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This study examined two theoretical factors proposed to explain the relationship 

between sexual abuse experiences and disturbed eating patterns. Over 300 women 

completed questionnaires designed to assess sexual abuse histories, bodily shame, body 

disparagement, and disordered eating behaviors. Multivariate analyses indicated that 

bodily shame, body image dysphoria, and bodily dissatisfaction were significantly higher 

in participants with previous sexual violations. In addition, disordered eating symptoms 

and behaviors were related to reported severity of sexual abuse experiences. However, 

the relationship between the severity of disturbed eating patterns and sexual abuse 

histories appears to be more meaningful in relation to the presence of bodily shame and 

body dissatisfaction, as proposed in previous research. Future research implications are 

discussed. 
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CHAPTER 1 

INTRODUCTION 

Definition and Prevalence of Eating Disorders 

Eating disorders are characterized by disturbed eating patterns. Although the 

defining characteristics have been modified over time (Garfinkel, 1995), current literature 

connects disturbances in eating to excessive concern with and undue influence of body 

weight on self evaluation and appraisal (American Psychiatric Association [APA], 1994). 

The diagnostic criteria for Anorexia Nervosa include an inability to maintain healthy 

body weight, a continual concern with gaining weight, an excessive influence of body 

size on self-appraisal, and an absence of regular menses cycles (APA, 1994). The 

diagnostic criteria for Bulimia Nervosa include chronic episodes of binge eating, 

excessive behaviors to compensate for weight gain due to binges, body image perception 

disturbances, and undue influence of body size and shape on self evaluation (APA, 1994). 

Although anorexia nervosa and bulimia nervosa are the current diagnostic 

categories for disordered eating, researchers suggest that there are many levels of 

disturbed eating (Fairburn & Walsh, 1995; Mintz & Betz, 1988; Mintz, O'Halloran, 

Mulholland, & Schneider, 1997). Fairburn and Walsh (1995, p. 135) offer a more 

inclusive definition of the term eating disorder, suggesting that the "persistent disturbance 

of eating or eating-related behavior... results in the altered consumption or absorption of 

food and... significantly impairs physical health or psychosocial functioning." This 



definition encompasses other forms of disordered eating that do not meet the diagnostic 

criteria of anorexia nervosa and bulimia nervosa. Examples of these atypical forms of 

disordered eating include Eating Disorder Not Otherwise Specified (NOS) and Binge 

Eating Disorder (APA, 1994). Eating Disorder NOS might include individuals who 

continue to menstruate but meet all other diagnostic criteria for anorexia nervosa or who 

meet important diagnostic criteria for bulimia nervosa but do not binge eat with sufficient 

frequency. Binge Eating Disorder might include individuals who engage in binge eating 

but do not purge after bingeing. Fairburn and Walsh (1995) suggest that there are many 

individuals experiencing disordered eating who do not correspond with the diagnostic 

criteria for eating disorders laid out in the Diagnostic and Statistical Manual of Mental 

Disorders Fourth Edition (DSM-IV). 

Mintz et al. (1997) propose an important eating behavior distinction for 

individuals who do not meet current diagnostic criteria. They use the term symptomatic 

to refer to individuals who have eating disorder symptoms but do not meet criteria for 

DSM-IY diagnosis. Mintz et al. suggest that eating behavior might best be viewed on a 

continuum ranging from normal eating to disordered eating. Individuals with disturbed 

eating patterns and non-diagnosable symptomatic eating disorders would fall in between 

these two endpoints of the eating behavior continuum. 

In a review of the research on dieting and eating, Polivy and Herman (1987) cite 

several studies that report symptoms of anorexia nervosa and bulimia nervosa in dieters 

who do not meet diagnostic criteria for recognized eating disorders. The eating disorder 

symptoms exhibited by these dieters included body image distortion and weight 



preoccupation. The research studies reviewed by Polivy and Herman lend further support 

to the notion of a continuum of disordered eating, with non-diagnosable subclinical forms 

of disordered eating falling close to disordered eating. 

Although incidence rates and prevalence rates among women from different 

countries are still being determined, women in the industrialized Western regions appear 

to experience eating disorders (Hoek, 1995). Prevalence studies indicate 0.5-1.0% of 

adolescent and young adult females meet diagnostic criteria for anorexia nervosa and 1-

3% of these females meet diagnostic criteria for bulimia nervosa (APA, 1994). These 

studies offer limited data on the prevalence of males who have eating disorders. Because 

more than 90% of individuals meeting criteria for eating disorder diagnoses are female, 

the prevalence of males who meet diagnostic criteria is estimated to be one-tenth of that 

in females (APA, 1994). 

There appears to be less known about the prevalence rates of atypical and 

subclinical eating disorders, however, Fairburn and Walsh (1995) report that these 

disorders constitute a large proportion of the disordered eating population. For example, 

Mintz and Betz (1988) found subthreshold levels of disordered eating in 64% of 643 non-

obese undergraduate women. These authors suggest that the discrepancy in estimated 

prevalence rates of atypical and subclinical eating disorders is due to the considerable 

variability in inclusion criteria for these disturbances. Research on these subthreshold 

categories by Mintz and Betz indicates that unhealthy eating behaviors such as fasting 

and bingeing may be the norm among college women. 



Although the female college population is easily accessible to psychological 

researchers, this population appears important to study for other reasons as well. One 

reason for focusing on college age females is based on the belief that these women 

strongly endorse sociocultural messages concerning the importance of attractiveness. A 

second reason for concentrating research on college age females stems from the belief 

that these individuals may be at increased risk for developing disturbances in eating 

behavior. The supermodel body portrayed by the media and idealized by the public is 

perceived as the ideal body by these young women (Fallon & Rozin, 1985) and many 

may try to attain this figure through restrictive food intake and excessive exercise. 

Another reason for targeting this female population for research stems from the belief 

that women of higher socioeconomic status are more likely to follow societal trends in 

beauty and fashion (Banner, 1983). Many college women and young professionals are 

associated with this higher socioeconomic status and may be at particular risk for 

envisioning the sociocultural standards of beauty and attractiveness, thus exhibiting 

greater weight preoccupation (Rodin, Silberstein, & Striegel-Moore, 1985). Striegel-

Moore, Silberstein, and Rodin (1986) hypothesize that the competitive school 

environment might cultivate further competition among college women for the 

achievement of the thin ideal. 

Although the reported prevalence of eating disorders is 1-3%, the reality may be 

that a majority of college women report dysfunctional body image, restrictive eating, and 

binge eating. Therefore, the percentage of women with disordered eating patterns may be 

quite large in this population, making it worthy of further study. Given the prominence of 



eating disorder symptomatology in college women, continued focus on these women may 

provide further insight into some of the factors responsible for the maintenance and 

development of disturbed eating patterns. Epidemiological research indicates that eating 

disorders occur most prominently in young females in adolescence and early adulthood. 

