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ABSTRACT 

The purpose of this research was to study the association between adult 

mental representations of early attachment relationships and eating disorders, and to 

compare attachment classifications between anorexia nervosa and bulimia nervosa. 

The sample consisted of 62 women with eating disorders, divided between anorexia 

nervosa [restricting type (n=20) and binge-eating/purging type (n=16)], and bulimia 

nervosa (n=26). The measures were (a) a structured interview based on the 

"Diagnostic Survey for Eating Disorders" (Johnson and Connors, 1987) and the 

DSM IV criteria for the classification of eating disorders, and (b) the Adult 

Attachment Interview (AAI) (George, Kaplan and Main, 1985). The AAI was 

audio-taped, transcribed verbatim, and then scored by two independent scorers, 

following Crittenden (1998,1999)'s dynamic-maturational model of attachment. 

The hypotheses were: (a) women with eating disorders show a high 

proportion of insecure attachment classifications, (b) the insecure attachment 

patterns are different (dismissing versus preoccupied) between women with 

anorexia nervosa and women with bulimia nervosa, and (c) the mental 

representation of early attachment of women with eating disorders with their fathers 

is characterised by negativity. 

The results showed that: (a) 60 out of 62 participants had an insecure 

attachment classification; (b) 65.4% of women with bulimia were classified 

preoccupied; of those with restricting anorexia, 42.1% were classified dismissing 

and 42.1% were classified combined dismissing/preoccupied; and for women with 
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bulimic anorexia, 33,3% were dismissing, 46,7% preoccupied, and 20% combined 

dismissing/preoccupied [X2 (4, N=60) = 11.337, p = .02]; and (c) concerning the 

degree of"negativity" in the mental representation of early attachment to the father, 

bulimic women were slightly more negative (57.7%) than positive (42.3%), 

restricting anorexics were more positive (70.0%) and bulimic anorexics were more 

negative (75.0%). These results were significant [X2 (2, N = 62) = 7.589, p = .02]. 

The implications are: (a) For research, the application of the Adult 

Attachment Interview to a clinical population; (b) for treatment, to differentiate 

appropriate treatments between types of eating disorders; and (c) for prevention, to 

underline the importance of early support and intervention in families "at risk". 
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INTRODUCTION 

Over the last three decades the reported incidence of eating disorders within 

the yourig female population has increased in industrialised countries (Abraham & 

Llewellyn-Jones, 1997; Johnson & Connors, 1994). Definitions and diagnosis of 

eating disorders vary from one source to another, depending on the severity of the 

pathology and the criteria for diagnosis. However, estimates of people suffering 

from eating disorders range from 5% to 20% of females in adolescence or 

adulthood (Johnson and Connors, 1994). Two specific diagnostic categories of 

eating disorders are defined in the Diagnostic and Statistical Manual of Mental 

Disorders -lh Edition (1994): anorexia nervosa and bulimia nervosa. 

Eating disorders are psychiatric illnesses with physical and psychological 

features, and mainly affect young women still living with their families. Eating 

disorders are also amongst the psychiatric illnesses that are potentially fatal. 

Estimates of the mortality rates vary from 5% (Alexander-Matt & Lumsden, 1994) 

to 19% (Hsu, Crisp, & Harding, 1979) of people with eating disorders. Moreover, 

depression is often associated with eating disorders and the risk of suicide is 

increased, especially amongst women with bulimia nervosa (Johnson & Connors, 
" 

1994). 

Professionals are confronted with serious difficulties in treatment because 

patients with eating disorders seem to present ambivalent feelings towards their 

symptoms, especially among women with anorexia who often resist therapeutic 
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interventions. A therapeutic alliance is also difficult to establish and the outcome of 

treatment is frequently disappointing for both patients and therapists. 

Studies of the etiology of eating disorders have covered the physiological 

predisposition (genetic and biological factors), the psychological features 

(personality traits), and the familial and socio-cultural determinants of the sufferers. 

Although there are disagreements between different theoretical models explaining 

eating disorders, it seems to be generally accepted that eating disorders are multi­

factorial syndromes in which many determinants interact in the etiology, 

development, and maintenance of the. illness (Elkaim, 1996). 

It has also been suggested (Johnson & Connors, 1994) that the Separation­

Individuation process (Mahler, 1971), manifested in the childhood stages of 

development, re-emerges at adolescence, and that for some young girls, the 

difficulties from the Separation-Individuation stage are at the origin of eating 

disorders. 

