPRESSION USING THE FOLLOWING RATING SCALE: 

O Not depresscd 
1 Mïid depression (ad mood but no interferacc in fiinctioaing) 
2 Maderate dcptession (mi mood, somc i n t e r f i  in fiincafiincaoning) 
3 Severe depression (d mood, signifiant intafcrczlcc in fbctioning) 

ANXIETY 
4 ASK PATIENT IF SHE FELT ANXiOUS AT ANY TiME DURING THE FOLLOW UP PERIOD? AROUND 

HOW MANY DAYS FOR EACH MONTH? HAS 'IIIIS ANXIETY PREVENTED YOU FROM D O W  
THINGS HIE WORK OR SOClAtlZING? 
IDENTIFY FOCUS OF ANXIETY(SOCUL, GENERALIZED, PANICATI'ACKS) 

.f DO NOT INCLUDE ANXIEIY FORDECREIE EVEKLS (e-g., A TEST) 
RATE LWEL OF ANXlElYUSINGTHE FOLLOWINGRATING SCALE: 

O Notadous 
1 MitdUlXiety(Uuib(~bran0macrtiinfimctioaiag) 
2 Moderrtcu#iety(UIIUOUI,raae~infimctionïng) 
3 Sevcrc d e t y  (uuious, sig&ant  in^^ m fhctioning) 

MENSTRUATION 
J ASK PATIENT ABOUT OF PERIODS OVER FOLLOW-UP TIME 
J ASK PA- IF SHE TOOK THE BIRTH CON'IROL P I U  (Bm) AT ANY POINT DURING FOLLOW- 

üP & RATE USING F0tIX)WING SCAï& 
O bid not take BCP 
1 Took BCP 

4 RATE REGULARlTY USING FOUOWING SCALE 
O Menses absent 
I Ménses krcgular- 
2 Menses prtsent uid regular 

GLOBAL ASSESSMENT OF FUNCïïONING SCALE (GAF) 
./   LI NI CI AN MAKEs RATING BASED ON INTERVIEW 



EAfT'i'G DISORDER IXPATIENT L X T  ASSESSMENï INTERVIEW 

Patient: Date: Pm( ) P o s ~ (  ) 

xid-morning snack 
+ lunch 
+ Gd-afternoon snack 
+ evening meai 
+ evcaingsnack 

-?occurnaisnack 

Notes 



EATING BEHAVIOUR AND SYMPTOMS SNCE LEAVlNG TREATMENT 

dose: 

# days 

# episodes 
DlURETlCS 

t~ Fe: 
dose: 

# days I 

# episodes 

EXERCISE tirne (min) 

type: 

# days 

5 6 7 4 MONTH 

(SINCE ENDING TX) 

signlficant events 

QUALIN OF EATlNG 

(rating and calories) 

FASTING 

( # days) 

WEIGHT 

heig ht: 

OBJ. BULlMlC EPlSODES 
# days 

# episodes 

1 2 3 



IHighest adult weight: 

MONTH 
(SINCE ENDING TX) 

IMPORTANCE OF SHAPE 

(04) 

IMPORTANCE OF W 

(es) 

FEAR OF WEIGHT GAIN 

(043) 

FEELINGS OF FATNESS 

l e s )  

MAfNTAfNED WW W 

MENSTRUATION 

(bcp') 

1 2 3 4 
- 

5 6 7 



TREATMENT SmCE LEAVING TARCET T~ 
4 ASK ABOUT ANY TREATMENT RECEIVED SINCE LEAVWG TARGET T' 

# MONTHS 
(SINCE TARGET TL) 

1 

2 

3 

4 
-. 

5 

6 

7 

8 

9 

10 

11 . 
12 

13 

14 

15 

16 

17 

- 18 

19 - - 

20 

21 

22 

23 

24 

L 

TYPE OF Tx 
& TYPE OF 
PROFESSIONAL 

PURPOSE OF T' 
(MWcvs) 

DURATION OF Tx 
(WEE-) 

4 

- # SESSIONS 
ATTENDED & 
LENGTB[ (MiN) 



SELF HARWSUICIDE ATTEMPTS 
SMCE DISCHARGE FROM Tx, HAVE YOU HAD ANY EPISODES OF SELF-HARM BEHAWOR? 