Awareness of emerging symptomatology might answer etiological questions concerning 

causal pathways and increased risk for the development of eating disorders. 

Etiology of Eating Disorders 

The etiology of eating disorders is believed to be multidetermined by social, 

cultural, developmental, and psychological factors. No single causal factor has been 

found to account for the development of disordered eating, nor the considerable 

variability within eating disordered populations (Cooper, 1995). Cooper, however, 

suggests that one important predisposing risk factor for the development of eating 

disorders might be sociocultural factors such as socially determined standards for 

attractiveness and cultural pressures for thinness. 

Striegel-Moore, et al. (1986) present a model for the development of eating 

disorders that considers the influences of sociocultural factors or values. This 

sociocultural model may best account for the gender differences that exist in the 

occurrence of eating disorders. These authors suggest women are more strongly 

influenced by the ubiquitous societal pressures for thinness and the stigmatization of 

obesity (Rodin, Silberstein, & Striegel-Moore, 1985). Striegel-Moore et al. (1986) 

indicate that females who internalize and adhere most closely to these sociocultural ideals 



of attractiveness are at greatest risk for developing disordered eating and excessive 

influence of body size on self-appraisal. 

The sociocultural approach proposes that these societal messages about thinness 

and beauty have their greatest influence on females at an early age developmentally. The 

authors indicate that "young girls learn from their families and school teachers that being 

attractive is intricately interwoven with pleasing and serving others and will secure their 

love" (Striegel-Moore, Silberstein, & Rodin, 1986, p. 249). This early exposure to 

societal messages concerning the importance of attractiveness appears to strongly 

influence prepubertal and adolescent females. Striegel-Moore et al. (1986) suggest that 

the strict adherence to sociocultural ideals of beauty and thinness and the importance of 

the opinion of others to females (Gilligan, 1982) result in lower body esteem (Simmons 

& Rosenberg, 1975) and greater dissatisfaction with pubertal weight. 

The authors hypothesize that the uncertainty of adolescence, including 

establishing independence and heterosexual relationships combined with the development 

of self-image, may lead to "increasing preoccupation with weight and dieting" (Striegel-

Moore, Silberstein, & Rodin, 1986, p. 251). As the sociocultural emphasis on female 

attractiveness is continually reinforced, the individual continues to measure herself 

against the sociocultural body ideal. Any discrepancies with the thin ideal may result in 

vigilant control over body size and weight. 

Therefore, adolescent females may be at an increased risk for the development of 

an eating disorder due to the societal pressures emphasizing the importance of female 

attractiveness and their resulting preoccupation with body size and weight. The 



heightened exposure to these pervasive pressures to fit the cultural ideals of beauty and 

thinness, during the fundamental stages of pubertal development and self-concept 

formation, may set adolescent females up to react more strongly to other traumatic 

experiences they endure at this stage. Specifically, traumatic exposure to threatening 

bodily experiences, such as sexual abuse, might cause an adolescent female to increase 

her vigilant control of her body. 

Definition and Prevalence of Sexual Abuse 

Sexual abuse can be broadly defined as unwanted sexual contact (Bagley, 1990), 

including exposure, fondling, coercion, or rape. Sexual abuse may be further classified 

based on cases of physical contact only, or classification may include attempted physical 

contact and verbal advances. Childhood sexual abuse is typically defined in terms of a 

five year age difference between the victim and perpetrator (Cahill, Llewelyn, & Pearson, 

1991). Abuse that is perpetrated by a family member is referred to as incest, whereas 

abuse that is perpetrated by someone outside the family is referred to as "extra-familial 

abuse" (Cahill et al., 1991, p.l 18). Although much of the research on sexual abuse 

concentrates on childhood sexual abuse victims with older perpetrators, Waller, Everill, 

and Calam (1994) indicate that victims who are abused in adult life or by abusers similar 

in age should not be ignored. 

The experience of childhood sexual abuse has been determined to have traumatic 

and long term effects for many children. In a review of the research, Browne and 

Finkelhor (1986) indicated that the most prevalent emotional responses to sexual abuse 

experiences were fear, anger and hostility, and guilt and shame. In addition, physical 
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symptoms that denote anxiety and distress, such as sleeping and eating disturbances, were 

noted as common. Browne and Finkelhor concluded that current research provides 

compelling evidence to suggest the long-term impact of sexual abuse experiences on 

children. However, these authors point out that sexual trauma needs to be recognized as a 

painful and alarming event, regardless of its duration (Browne & Finkelhor, 1986). 

There is substantial variation in the prevalence rates found in sexual abuse 

research, which is likely due to the disparity in "methods of inquiry and definitions of 

abuse" across studies (Waller, et al. 1994, p. 78). The difficulties in comparing the 

prevalence rates of sexual abuse also arise from the varied operational definitions 

employed in the research to establish the presence of sexual abuse and assault (Cahill, et 

al. 1991). 

Finkelhor, Hotaling, Lewis, and Smith (1990) report childhood sexual abuse 

prevalence rates of 27% based on a national survey of 1,481 adult females. Leserman, 

Drossman, and Zhiming (1995) found 52% of 139 women reported some form of sexual 

abuse. Bagley (1991) reports 32% of 750 women surveyed indicated unwanted sexual 

fondling or achieved penetration before age 17; 21.7% of these experiences were reported 

to involve genital contact. Mullen, Martin, Anderson, Romans, and Herbison (1993, 

p.722) report "unequivocal sexual assault" during childhood for 10-15% of women. This 

disparity in sexual abuse prevalence rates is also found in the research on college women. 

Finkelhor (1984) reports a sexual abuse rate of 19.2% in female college students. Parker 

and Parker (1991) found 27% of492 female college student respondents reported 

experiencing sexually abusive acts. Regardless of the disparity in sexual abuse prevalence 



rates, there appears to be an alarming amount of sexual abuse occurring against young 

females. 

Sexual abuse experiences occurring during late childhood or adolescence are 

likely to have a profound effect on an individual. This developmental period is a time 

when the female victim is experiencing extreme changes in her body and being 

bombarded by sociocultural messages to be thin and attractive. Those individuals who 

have internalized the pervasive sociocultural messages regarding attractiveness and who 

have undergone a heightened focus on their bodies following sexual trauma may be at an 

increased risk for the development of disordered eating. Specifically, this heightened 

focus on the body may lead to dietary restraint and binge eating, behaviors that have been 

linked to the development of eating disorders in some women. 