One impediment to studying early disruptions in developmental stages as 

potential causes of later disorders lies in the limitations of retrospective 

investigations. There is a need for empirical research to substantiate the hypothesis 

that disruption to Separation-Individuation in childhood has replications in 

adolescence, and more specifically in case of eating disorders. Attachment theory 

(Bowlby, 1969/1982; 1973; 1980) has attempted to linlc psychodynamic theory with 

research, allowing greater possibilities for empirical studies of theoretical concepts. 

From a developmental perspective based on psychoanalytic concepts, attachment 

theory has developed an empirical framework in which subjective experiences and 
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mental representations of attachment-related experiences can be explored. Within 

the attachment model, the Adult Attachment Interview (AAI) (George, Kaplan, & 

Main, 1985) is a semi-structured interview that explores childhood experiences and 

provides a classificatory system of adults' current states of mind with respect to 

attachment. The scoring system is based on the analysis of the discourse and 

classifies adults as Secure or Insecure with regard to attachment. 

Using the AAI, the current study aims to determine the attachment 

classifications of women suffering from eating disorders, and to determine if the 

attachment classifications are significantly different between women with anorexia 

nervosa and women with bulimia nervosa. Further investigations of specific 

questions from the AAI explore some characteristics of early attachment between 

women with eating disorders and their fathers, examining whether the mental 

representations of early experiences with fathers are different between women with 

anorexia nervosa and women with bulimia nervosa. 

Chapter I presents an overview of eating disorders, and includes an 

historical review, the classification and diagnosis, the epidemiology and 

demographic characteristics, and the personality profile of women with eating 

disorders. Chapter II is a review of relevant literature on the main theoretical 

models of the etiology of eating disorders such as the biological and genetic models, 

the behavioural and cognitive models, the socio-cultural and feminist models, the 

family model, and the psychodynamic model. Chapter III traces the attachment 

model from its origins to more recent contributions, including research on 

attachment and psychopathology and, more specifically, attachment and eating 
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disorders. The methodology is described in chapter IV and the results are presented 

in chapter V. The discussion on the results concludes the dissertation in chapter VI 

with a focus on the theoretical implications for more research and for clinical 

treatment. 
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CHAPTER I 

L 
EATING DISORDERS 

This chapter provides an historical overview and a picture of the evolution 

of the concepts of eating disorders, and it reflects on the confusion and controversy 

around the description of the disorders. Since the publication of the Diagnostic and 

Statistical Manual of Mental Disorders (1952, 1980,1987, 1994), there has been 

some agreement on the classification and diagnosis of anorexia nervosa and bulimia 

nervosa. The definitions of eating disorders are provided in section two. 

A review of the relevant literature presents recent conclusions on the 

epidemiology and the demographic characteristics of eating disorders. The chapter 

concludes with a presentation of the main characteristics and personality profile of 

people with eating disorders. 

1. Historical overview 

Apart from records such as that of Budha Bodhisattva Lahore who, in the 
" 

third century A.D., fasted to starvation in an attempt to reach some enlightenment, 

or A vicenna, a physician from the eleventh century, who described his treatment of 

a young prince suffering from eating disturbances (Sours, 1980), the first 

publication on eating disorders appears to be 1694 with Morton's book on 
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Phthisiologia: Or, a treatise of consumptions (Morton, 1694). Morton described a 

"consumption disease of mental origin" with symptoms of lack of appetite, 

amenorrhea, major loss of weight, and overactivity. Morton gave a clear 

description of his clinical cases that were almost similar to current~~scription of 

anorexia nervosa. In the Middle Ages, starvation was associated with religious 

belief and religious women believed they would gain God's love by mortification of 

their body through severe deprivation of food (Bell, 1985). Opposition to 

patriarchal power and church authority was also expressed through self-starvation 

as was the case of St. Catherine of Sienna (Rampling, 1985). 

A hundred years later, a "mental illness characterised by disgust for food" 

was described by the French physician Naudeau (1789, p. 197), and the description 

and treatments for that illness mainly focused on the physiological conditions of the 

disease. It was not until the beginning of the 19th century however, that eating 

disturbances started to be considered from a social and cultural perspective (Bidaud, 

1997). Pinel (1813) emphasised that food was attached to many rituals, rules, and 

bans, and that eating disturbances should be understood in their cultural context. 