IF=: TYPE OF SELF-HARM 

WHEN? (# MONTHS AFTER Tx) 

FREQUENCY 

SINCE DISCHARGE FROM Tg HAVE YOU EVERTRED TO END YOUR LIFE? 

HOW? 

IF PATIENT HAS RELAPSED OR STAYED WELL, ASK WHAT PATIENT FEELS 
CONTRIBUTED TO RELAPSE OR RECOVERY: 

OTHER COMMENTS: 



GLOBAL ASSESSMENT OF FUNCTIONING SCALE ( G e  

GAF SCORE LAST 3 MONTHS 

CONSIDER PSYCHOLOGICAL, SOCIAL, & OCCUPATIONAL FUNCflONING ON A HYPOïMETtCAL 
CONTINUUM OF MENTAL HEALTW-ILLNESS, DO NOT INCLUDE IMPAIRMENT IN FUNCITOING 
DUE TO PHYSICAL OR ENVIRONMENTAL LIMITATiONS- 
** MAKE RATJNG FOR LEVEL OF FUNCTIONING AT TIME OF EVALUATION 

CODE 
9 1-100 Supcrior fiiactioaing in a wide mage of activitics, Life'r @lems never scem to get out of han& is 

sought out by others because of hidhcrmrnypositive Qurlitics. No symptoms. 

Behavïor is considerably iaauenccü by delusions or hllucinrtions OR serious impïmcnt in 
communication orjudg~~ntllt (e.g., Mmetimes incohcrcnt, rcts gmssly inappmpriatcly, suicida1 
pfco~cup~tion) OR inrbility ta fimdioa in .immt rZI u#s (es, sbys in bed dl day; no job, home, 
or fîieds). 

Somc danger of hut.tiag self in otbat (e.g., attatptt without cleu expectrtion ofdatn; 1 1-20 
ficqumdy violent; amie excitement) OR o c a s i d y  fuls tg irrintain minimd personal hygïene 
.(e.g., - -cars . feces) . . .  OR gross imprinatnt in commliniaCItionII (e.g., lugely - hcoherm - t or mute)- . . - 

. .  - - .  . - . - 

1-10 Persistent danger of sevctcly hurîïng selfa Ofhcn (cg., namient violence) OR persistent irubility 
- 20 maintain mWmd person&hugieoe OR d o u s  ruicidtl rc( with c k  m t i o n  of deatk - .- - 

O inadapte iafomtion. - 



EDI Perfectionisrn at Three Time Points for Good, Intermediate 
and Poor Outcome Grou~s 

EDI Perfectioaism mean (SD) 

Outcome at Follow-up Pre-treatment Post-treatment Follow-up 

Good Outcome 

Intermediate Outcome 

Poor Outcome 



MPS for Good, Intermediate, Poor Outcome Groups and Healthy Controls 

Total Concern Over Persona Parentai. Parental Doubting 

Perfectionkm Mistakes Standards Expectat ions Criticism of Actions 

Good Outcome 93.4 (15.8) 32.7 (5.8) 26.0 (4.9) 11.4 (5.8) 9.5 (3.8) 13.7 (3.4) 
n = 15 

Intermediate Outcome 96.2 (14.4) 29.0 (9.0) 25.8 (5.6) 18.7 (2.4) 13.3 (2.4) 9.3 (4.8) 
n - 6 

Poor Outcome 105.7 (20.8) 34.8 (7.8) 27.2 (4.8) 16.1 (6.0) 13.0 (5.1) 14.5 (3.7) 
n - 26 

Healthy Controls 58.4 (12.9 15.0 (4.3) 19.7 (5.2) 11.1 (3.9) 5.8 (2.6) 6.7 (2.1) 
n = 44 