Various studies indicate a relationship between the incidence of eating disorders 

and a history of sexual abuse. Previous research suggests similarities in psychosocial 

sequelae of victims of childhood sexual abuse and women with eating disorders, 

including low self-esteem, maladjusted coping patterns and defenses, and behavioral 

history (Schaaf & McCanne, 1994; Root & Fallon, 1988). Especially important 

similarities between women with eating disorders and women with sexual abuse histories 

include fear of loss of control, guilt and shame, sense of ineffectiveness, and body image 

disparagement (Wheeler & Schmitz, 1992; Smolak, Levine, & Sullins, 1990). The 

literature review by Conners and Morse (1993) indicates that 30% of eating disordered 

patients have been sexually abused. The presence of reported sexual abuse may indicate a 

compounding factor within eating disordered individuals. 



10 

Other literature in this area indicates that there is no specific etiological 

connection between the incidence of eating disorders and a history of previous sexual 

abuse. Coovert, Kinder, and Thompson (1989) suggest that although there are individual 

cases relating eating disorders and sexual abuse, sexual victimization can not be 

conceived of as playing a specific causal role in anorexia nervosa or bulimia nervosa. 

Everill and Waller (1995), in their review of the current research, suggest that the 

prevalence rates of sexual abuse among eating disordered individuals are comparable to 

the rates found in other populations, including psychiatric groups. Waller et al. (1994) 

indicate that there is not adequate evidence to confirm that women with specific eating 

disorder pathologies have experienced higher levels of abuse than women with other 

psychopathologies, such as depression, bipolar disorder, and anxiety disorder. Further, 

these authors indicate that, "the relevance of sexual abuse to eating disorders can be 

understood only in terms of the individual... "(P-91). 

However, in support of the opposing viewpoint, Waller et al. (1994) cite several 

studies that advocate the idea that non-eating disordered women who have experienced 

previous sexual abuse portray abnormal eating behavior and attitudes. Several studies 

have found higher disturbed eating scores among non-eating disordered women who have 

experienced previous sexual abuse when compared to non-eating disordered women 

without sexual abuse experiences (Calam & Slade, 1989; Williams, Wagner, & Calam, 

1992; Smolak, Levine, & Sullins, 1990). These elevated levels of disturbed eating 

indicate that there may be some level of association between levels of eating pathology 

and previous sexual abuse experiences that cannot be explained by higher base rates of 
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these phenomena in psychiatric populations or by coincidence alone. 

Although several of the studies mentioned previously suggest a connection 

between the prevalence rates of sexual abuse and disturbed eating, the results of these 

studies do not allow any firm conclusions to be drawn concerning a causal relationship 

between sexual abuse and disordered eating. Much of the existing research on the 

connection between sexual abuse and disordered eating has focused on the prevalence of 

sexual abuse experiences in women with eating disorders and on the strength of that 

specific relationship. What is missing in the previous investigations is a test of a 

theoretical model explaining why the two would be connected. 

Theoretical Inferences 

Several theoretical inferences have been made about the causal link between 

sexual abuse and eating disorders, and one suggestion is that abused individuals develop 

feelings of disgust and disapproval of their body shapes. Kearney-Cooke and Striegel-

Moore (1994) provide a framework of several risk factor models that attempt to 

encompass the mediating variables for the link between sexual abuse and eating 

disorders. 

One risk factor model focuses on the victim's view of her body. Kearney-Cooke 

and Striegel-Moore (1994) suggest that abuse victims connect the cause of the abuse to 

their bodily appearance and therefore feel shame and guilt over their bodies. They 

hypothesize that the "victims attribute the cause of their abuse to aspects of their physical 

appearance and feel ashamed and guilty for the role they believe it played in the abuse" 

(Kearney-Cooke & Striegel-Moore, 1994, p. 306). Once this view of the body as 
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imperfect or inadequate has been established, the sexual abuse victim may be further 

influenced by the pervasive sociocultural beauty ideal of thinness. In striving to fit the 

unrealistic beauty ideal, the victim may intensify the body disparagement experienced as 

a result of the sexual abuse. 

The first factor presented by Kearney-Cooke and Striegel-Moore (1994) indicates 

that the subject focuses on her body after the abhorrent abuse experience and thus feels 

shame and guilt over her body. This particular model denotes the vulnerability of the 

victim to sociocultural ideals once she views her body as inadequate, leading to the 

extreme levels of body disparagement and body loathing. By measuring the level of 

bodily shame and the extent of body disparagement and dissatisfaction in individuals 

with a history of previous sexual abuse and disturbed eating, researchers might provide 

support for the link between sexual abuse and disordered eating through these particular 

risk factors. 

Shame can be identified as the painful feeling of guilt and humiliation over the 

abusive experience causing the individual to perceive her body as a source of disgrace. 

Andrews (1995) provides evidence for shameful feelings resulting from continued 

exposure to sexual abuse experiences by citing Gilbert's (1989) biosocial theory. Gilbert 

indicates shameful feelings manifest in response to prolonged experiences of defeating 

and subservient states. Following Gilbert's theory, Andrews suggests that abusive 

experiences reduce the victim to an inferior position and likely result in feelings of defeat 

and shame. Therefore, experiencing prolonged periods of abuse and feelings of 

submissive status may result in shame proneness. 
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A commonly accepted view of shame in the psychological literature presented by 

Wicker, Payne, and Morgan (1983) relates shame to feelings of inferiority, desires to 

conceal shameful aspects of oneself, and elevated self-consciousness concerning these 

shameful aspects. Oppenheimer, Howells, Palmer, and Chaloner (1985) found that 

sexually abused women often have feelings of inferiority and disgust about their 

femininity and their sexuality that may lead to concern about their weight, shape, and 

size. More recently, Gilbert (1989) and Mollon (1984) have related feelings of shame to 

specific self-conscious feelings about one's body. 

In drawing the link between sexual abuse experiences and eating disorders, 

Kearney-Cooke and Striegel-Moore (1994) outline the development of body 

disparagement in individuals who have been sexually abused. Disturbances in body 

image, such as body disparagement, are recognized as a primary diagnostic feature of 

eating disorder symptomatology. Body disparagement can be defined as the diffuse 

experience of body degradation or body loathing endured by the sexually abused 

individual. The concept of body disparagement becomes complex because of the variety 

of ways an individual can experience her body. Therefore, we can look at body 

disparagement in several different ways. Rosen (1990) indicates that the body image 

disparagement construct is best perceived as a multi-faceted model involving behavioral 

features along with perceptual and attitudinal features. Brown, Cash, and Mikulka (1990) 

suggest focusing on the attitudinal construct of body experience by addressing cognitive, 

behavioral, and affective components of an individual's attitude concerning appearance. 