In the second half of the 19th century, Louis-Victor Marce (1860), a French 

psychiatrist, studied cases of anorexia nervosa and called the disease a gastric 

nervous disorder characterised by severe refusal of food which could lead to death 

(Beumont, 1991). Further study into the 'Search for psychopathological factors 

' appeared in England with the work of William Gull (1868) who, for the first time, 

called the disturbance anorexia nervosa. In France, Lasegue (1873) observed 

women suffering from eating disorders, and consequently gave a clear clinical 
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description which remains accurate today. Lasegue's description included small 

food intake, emaciation, overactivity, and amenorrhea, and suggested psychological 

origins resulting from emotional disturbances. Both Gull and Lasegue recognised 

the associated psychological factors in the illness such as morbid mental state 

(Gull), mental perversity (Gull and Lasegue) and hysterical anorexia (Lasegue) 

(Russell, 1995). l 
At the beginning ofthe 201

h century, although the psychological as well as 

the physiological description of the illness had been accepted through the work of 

Gull and Lasegue, some confusion in.the definition of anorexia nervosa appeared 

with Simmonds' (1914) theory which limited the disease to a "pituitary failure". 

Anorexia nervosa was no longer considered as a psychological disorder with 

physical symptoms and, as a result, the condition lost its distinct clinical identity. 

However, Ryle (1936) refuted Simmonds' theory and the importance of 

psychological factors re-emerged in the literature. Ryle (1936) claimed that" ... the 

origins of the disease are, as Gull maintained, to be sought in a disturbance of the 

mind and a prolonged insufficiency of food and nothing more" (Brumberg, 1988, p. 

212). 

In the emerging field of psychoanalysis, eati!lg disturbances were often 

considered as symptoms related to other psychopathologies such as hysteria or 

depression (Charcot, 1890; Freud, 1895a~ Freud, 1895b ). Early psychoanalysts 

explained anorexia nervosa as a symptom of aversion to, and rejection of, sexuality, 

mainly the repudiation of oral impregnation fantasies. But this view has been 

challenged and critised (Bruch, 1973) and the most recent psychoanalytic school 
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has agreed on broader conceptualisation of the disorder which will be presented in 

the following chapter on theoretical models. Since Bruch's input in the study of 

anorexia nervosa, authors have contributed to the understanding of anorexia nervosa 

as an entity by itself. 

The literature on bulimia nervosa at the end of the nineteenth century 

described the symptoms as belonging to another condition, usually as part of 

anorexia nervosa. Binge-eating was described as the result of a long fasting episode 

and vomiting as the result of forced feeding in anorexia nervosa (Gull, 1868; 

Lasegue, 1873). But bingeing and purging were not associated with weight 

concern. Surprisingly, the literature on bulimia and its specific features, such as 

binge-eating, vomiting, and laxative abuse appeared for the first time around 1932 

with Wulffs description of clinical cases of women suffering from an 

uncontrollable urge to overeat followed by a purging episode, irritability, and 

depression (Beumont, 1991). Concern about body size as a specific feature of 

bulimia appeared in 1944 with Biswanger' s detailed report of a severe case of 

bulimia (the case of Ellen West) and since then has been a part of the definition of 

bulimia (Beumont, 1991). Russell (1979) called the syndrome bulimia nervosa, in 

order to underline its parallel with anorexia nervosa and to mark its distinctive 

specificity as a syndrome. It was classified as bulimia nervosa for the first time in 

the DSM III (1980). As a result of Russell's nomenclature, the reported incidence 

of bulimia nervosa increased dramatically after 1980. This was more the result of 

the access to a clear description of the syndrome in the DSM III rather than a real 
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increase in the number of cases. Russell (1995) suggested that women were likely 

not to be diagnosed with bulimia nervosa because therapists did not have access to 

diagnostic criteria. 

Confusion and controversy have characterised the recognition, definition, 

and explanation of eating disorders. More recently, several theoretical perspectives 

have attempted to provide definitions and explanation for the etiology, 

development, and maintenance of eating disorders. However, a major current 

problem in studying eating disorders is the lack of agreement in the literature 

regarding classifications based on definitions and diagnosis criteria. 

The following section will provide an overview of eating disorders in terms 

of classifications, epidemiology, and personality profiles. 

2. Classification and diagnosis 

The symptoms of eating disorders are varied and complex, making 

classification and diagnosis difficult. In the clinical field, eating disorders can 

rarely be classified as "clear cut" categories. Over the last three to five decades 

eating disorders definitions have undergone changes following major 

transformation in societal values, expectations, and attitudes, especially about 

thinness in women (Russell, 1995). Nevertheless, research based on empirical 

studies and clinical observation has tried to establish definitions and classifications. 
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The following section identifies the classification of eating disorders to be used as a 

basis for this research. 

In the current version of the Diagnostic and Statistical Manual of Mental 

Disorders, (DSM-IV, 1994), eating disorders are divided into two main categories: 

Anorexia Nervosa and Bulimia Nervosa. 

Anorexia Nervosa 

Anorexia Nervosa is defined by the DSM-IV as following: 

The essential features of Anorexia Nervosa are the individual refuses to 

maintain a minimally normal body weight, is intensely afraid of gaining 

weight, and exhibits a significant disturbance in the perception of the shape 

. 
or size of his or her body. In addition, postmenarcheal females with this 

disorder are amenorrheic (DSM-IV, 1994, p. 539). 

Anorexia Nervosa has two subtypes: 

1. Restricting Type: The low weight is n~ached or maintained by dieting, fasting 

and/or excessive exercise. This subtype is not engaged in binge eating or purging. 

2. Binge-Eating/Purging Type: The individual is engaged in binge-eating mid/or 

purging through self-induced vomiting, laxatives, diuretics, or enemas (DSM-IV) 
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Diagnostic criteria for Anorexia Nervosa (as defined in DSM IV, p. 544) 

A. Refusal to maintain body weight at or above a minimally normal weight 

for age and height (e.g., weight loss leading to maintenance ofbody weight 

less than 85% of that expected; or failure to make expected weight gain 

di.rring period of growth, leading to body weight less than 85% of that 

expected). 

B. Intense fear of gaining weight or becoming fat, even though underweight. 

C. Disturbance 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 seriousness of the current low body weight. 

D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three 

consecutive menstrual cycles. (A woman is considered to have amenorrhea 

if her periods occur only following hormone, e.g., estrogen, administration.) 

Specify type: 

Restricting type: during the current episode of Anorexia Nervosa, the person 

has not regularly engaged in binge-eating or purging behaviour (i.e., self­

induced vomiting or the misuse of laxatives, diuretics, or enemas) 
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Binge-Eating/Purging type: during the current episode of Anorexia Nervosa, 

the person has regularly engaged on binge-eating or purging behaviour (i.e., 

self-induced vomiting or the misuse oflaxatives, diuretics, or enemas) 

(DSM IV, 1994, p. 544) 

Bulimia Nervosa 

The second category of eating disorder described in DSM-IV is Bulimia Nervosa: 

The essential features of Bulimia Nervosa are binge eating and inappropriate 

compensatory methods to prevent weight gain. In addition, the self­

evaluation of individuals with Bulimia N ervosa is excessively influenced by 

body shape and weight. To qualify for the diagnosis, the binge eating and 

the inappropriate compensatory behaviours must occur, on average, at least 

twice a week for three months (DSM-IV, p. 545). 

The Bulimia Nervosa category has two subtypes: 

1. Purging type: the person is regularly engaged in self-induced vomiting and/or the 

misuse of laxatives. 

2. Nonpurging Type: absence of self-induced vomiting or laxatives but sometimes 

use of other inappropriate compensator)"'behaviours, such as fasting or excessive 

exercise. (DSM-IV, p. 545). 
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Diagnostic criteria for Bulimia Nervosa (as defined in DSM IV, p. 550) 

A. Recurrent episodes of binge eating. An episode of binge eating is 

characterized by both of the following: 

(1) eating, in a discrete period of time (e.g., within any 2-hour period), an 

amount of food that is definitely larger than most people would eat 

during similar period of time and under similar circumstances 

(2) a sense of lack of control over eating during the episode (e.g., a feeling 

that one cannot stop eating or control what or how much one is eating) 

B. Recurrent inappropriate compensatory behaviour in order to prevent 

weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, 

enemas, or other medications; fasting; or excessive exercise. 

C. The binge eating and inappropriate compensatory behaviours both occur, 

on average, at least twice a week for 3 months. 

D. Self-evaluation is unduly influenced by body shape and weight. 
~ 

E. The distrbance does not occur exclusively during episodes of Anorexia 

Nervosa. 
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Specify type: 

Purging Type: during the current episode of Bulimia Nervosa, the person 

has regularly engaged in self-induced vomiting or the misuse oflaxatives, 

diuretics, or enemas. 

Nonpurging Type: during the current episode of Bulimia Nervosa, the 

person has used other inappropriate compensatory behaviours, such as 

fasting or excessive exercise, but has not regularly engaged in self-induced 

vomiting or the misuse oflax'!-tives, diuretics, or enemas (DSM IV, 1994, p. 