Other research by Cooper, Taylor, Cooper, and Fairburn (1987) emphasizes concern with 
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body shape and intensity of disparagement when evaluating the body disparagement 

construct. Also Cash (1994, p. 133) indicates the level of discontent with one's body is 

"mediated by appearance schemas and by discrepant self- and ideal-percepts of one's 

physical appearance." Therefore, the body disparagement construct encompasses 

affective and attitudinal components towards one's body and the subjective evaluation of 

body shape and appearance. It appears best to take a multidimensional approach in order 

to look at the varied components of the body disparagement construct simultaneously. 

A second risk factor model presented by Kearney-Cooke and Striegel-Moore 

(1994) suggests that the sexual abuse victim may react to the experience by refusing to 

maintain normal weight, thus avoiding pubertal sexual characteristics that might evoke 

physical reminders of her "shame-bound sexual past" (p. 306). By maintaining pre-

pubertal characteristics the victim avoids dealing with her own sexual impulses and the 

sexual attraction or advancement of others towards her. These authors indicate that the 

victim's desperate desire to "lose weight and 'get rid of the body' may be a defensive 

way of handling the shameful feelings" (Kearney-Cooke & Striegel-Moore, 1994, p. 

306). This heightened sense of shame and intense need to lose weight increases the 

victims susceptibility to developing an eating disorder. For the victim who connects 

having an attractive body with the assaultive experience, gaining weight and making 

herself unattractive will allow her to avoid the sexual attraction and advances of others 

and protect herself against further sexual victimization. The focus on disturbed eating 

patterns such as restrictive or binge eating may place victims of previous sexual abuse at 

risk for developing an eating disorder. 
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Restrictive eating can be defined as restraining or limiting food consumption and 

is often associated with below normal body weight. Herman and Polivy (1980, p. 222) 

describe dietary restraint as a cognitive effort to "deny physiology" by maintaining a 

body weight that is lower than it would be outside of dietary attempts. These authors 

suggest that personal goals based on sociocultural ideals likely motivate attempts at 

weight suppression. 

Overeating can be defined as eating in excess of fullness and is typically 

associated with exceeding normal body weight. Hawkins and Clement (1980, p. 220) 

indicate the descriptor "binge eating" can be used to define specific periods of 

"uncontrolled excessive eating." These authors point out the lack of a specified amount of 

food consumption that would determine excessive consumption. Hawkins and Clement 

propose the importance of an individual's personal perception of bingeful consumption in 

identifying uncontrolled excessive eating. 

Jones and Emerson (1994) report a higher incidence of binge eating behavior in 

individuals who experienced sexual abuse before adulthood. These authors also 

hypothesize that the sexual abuse victims may engage in binge eating in order to decrease 

attractiveness and thus engagement in sexual activity. 

In this study, the plausibility of the two risk factor paths presented by Kearney-

Cooke and Striegel-Moore for the development of eating disorder pathology following 

sexual abuse experiences were examined. By quantifying specific factors in each risk 

model, such as shame, it was possible to equate the individual's experience of each risk 
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factor with some measure of the participant's experience of previous sexual abuse and 

level of "disturbed eating." 

First, it was hypothesized that individuals who have experienced previous sexual 

abuse would indicate higher levels of bodily shame than individuals without the sexual 

abuse experience. It was also hypothesized that individuals who had experienced 

previous sexual abuse would indicate higher levels of body disparagement/dissatisfaction 

than individuals without the sexual abuse experience. If the abuse victims view their 

bodies as inadequate as a result of the abuse experience, this is likely to be compounded 

by pervasive sociocultural messages about the body, and these individuals would endorse 

intensified levels of body disparagement. 

Second, it was hypothesized that individuals who have experienced previous 

sexual abuse would indicate more disturbed eating patterns than individuals without the 

sexual abuse experience. These disturbed eating patterns would be indicated by higher 

levels of restrained eating behavior or by higher levels of binge eating behavior. If the 

abuse victims have reacted to the experience by refusing to maintain normal weight and 

pubertal characteristics, these individuals would indicate more restrained eating patterns. 

However, if the abuse victims have associated having an attractive body with the abuse, 

these individuals would endorse more bingeful eating patterns. 



CHAPTER 2 

METHOD 

Participants 

Participants were 320 female undergraduates enrolled in Psychology courses at 

The University of North Texas. These participants responded to questions concerning 

eating behaviors, how they feel about their bodies, unwanted sexual experiences, and any 

corresponding feelings of guilt and shame in order to further analyze the relationship 

between disordered eating and sexual abuse. Participants ranged in age from 17 to 49 

(mean = 21.19, SD = 5.32) and were primarily Caucasian (69.8%), but included African 

American (15.9%), Hispanic (5.8%), Asian American (4.9%), and Native American 

(.9%) individuals. Participants indicated a mean of 14.34 years of education. 

Measures 

Disordered eating. The 50-item Questionnaire for Eating Disorders Diagnoses 

(Q-EDD; Mintz, O'Halloran, Mulholland, & Schneider, 1997) measures eating disorder 

symptomatology by operationalizing DSM-IV criteria into a self-report questionnaire 

format. This measure was used to group participants into eating disordered categories. 

Items are presented in a yes/no format and are scored based on participants' endorsement 

of symptoms meeting DSM-IV criteria. Individual criteria are analyzed based on decision 

rules presented in the Q-EDD manual in order to determine each participant's diagnostic 

category. The eating disorder category includes six diagnostic groups: anorexia, bulimia, 

17 
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and four EDNOS (subthreshold bulimia, menstruating anorexia, non-bingeing bulimia, 

and binge-eating disorder.) The two non-eating-disordered categories include 

symptomatic and asymptomatic. Full DSM-IV diagnostic criteria must be met by the 

participant in order to be classified in any of the six eating-disordered categories. 

Mintz et al. (1997) have demonstrated satisfactory convergent validity through 

comparison of BULIT-R and EAT scores with Q-EDD categories of bulimic, non-

bingeing bulimic, menstruating anorexic, and non-eating disordered college women. 

These authors report accuracy rates of 90% for differentiating between eating disordered, 

symptomatic, and asymptomatic individuals when compared with clinical interview in 

study one and accuracy rates of 78% for differentiating between eating disordered, 

symptomatic, and asymptomatic individuals when compared with clinician judgement in 

study three (1997). Test-retest reliabilities between two administrations one to three 

months apart were adequate with kappa = .54 for eating disordered, symptomatic, and 

asymptomatic participants. Further, test-retest reliabilities between two administrations 

two weeks apart were satisfactory with k = .85 for eating disordered, symptomatic, and 

asymptomatic participants. Inter-rater reliabilities were superior (k = 1.00) for 

comparisons between eating disordered and non-eating disordered and for 

discriminations between eating disordered, symptomatic, and asymptomatic. 

The 10-item Revised Restraint Scale (RRS; Herman & Polivy, 1980) assesses 

participants' behavioral and attitudinal concerns about dieting and maintaining specific 

weight goals. The RRS consists of two subscales: weight fluctuation and concern for 

dieting. The weight fluctuation subscale consists of 5 items and is scored based on the 
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number of points assigned to the specified number of pounds reported by the respondents 

for 4 items and on the perceived level of significance of weight fluctuation for the final 

item. Scores on this subscale range from 0 to 16 and were used as a basis for 

measurement of overeating and weight gain. The concern for dieting subscale consists of 

5 items and is scored based on the number of points assigned to the specified frequency 

of behaviors indicated by respondents. Scores on this subscale range from 0 to 19 and 

were used as a basis for measurement of restrained eating. 

Klem, Klesges, Bene, and Mellon (1990) report alpha levels for total RSS, 

concern for dieting subscale (CD), and weight fluctuation subscale (WF) for female 

participants of .78, .72, and .68, respectively (Cronbach's alpha for current sample was 

CD = .80 and WF = .69). Previous studies suggest that restraint scores are less reliable in 

obese samples and therefore, Green and Saenz (1995) noted the importance of 

considering height and weight characteristics when analyzing resulting restraint scores. 

The 19-item Binge Scale Questionnaire (BS; Hawkins & Clement, 1980) assesses 

the behavioral and attitudinal components of binge eating. The authors report that 9 items 

from this questionnaire can be used to provide a quantitative measure of the severity of 

binge eating tendencies. These items are presented in multiple choice format and the 

respondent is asked to select which response best describes her behavior or attitude. Point 

values have been assigned to each possible response and total binge eating scores are 

derived from the point total of these 9 items. Scores on the 9-item modified version of the 

BS range from 0 to 23 and were used as a basis for measurement of binge eating in 

research participants. 
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Hawkins and Clement (1980) report adequate internal consistency for the 

modified BS (alpha = .68; CA for current sample was .86). The authors indicate test-

retest reliability of .88 for the BS total score. Smith and Thelen (1984) demonstrate 

robust concurrent validity for the BS and another measure of bulimic eating. These 

authors report a Pearson correlation of .93 between the BS and the Bulimia Test 

(BULIT). The Binge Scale demonstrates adequate convergent validity with a measure of 

negative self-image in college females (Hawkins & Clement, 1980). 

Childhood abuse. A sexual abuse history questionnaire (Leserman, Drossman, & 

Li, 1995), modified from a measure of unwanted sexual contact in childhood by Bagley 

(1990), was administered to ascertain sexual abuse experiences, which are defined as 

both unwanted attempts and actual contact or touching of individual's sexual parts before 

age 14. This instrument was modified from its original structured interview format to a 

self-report questionnaire format to uniformly evaluate sexual abuse through group 

administrations with large numbers of female research participants. The modified Bagley 

questionnaire will be utilized to establish key factors, such as severity of sexual abuse 

encounter (attempts, touch, penetration) and age range at onset/duration of abuse. The 

sexual abuse history questionnaire was also modified to include frequency of specific 

abuse occurrences for its use in the current study. 

Although sexual abuse experiences for research participants often can not be 

verified, through independent sources Bagley (1990) provided evidence for the validity of 

the child sexual abuse questionnaire by comparing individuals' self-reports to 

participants' social service records when available. Leserman et al. (1995) report test-
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retest reliability of 81% (chance-corrected kappa = .63) for overall agreement in 

endorsement of sexual abuse experiences over a 0 to 16 month period. Although reported 

sensitivity for first time administrations of the sexual abuse questionnaire was equal to 

.71 (meaning 71% of reported sexual abuse experiences were correctly identified by the 

questionnaire), reported specificity was equal to .91, indicating that the questionnaire was 

able to correctly rule out 91% of individuals who had no sexual abuse experiences 

(Leserman, Drossman, & Li, 1995). Leserman et al. indicate positive predictive power 

and negative predictive power of .90 and .74, respectively. 

Portions of the Childhood Trauma Questionnaire (Bernstein et al., 1994) were 

also used to expand the information obtained concerning previous history of sexual abuse 

experiences. Although this measure is aimed at experiences of childhood abuse and 

neglect, there are five items concerning sexual abuse experiences while growing up. 

These sexual abuse items are rated on a five point Likert-type scale ranging from "never 

true" to "very often true." A total score for sexual abuse history ranging from 5 to 25 will 

be obtained by taking the unweighted sum of the five items. 

Brewin, Andrews, and Gotlib (1993) found adult retrospective memories of 

distinct and unexpected childhood events are generally accurate. Bernstein et al. (1994) 

indicate that the retrospective results obtained by the Childhood Trauma Questionnaire 

are consistent with the Brewin et al. data; maintaining that the Childhood Trauma 

Questionnaire displays high levels of validity when verified with available archival 

information. Bernstein et al. report test-retest reliability of .81 for the Sexual Abuse factor 

of the Childhood Trauma Questionnaire, and suggest that the Childhood Trauma 
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Questionnaire "is suitable for large-scale correlational studies of the adult sequelae of 

childhood trauma" (p. 1136). Bernstein et al.'s reliability findings are consonant with a 

previous study of retrospective abuse reports by Dill, Chu, Grob, and Eisen (1991). 

Body attitudes. The Multidimensional Body-Self Relations Questionnaire 

(MBSRQ, Cash, 1994a) was used to assess participants' attitudes concerning body-image 

constructs. Cash and Pruzinsky (1990) propose that a measurement of individual body 

image can be obtained through one's attitudinal dispositions toward the physical self 

Attitudinal components of the self, assessed by the MBSRQ, include affective/ 

evaluative, cognitive/attentional, and behavioral. The 69-item MBSRQ is comprised of 

seven factor subscales, though only the appearance evaluation and appearance orientation 

subscales will be used in this study. The 7-item appearance evaluation scale measures 

overall satisfaction with one's appearance, whereas the 12-item appearance orientation 

scale measures investment in, importance of, and attention to appearance. Subscale scores 

are obtained by summing across the items associated with each scale and then dividing by 

the number of items with scores ranging from 1 to 5. 