550). 

Garfinkel and his colleagues (1995), who actively participated in developing 

the 3 versions of the Diagnostic and Statistical Manual (DSM), studied the changes 

in classification and diagnosis of eating disorders since Russell's (1979) original 

description of the disorders. They subsequently challenged the rigidity of the DSM­

IV definitions and concluded that " ... while significant advances have been made in 

understanding and classifying eating disorders during the past 15 years, further 

empirical work is necessary to clarify areas of uncertainty" (Garfinkel et al., 1995, 

p. 445). More specifically, they argued that further research needs to be conducted 

on some ofthe DSM-IV criteria such as the presence of amenorrhea in anorexia 

nervosa and the frequency of at least twice a week bingeing for three consecutive 

months in bulimia nervosa. In the same vein, a study by Dancyger and Garfinkel 

( 1995) investigated the relationship between ~he partial syndrome of eating 
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disorders and the full syndrome of anorexia and bulimia nervosa, and demonstrated 

that the partial syndrome is five time more frequent than the full syndrome. The 

implication of these findings is that, by applying the strict DSM-IV criteria, many 

people with partial eating disorders are excluded from the syndrome on the basis of 

a too narrow definition, for example, when only one criterion is missing from the 

symptoms. 

A further challenge was presented by Johnson and Connors (1994) who 

pointed out that these criteria are " ... ,behaviourally specific but do not attend to 

attitudinal factors thought to underlie or motivate the disturbed eating behaviour" 

(p. 11). Johnson and Connors (1994) also suggested that weight is not of central 

importance in the definitions and should not be included in the diagnostic criteria. 

On the contrary, the style of eating behaviour,.such as bulimic versus restricting 

should be emphasised, and the diagnosis should consider the attitudes rather than 

the weight status. As a result, Johnson and Connors' classifications involved three 

categories of eating disorders: anorexic with bulimic symptoms (referred to as 

bulimic anorexic), anorexic without such symptoms (referred to as restricting 

anorexic) and bulimic. These classifications satisfy the DSM-IV diagnostic criteria 

for anorexia nervosa when specified types (restricting and binge-eating/purging) are 

considered as two distinct subcategories, ood for bulimia nervosa. 
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3. Epidemiology 

Rates of people diagnosed with eating disorders are difficult to determine 

because they depend on the diagnostic criteria and the severity of the disorders. 

Several studies claim that 0.5 to 1% of females in adolescence and early adulthood 

in industrialised countries suffer from anorexia nervosa and 1 to 3% of females in 

adolescence or early adulthood in industrialised countries suffer from bulimia 

nervosa (DSM IV, 1994). However, this is probably an underestimate and recent 

literature suggests that the eating disordered population ranges from 5% to 20% 

(Johnson & Connors, 1994). The prevalence can only be estimated because many 

sufferers do not seek medical support or, if they do, they often present with other 

symptoms and may not be primarily diagnosed with eating disorders (Abraham & 

Llewellyn-Jones, 1997). Many women also are reluctant to report their eating 

disorders, especially bulimia, because they feel ashamed and want to keep it secret. 

Over the last few years, the reporting of bulimia has increased but it is unclear 

whether this is the result of a rise in the number of bulimic sufferers or the recent 

attention from the professional body to recognise bulimia as a serious syndrome 

(Alexander-Mort & Lumsden, 1994). 
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4. Demographic characteristics 

Reliable demographic information is available through two large scale 

investigations, one conducted in the United States by Johnson and Connors (1982) 

and the other in England by Fairburn and Cooper (1982). These studies 

demonstrated that 90% of the population who suffer from eating disorders are 

female, between the ages of 15 and 30, predominantly single, and tend to be college 

educated. The high level of education can be explained by the high level of 

intelligence (IQ) typically found in eating disordered population and also by their 

wish to achieve well academically. The onset of anorexia is usually in early to late 

adolescence, and for bulimia in adolescence or early adulthood. The average 

duration of eating disorders is 5 years (Aronson, 1993). Although anorexic women 

are by definition underweight, 70% of the bulimic population are within the normal 

weight range and 15% are over or under normal weight (de Zwaan & Mitchell, 

1993). 

The gender distribution, characterised by one male in ten cases of anorexia 

nervosa, seems to be due to the lower cultural and social pressure on boys to be 

slim. On the contrary, being strong and powerful requires a large body shape. As a 

result, the syndrome is often misdiagnosetl because anorexia is not expected in 

males. For males, the disorder usually starts before puberty and clinically they 

seem to be similar to female anorexics. However, the prognosis is worse for males 

than for females and " ... they (males) are more resistant to treatment, both crisis 
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intervention, long-term psychotherapy, and analysis" (Sours, 1980, p. 272). Little 

data is available at this stage for males with bulimia nervosa, but it has been 

estimated that within the bulimic population, 5 to 10% are males (De Zwaan & 

Mitchell, 1991; Pyle, Mitchell, & Eckert, 1981 ). The clinical description of bulimic 

males is very similar to the description of bulimic females and includes the same 

features (Johnson & Connors, 1994). 

People with eating disorders tend to come from the higher socio-economic 

background, which implies that their parents are generally more educated and more 

likely to expect their children to be successful achievers (Sours, 1980). 

5. Description, characteristics and personality profile 

Psychopathological characteristics of people with eating disorders include 

low self-esteem, self-regulation deficits, body-image disturbance, 

separation/individuation fears, mood disorder, cognitive distortions, boundary 

disturbance, tendency to perfectionism, compliance, and distrustfulness. Body 

dissatisfaction, sense of ineffectiveness, drive for thinness, and maturity fears also 

characterise the personality profile of people with eating disorders (Johnson & 

Connors, 1994). Descriptions of eating disorders often combine anorexia nervosa 

and bulimia nervosa, however the classifications are different. The following 

section will describe the specific characteristics of each category of eating disorders 
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because the differentiation of eating disorders is relevant to the purpose of this 

research. 

Anorexia Nervosa 

Anorexia nervosa is characterised by a constant drive for thinness supported 

by an intense fear ofbecoming fat which does not lessen even if the person is 

underweight. A strong determination to restrict food intake (in quantity and/or 

quality like highly caloric foods) is the main feature for controlling weight (14% to 

30%) but other inappropriate behaviours such as self-inducing vomiting (3%), 

misuse of laxatives or diuretics (1% to 5% ), or excessive exercising (25% to 65%) 

are also observed (Abraham & Llewellyn-Jones, 1997). 

Despite a very low weight which sometimes reaches a state of emaciation, 

the fear of gaining weight is translated for anorexics into the fear of becoming fat 

(DSM-IV Criterion B) and has no rational basis. The determination for thinness is 

supported by a refusal to maintain the body weight in a normal range for a specific 

age and height (DSM-IV Criterion A). Different ways of determining the normal 

weight have been used, such as the Metropolitan Life Insurance tables using the 

Average Body Weight (ABW) (Appendix A, figure1), or the Body Mass Index 

(BMI) devised in 18 71 by the Belgian astronomer and mathematician Dr. Quetelet 

(Appendix A, figure 2). The Body Mass Index (BMI) is obtained by a simple 

formula which divides the weight in kilograms by the square of the height in 

metres, and people diagnosed with anorexia nervosa show a BMI<17.5 
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The fear of becoming fat, as well as the refusal to maintain a normal body 

weight even though underweight, are linked with the third criterion of the DSM-IV 

classification, disturbance in perception of body weight or shape. The body is 

perceived to be larger or fatter than it really is or not compatible with the expected 

"fat-free beauty" model exhibited in the media. Moreover, the body is perceived 

part by part rather than as a whole entity and there are always parts that individuals 

perceive as not conforming to the ideal body shape. This disturbance of perception 

of body image explains why anorexic women deny the severity of their thinness, 

even if they are emaciated. Neverthe~ess, some disturbance in the perception of the 

body can exist in a population without eating disorders. Conclusions of an 

American study in 1991 (seeAbraham & Llewellyn-Jones, 1997) showed that 80% 

of teenage females (aged 15 to 18) felt they were above the weight they wished to 

be, and 75% wanted to lose weight. The same findings are reported from most 

Weestern countries. The main diffrence is that, for the anorexic population, the 

disturbed perception seems to be maintained despite very low weight or emaciation 

(Abraham & Llewellyn-Jones, 1997). 

The fourth criterion, amenorrhea, is often the result of severe weight loss 

which reduces estrogen to a very low level and menstruation stops or may be 

delayed for prepubertal girls. Women with a Body Mass Index (BMI) between 17 

and 19 or lower cease to menstruate (Abraham & Llewellyn-Jones, 1997). The lack 

of menstruation usually does not worry anorexic women; on the contrary, 

amenorrhea is experienced as a relief because it reinforces the perception of control 
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over the body. By maintaining their body in a childish way of functioning, they can 

also avoid the psycho-biological changes and demands of puberty (Crisp, 1980). 