Cash (1994a) presents acceptable internal consistency (.85 to .88) and test-retest 

reliabilities (.90 to .91) for the appearance evaluation and appearance orientation 

subscales in a sample of women. A more recent investigation by Petrie, Rogers, Johnson, 

and Diehl (1996) found Cronbach's alphas of .86 and .83 for appearance evaluation and 

orientation, respectively (CAs for current sample were appearance evaluation = .87 and 

appearance orientation = .83). 
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The 48-item Situational Inventory of Body-Image Dysphoria (SIBID; Cash, 

1994b) measures the specific situations or contexts in which individuals experience 

negative feelings about their bodies, such as feeling unattractive, being physically self-

consciousness, and being dissatisfied with one's appearance. For each situation, 

participants rate how often they experience negative feelings about their appearance on a 

5-point Likert-type scale ranging from "never" to "always or almost always." Scoring is 

based on the combined mean of these 48 items, ranging from 0 to 4. 

Cash (1994b) reports test-retest reliability and Cronbach's alpha of .86 and .96, 

respectively. Petrie, Austin, Harmison, and Jenkins (1997) found a Cronbach's alpha 

level of .96 (CA for current sample was .98). Cash indicates the SIBID displays adequate 

validity when correlated with the Multidimensional Body-Self Relations Questionnaire. 

The Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper, & Fairburn, 1987) 

assesses participants' concerns about body shape. Evans and Dolan (1993) present two 

alternate shortened versions of the BSQ, consisting of 16 items each. For the purposes of 

this study the first 16-item scale presented by Evans and Dolan (Scale 1; 1993) was used. 

For each item, participants rate how frequently they experience concerns or feelings 

about their bodies on a 6-point Likert-type scale ranging from "never" to "always". Total 

BSQ scores are computed by summing the rating level for all items, ranging from 16 to 

96. 

Cooper et al. (1987) suggest that the BSQ displays satisfactory validity based on 

its ability to differentiate patient and non-patient scores. They also found that the BSQ 

correlated significantly with the Eating Disorder Inventory Body Dissatisfaction factor (r 
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= .66). Evans and Dolan (1993) reported an alpha value of .96 for the shortened version 

of the BSQ (CA for current sample was .95). 

The 16-item Body Parts Satisfaction Scale-Revised (BPSSR; Petrie & Austin, 

1997) is based on the work of Berscheid, Walster, and Bohrnstedt (1972; 1973) and 

measures individuals' satisfaction with their bodies. The BPSSR focuses on the specific 

body parts, such as stomach, buttocks, and upper thighs, typically associated with 

dissatisfaction in women. One additional item of the BPSSR allows the participant to 

provide a rating of overall satisfaction with body size and shape. For this revised version, 

participants were asked to rate 15 items on a 6-point Likert-type scale ranging from 

"extremely dissatisfied" to "extremely satisfied." A total body satisfaction score is 

obtained by adding the individual item ratings and then dividing by 15, with scores 

ranging from 1 to 15. 

Noles, Cash, and Winstead (1985) report internal consistency (Cronbach's alpha) 

for the 24-item version to be .89. More recent research by Austin and Petrie (1996) 

indicates Cronbach's alpha equal to .91 (CA for current sample was .90). Convergent 

validity is evidenced by a correlation of .70 with a final item measuring overall body 

satisfaction (Berscheid, Walster, & Bohrnstedt, 1973). 

Shame and guilt. To assess subjective experiences of bodily shame and guilt, a 

self-report questionnaire has been designed for this study based on interview questions 

presented by Andrews (1995). Individuals' conceptions of their bodies as a source of 

shame and humiliation and their sense of guilt concerning their bodies will be 

ascertained. Participants were asked to provide written responses concerning onset and 
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duration of bodily shame in addition to rating subjective experiences of shame and guilt 

on a 5-point Likert-type scale ranging from "definitely disagree" to " definitely agree." 

Total bodily shame scores are based on summed ratings of experienced shame, ranging 

from 1 to 30; however, individual responses to each item also will be considered. Open-

ended responses will be utilized for analytic comparison between participants' 

experiences of bodily shame. (Cronbach's alpha for current sample was .90). 

Procedures 

Participants were offered extra credit in their undergraduate psychology courses 

in exchange for completing the self-report questionnaires. Group administrations were 

scheduled following course exams to accommodate as many participants as possible. 

Each individual was given a numbered packet containing questionnaires and was 

instructed to read and sign the consent for participation form first and to complete the 

questionnaires in the order they were given. The Questionnaire for Eating Disorder 

Diagnoses was administered first, then sexual abuse history questionnaire and the 

Childhood Trauma Questionnaire. Remaining questionnaires were counterbalanced to 

help control for ordering effects. 



CHAPTER 3 

RESULTS 

Descriptive Statistics 

Initial descriptive statistics were run to determine the prevalence rates of previous 

sexual abuse experiences and disturbed eating patterns in this sample of female 

undergraduates. Based on the sexual abuse history questionnaire (SAQ), 71% of 

participants reported some level of unwanted sexual contact. When the estimate of sexual 

abuse experiences was made more conservative (as defined by unwanted touching of 

victim's sexual organs, forced touching of perpetrators sexual organs, forced sexual 

contact), a full 60% (n — 178) of the women were still designated as sexually abused. Of 

those women reporting previous sexual abuse experiences, 21.9% (n = 39) indicated that 

they had been abused one time, and 78.1% (n = 139) indicated that they had been abused 

two or more times. The duration of each abuse experience could not be determined based 

on the response format of the sexual abuse questionnaires. 

Participants' responses to the three conservative sexual abuse questions were 

further divided based on age of abuse occurrence and number of abuse occurrences at 

each age. For SAQ question 3, unwanted touching of survivor's sexual organs, this 

breakdown revealed 5.5% of participants (n = 17) reported one unwanted touching 

experience before age 14,4.2% (n = 14) reported two or more unwanted touching 

experiences before age 14; 14.2% (n = 47) reported unwanted touching after age 14, and 
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15.2% (n = 50) indicated unwanted touching two or more times after age 14. Finally, 

11.2% (n = 37) indicated unwanted touching of sexual organs both before and after age 

14. 

For SAQ question 4, forced to touch perpetrator's sex organs, 2.7% (n = 9) 

indicated forced touching of a perpetrator's sex organs one time before age 14,2.4% 

(n = 8) reported being forced to touch a perpetrator's sex organs two or more times before 

age 14; 11.2% (n = 37) indicated forced touching of a perpetrator's sex organs one time 

after age 14, and 7.9% (n = 26) reported forced touching of a perpetrator's sex organs two 

or more times after age 14. Finally, 4.8% (n = 16) of respondents indicated they were 

forced to touch the sex organs of a perpetrator both before and after age 14. 

Further for SAQ question 5, forced sex, 1.2% (n = 4) indicated they were forced 

to have sex one time before age 14,0.9% (n = 3) reported forced sex two or more times 

before age 14; 15.5% (n = 51) indicated they were forced to have sex one time after age 

14, and 5.2% (n = 17) reported forced sex two or more times after age 14. Finally, 1.2% 

(n = 4) reported being forced to have sex both before and after age 14. 