Although anorexia derives form the Greek "orexis" which means "appetite" 

and the prefix "an" which means "absence of', anorexia is not synonymous to an 

absence of appetite; the hunger sensation is present and, in most cases, is very 

acute. This niay explain the bulimic episodes in some cases of anorexia as a "lapse" 

after a long period of self-starvation (Dolan & Gitzinger, 1994). This is one of the 

paradoxes of eating disorders because, in an attempt to lose weight, women will diet 

frantically and feel so hungry that they may binge and gorge themselves and, as a 

result, they will put on weight. In that sense, dieting and restricting food often lead 

to bulimia because excessive restraint tends to trigger binge eating. However, some 

anorexic women will describe the hunger sensation as pleasurable. The victory 

against appetite seems to be a satisfaction in itself, a reassurance that the person is 

in control over her body and its needs (Brusset, 1998). 

Another paradox of anorexia nervosa is that, despite their aversion for food 

intake, sufferers often have a strong interest in food business, recipes, elaborated 

menus, and even feeding others (Sours, 1980). It reinforces the hypothesis that 

anorexia is not characterised by a lack of appetite or interest in food but rather by a 

disturbed attitude towards food. The difference between people with anorexia 

nervosa and girls concerned about their weight is that non-anorexic girls do not like 

restricting their food intake; they quickly feel frustrated by the huge effort to lose 

weight and they get no pleasure in the process of dieting. People with anorexia also 
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demonstrate much higher willpower and determination that has been described as 

stubbornness (Sours, 1980). 

In parallel to other severe disturbances in eating behaviour, anorexia 

includes low self-esteem, a sense of ineffectiveness, perfectionism, distrustfulness, 

and hyperactivity that may give an illusion of adaptation. Self-esteem is highly 

dependent on the perception of body shape and weight and, for anorexic people, 

losing weight is perceived as a victory or a high achievement, while gaining weight 

is perceived as a failure. Hyperactivity is mainly physical (long walks, swimming, 

gymnastics, dance, sport) in an attempt to keep the body free of fat, but is also 

encountered at school or in professional activities where the anorexic likes to excel 

and get good results (Brusset, 1998; Sours, 1980). Unfortunately, this hyperactivity 

is more constraining than creative. Physical activities are usually solitary with the 

only purpose being to lose weight, and the compulsive need to be overzealous does 

not leave any space for enjoyment and fun. Passivity seems to be an enemy and rest 

is experienced as shameful. Within this frame of mind, some anorexic people reach 

dangerous levels of intellectual and physical exhaustion in which they put their 

health and their lives at risk (Brusset, 1998; Sours, 1980). 

Generally young people with anorexia do not initiate seeking help because 

they strongly deny the problem even if they sometimes admit they are very thin. 

Moreover, hyperactivity and good achievement at school or at work often give the 

illusion of a normal adaptation in the external world. But despite their multiplicity, 
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social contacts and external activities are most ofthe time of poor quality, 

characterised by superficiality and a lack of engagement (Brusset, 1998). 

Distrustfulness, which reflects a fear of intrusiveness from others, is often observed 

with anorexic people and in treatment seems to serve the purpose of resistance and 

distancing (Johnson & Connors, 1994). Committing suicide is rarely encountered 

in anorexic people unless they become very depressed, mainly in cases of severe 

bingeing-vomiting episodes followed by feelings of despair. Moreover their belief 

in omnipotence and the denial of the severity of the illness indicate that death is not 

a real preoccupation (Sours, 1980). , 

Anorexic women are often not interested in sexuality or in forming a 

relationship with a partner. Where they have engaged in a sexual relationship, they 

report their experience as being unpleasurable and unsatisfactory. Hence, thinness 

and amenorrhea, which are attempts to maintain a childish pre-pubertal body with 

no sign of maturity, exacerbate this lack of sexual interest (Brusset, 1998). 

Bulimia Nervosa 

Although there are major differences in attitude and behaviour, bulimia and 

" 
anorexia have often been considered as two alternating manifestations of the same 

pathology (Brusset, 1998). Some features are similar, such as the constant 

preoccupation about weight or the influence of body shape and weight on mood, but 

it is now accepted that bulimia nervosa is a separate syndrome in itself (Abraham, 
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Mira, & Llewellyn-Jones, 1983). The diagnostic criteria include recurrent episodes 

of binge-eating followed by inappropriate measures to prevent gaining weight such 

as self-induced vomiting (81-94%), misuse oflaxatives (50%), and fasting or 

excessive exercising (Fairburn & Cooper, 1982). The body shape and weight are of 

constant concern and affect very much the feeling of the sufferer (DSM-IV). The 

binge-purging behaviour has to occur at least twice a week for three months and not 

only during an episode of anorexia. Therefore, bulimia nervosa should not be 

confounded with the binge-eating episodes in anorexia and is also distinct from 

overeating that characterises people vyho constantly eat too much, during and 

between meals. Bulimic episodes are, on tthe contrary, characterised as eisodes 

during which the person experiences an uncontrolable urge to eat a lot of food 

(more than people would normally eat in the same circumstances) in a short period 

of time (less than 2 hours). 

Bulimia nervosa may appear after a period of severe restrictive dieting 

which sometimes has been diagnosed as anorexia (Pyle et al., 1981). The onset of 

bulimia is usually after 18 years of age and occurs as the result of a long period of 

fasting and failed dieting (Abraham et al., 1983). 

A binge-eating episode, most of the time, occurs in a solitary setting where 

the person cannot be seen. The duration of an episode is usually less than two 

hours, but in some cases can last for longer. However, binge eating is not 

equivalent to "snacking" all through the day. Bulimic persons eat very quickly, 
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frantically stuffing themselves, with no selection of food and no pleasure associated 

with eating. The food is usually high caloric, does not require preparation, and is 

the kind of food which is "forbidden" from their normal diet (Abraham & Beumont, 

1982). A binge-eating episode is usually described by the patient as inevitable, 

terrifying, out of control, and a source of shame. Bingeing-fasting-starving often 

becomes a cyclic phenomenon. Bulimic women feel guilty after a binge and 

concerned about weight gain, therefore they frequently fast for an extended period 

of time after the binge. Fasting makes them in turn feel hungry and they enter the 

next binge episode. The fear of gaining weight is directly linked with the lack of 

control of eating behaviour and therefore eads to inappropriate compensatory 

behaviour such as self-induced vomiting, strict dieting between binges, and misuse 

oflaxatives and diuretics (Abraham & Llewellyn-Jones, 1997). 

Depression as well as tension, anxiety, and agitation are common in bulimia 

nervosa but it is unclear if they are the cause or the result of the bulimic syndrome 

(Abraham & Beumont, 1982). Research shows that binge-eating does not help 

negative feelings or, if it does, it is only temporary. Abraham and Beumont (1982) 

reported that 66% of their sample felt less anxious after a binge but only for a short 

period oftime. Anger, disgust, and guilt are the feelings most frequently reported 

by women withbulimia (Johnson & Larson, 1982; Katzman & Wolchick, 1984). 

Using the DSM III criteria for depression, Herzog (1982) concluded that 75% of his 

sample ofwomen with bulimia showed severe depression symptoms. Self­

acceptance, love, and protection are lower for bulimic people, and their own needs 
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and wishes are secondary to others because they experience a strong belief that they 

are responsible for others' happiness (Johnson & Connors, 1994). Moreover, their 

need to satisfy the "prescribed ideals for beauty" has been described as an over­

compliance to cultural and social demands (Boskind-Lodhal, 1976, p. 77). Their 

fear ofrejection is supported by a sense of self-doubt, low self-esteem, uncertainty 

and ineffectiveness (Katzman & Wolchick, 1984). Therefore, perfectionism and the 

need to excel are also observed in bulimia as an attempt to satisfy other people and 

to feel accepted by them. If bulimic patients present sometimes with some kind of 

distrust, it does not reflect a fear of in.trusiveness as in anorexia but, on the contrary, 

a fear of rejection (Johnson & Connors, 1994). 

There is no significant difference in terms of sexuality between people with 

bulimia and those without bulimia but their sexual activities are described as less 

satisfying and less responsive (Abraham et al., 1985; Abraham & Beumont, 1982). 

The binge-purge cycle influen<;::es all aspects of the bulimic woman's life 

such as her work, her relationships, her health, and her mood. Her social life 

becomes gradually poorer because her preoccupation is around food and she wants 

to be alone for bingeing and purging because she feels ashamed and guilty. People 

with bulimia may reduce their social contacts because they are tired and exhausted 

by the binge and purge episodes (Johnson & Connors, 1994). 
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