In addition, frequency tables were run in order to determine the percentage of 

women experiencing bodily shame and body dissatisfaction. When queried about the 

duration of their first experience of bodily shame, over half of the women reported 

currently continuing to feel shameful of their bodies since the time of their initial 

experience of shame (50.6%; n = 167). The researcher coded the open-ended responses to 

question 3 on the shame measure, which asked participants about the circumstances 

surrounding their earliest memory of feeling shame about their body. These open-ended 
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responses revealed that 31.8% (n = 105) of participants reported their weight or physical 

appearance as the general circumstance for their first feelings of shame. Another 15.5% 

(n = 51) of participants recalled a comment from a loved one or significant other as the 

circumstance surrounding their first memory of bodily shame. Further, 12.4% (n = 41) of 

participants reported pubertal development as their earliest memory of feeling shame 

about their body and 11.5% (n = 38) of participants reported feeling bodily shame the 

first time they compared their body with same age peers. A minimal number of 

participants cited a sexual abuse experience as the cause of their first memory of feeling 

bodily shame (1.5%, n = 5). Based on the overall satisfaction question of the Body Parts 

Satisfaction Scale- Revised (BPSS-R), only 4.2% (n = 14) of participants circled the 

highest rating of extremely satisfied when queried about the overall size and shape of 

their bodies. 

A one-way multivariate analysis of variance (MANOVA) was run to determine if 

there were any specific relationships between the conservative estimate of sexual abuse 

presence (as defined by unwanted touching of victim's sexual organs, forced touching of 

perpetrators sexual organs, and forced sexual contact) and demographic variables such as 

age, body mass index, and ideal weight. Results indicated a significant relationship 

between the demographic characteristics and the conservative estimate of previous sexual 

abuse experiences, F(3,292) = 2.669, g < .05. Follow up univariate ANOVAs revealed 

that women who were abused had higher body mass indices, F(l, 292) = 5.426, p < .05, 

than those who were not abused. No significant differences were found between the two 
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groups on the demographic variables of age and ideal weight. (See Table 1 for 

demographic variable means.) 

Participants' responses to the Questionnaire for Eating Disorder Diagnosis 

(QEDD) indicated that 7.2% (n = 25) of participants qualified for an eating disorder 

diagnosis. The QEDD eating disorder category includes six diagnostic groups: anorexia 

nervosa (n = 1), bulimia nervosa (n = 4), subthreshold bulimia (n = 14), menstruating 

anorexia (n = 3), non-bingeing bulimia (n = 3), and binge-eating disorder (n = 0). The 

two non-eating-disordered classification categories included in the QEDD are 

symptomatic and asymptomatic. Based on QEDD responses, 69.0% (n = 240) of 

participants reported symptoms characteristic of disturbed eating patterns and body 

attitudes and were classified as symptomatic. Only, 17.5% (n = 61) of participants were 

classified as asymptomatic. 

Hypothesis 1 

To test the first hypothesis, which posited that individuals who have experienced 

previous sexual abuse would indicate higher levels of bodily shame and bodily 

disparagement/dissatisfaction than individuals without the sexual abuse experience, a 

one-way MANOVA was used to examine differences between women who reported 

(n = 199) and did not report (n = 119) previous sexual abuse on measures of bodily 

shame and body disparagement/dissatisfaction. Both the Body Parts Satisfaction Scale-

Revised and the Body Shape Questionnaire were highly correlated with the other 

measures of bodily shame and disparagement/dissatisfaction and therefore, these two 

variables were dropped from the analysis of hypothesis one in order to free up variance 
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within this analysis. This analysis, which used a conservative estimate of previous sexual 

abuse experiences (as determined from SAQ questions 3-5), reached significance, F(4, 

313) = 4.268, p < .005. Follow-up univariate ANOVAS revealed that women who were 

abused had higher levels of bodily shame, 

F(l, 313) = 8.216, E < .005 (abused, M = 18.95, SD = 6.38; not abused, M = 16.91, 

SD = 5.79), and higher levels of body image dysphoria, F(l, 313) = 6.162, g < .05 

(abused, M = 1-89, SD = .97; not abused, M = 1.71, SD = .94), than those who were not 

abused. No significant differences were found between the two groups on the 

Multidimensional Body-Self Relations Questionnaire Appearance Orientation and 

Appearance Evaluation factors. (See Table 2 for mean scores and standard deviations.) 

Although the initial analysis answered the research question, it was also 

important to consider the time period in which the reported abuse occurred. A new 

independent variable with four levels encompassing age of onset and duration of abuse 

was created in order to examine any differences in bodily shame and disparagement in 

individuals experiencing abuse before or after puberty. This second one-way MANOVA, 

comparing the four levels of conservative estimates of sexual abuse (no abuse, abuse 

before age 14 only, abuse before and after age 14, and abuse at or after age 14 only) and 

the four measures of bodily shame and body disparagement/dissatisfaction, reached 

significance, F(12, 778) = 2.702, p = .001. Follow up ANOVAs indicated that the four 

groups differed on the bodily shame measure, F(3, 778) = 3.877, g = .01, the 

Multidimensional Body-Self Relations Questionnaire Appearance Evaluation Factor, 

F(3,778) = 3.363, p < .05, and the Situational Inventory of Body Image Dysphoria, F(3, 
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778) = 3.267, £ < .05. No significant differences were found between the two groups on 

the Multidimensional Body-Self Relations Questionnaire Appearance Orientation Factor. 

Specifically, Tukey post hoc analyses revealed individuals reporting sexual abuse 

experiences occurring both before and after age 14 endorsed significantly higher levels of 

shame than those participants reporting no abuse experiences (abuse before and after 14, 

M = 20.40, SD = 5.84; not abused, M = 16.91, SD = 5.79). There were no significant 

differences in shame measure scores between groups reporting abuse before age 14 only 

and after age 14 only when compared to participants with no abuse experiences or to 

those who experienced abuse both before and after age 14. On the Multidimensional 

Body-Self Relations Questionnaire Appearance Evaluation Factor, individuals reporting 

initial sexual abuse experiences occurring after age 14 were more satisfied with their 

appearance than those participants reporting abuse experiences occurring both before and 

after age 14 (abuse after 14, M = 3.24, SD = .80; abuse before and after 14, M = 2.80, 

SD = .78). There were no significant differences in Multidimensional Body-Self 

Relations Questionnaire Appearance Evaluation scores between groups reporting no 

abuse and abuse before age 14 and when compared to participants with abuse experiences 

after age 14 or for those abused both before and after age 14. Further, individuals 

reporting sexual abuse experiences both before and after age 14 also indicated higher 

levels of body image dysphoria when compared with individuals reporting no abuse 

(abuse before and after 14, M = 2.23, SD = .88; no abuse, M = 1.71, SD = .94). There 

were no significant differences in body image dysphoria scores between groups reporting 

abuse before age 14 only and after age 14 only and when compared to participants with 
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no abuse experiences or experiences both before and after age 14. (See Table 3 for mean 

scores and standard deviations.) 

Hypothesis 2 

To test the second hypothesis, which posited that individuals who have 

experienced sexual abuse will indicate more disturbed eating patterns than non-abused 

individuals, a one-way MANOVA was used to assess restrictive and binge eating patterns 

for individuals who have and have not experienced previous sexual abuse (based on the 

conservative estimate of sexual abuse determined by SAQ questions 3-5). This 

MANOVA was significant, F(3,306) = 5.443, p = .001. Univariate ANOVAs indicated 

that women who had a history of abuse reported greater concern for dieting, F( 1, 306) = 

4.598, p < .05, greater weight fluctuation, F(l, 306) = 15.868, p < .001, and more binge 

eating behaviors, F(l, 306) = 5.097, p < .05, than the women who were not abused. (See 

Table 4 for mean scores and standard deviations.) 

As indicated in the analysis of the first hypothesis, an additional one-way 

MANOVA was run on participants' reported eating patterns in order to take into account 

the time period in which reported sexual abuse experiences occurred. The newly created 

independent variable, consisting of four levels of conservative estimates of sexual abuse 

(no abuse, abuse before age 14 only, abuse before and after age 14, and abuse at or after 

age 14 only), was used to examine any differences in restrictive and binge eating scores 

for individuals experiencing abuse before or after puberty. This MANOVA indicated 

significant differences in age of onset and duration of abuse, F(9,697) = 2.253, p< .05. 

Follow-up Univariate ANOVAs indicated that the four groups differed significantly on 



33 

the Revised Restraint Scale Weight Fluctuation Factor, F(3, 697) = 5.97,2 = 001. No 

significant differences were found between reported level of abuse history on the Revised 

Restraint Scale Concern for Dieting Factor and the Binge Scale. 

Specifically, Tukey post hoc analyses revealed that women who had a history of 

abuse after age 14 (M = 6.54, SD = 3.30) and women who had a history of abuse both 

before and after age 14 (M = 7.09, SD = 3.32) reported significantly more fluctuation in 

weight on the Revised Restraint Scale Weight Fluctuation Factor when compared with 

women reporting no abuse (M = 5.01, SD = 3.32). There were no significant differences 

in Revised Restraint Scale Weight Fluctuation scores between those individuals reporting 

abuse before age 14 and those groups endorsing no abuse, abuse after age 14, and abuse 

both before and after age 14. (See Table 5 for mean scores and standard deviations.) 

To further assess this proposed hypothesis between sexual abuse histories and 

disturbed eating patterns, a one-way analysis of variance was utilized to examine the 

relationship between level of disturbed eating patterns (eating disordered, symptomatic, 

and asymptomatic as determined by the QEDD) and the reported severity of childhood 

sexual abuse experiences as measured by the CTQ. This analysis reached significance, 

F(2,322) = 3.032, p < .05. Tukey post-hoc analyses indicated that women in the eating 

disordered category reported higher levels of abuse severity than symptomatic 

participants. Asymptomatic participants did not differ significantly from either eating 

disordered or symptomatic groups. (See Table 6 for mean scores and standard 

deviations.) 
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Exploratory Analyses 

Following the initial analyses performed to test the specific research hypotheses, 

several exploratory analyses were run in order to further test the components of the 

developmental model of disordered eating proposed by Kearney-Cooke and Striegel-

Moore (1994). Multiple regression analyses were utilized to examine which variables 

best predicted level of disturbed eating in this sample of college females. However, 

several of the body disparagement/dissatisfaction measures were highly correlated (.7 and 

above) and therefore, the Body Shape Questionnaire and Body Parts Satisfaction Scale 

Revised were deleted from these final analyses. Although the Shame measure, Situational 

Inventory of Body Image Dysphoria, and Multidimensional Body-Self Relations 

Questionnaire- Appearance Evaluation subscale were also fairly highly correlated, the 

tolerance values for these measures were within the acceptable range (Tabachnick & 

Fidell, 1996). Table 7 presents Pearson product-moment correlations among the predictor 

and criterion variables and the mean values and standard deviations for predictor and 

criterion variables in each hierarchical regression analysis. 

The first regression equation used the Revised Restraint Scale (RRS) Concern for 

Dieting Factor as the criterion variable. The predictor variables were entered in a 

hierarchical fashion in order to model the proposed order of development of these factors 

in the pathway presented by Kearney-Cooke and Striegel-Moore (1994). The body mass 

index (BMI) variable was entered into the equation first in order to control for body size 

in the prediction of disturbed eating. The BMI covariate was significant, F(1,317) = 

13.939, p < .001, accounting for 4.2% (adjusted R2 = .039) of the variance. Following the 
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BMI variable, the Childhood Trauma Questionnaire (CTQ) scores were entered, then the 

Shame measure scores, and finally the body disparagement/dissatisfaction measure scores 

(Situational Inventory of Body Image Dissatisfaction [SIBID], and Multidimensional 

Body-Self Relations Questionnaire [MBSRQ] Factor Scales Appearance Evaluation and 

Appearance Orientation) were entered as a group. Childhood sexual abuse experiences as 

measured by the CTQ did not add to the prediction equation for RRS Concern for 

Dieting, F(l, 316) = 3.451, g > .05. However, the addition of the Shame measure 

contributed significantly to the prediction model, accounting for an additional 24.9% 

(A adjusted R2 = .249) of the variance, (F(l, 315) = 112.164, g < .001). Further, the 

addition of the body disparagement/dissatisfaction measures (SIBID and MBSRQ 

Appearance Evaluation and Appearance Orientation Factors entered as a set) contributed 

significantly to the prediction model, accounting for an additional 15.5% (A adjusted R2 = 

. 15) of the variance [F(3,312) = 29.568, g < .001]. The overall model for prediction of 

disturbed eating as measured by the RRS Concern for Dieting Factor was significant, F(6, 

312) = 43.579, g < .001, accounting for 45.6% of the variance (adjusted R2 = .445). The 

relationships between the predictor and criterion variables were in the expected 

directions, with higher body mass index ratios, higher levels of shame, higher levels of 

body image dysphoria, increased investment in appearance (appearance orientation) and 

lower levels of overall satisfaction with one's appearance (appearance evaluation) being 

related to higher scores on the Revised Restraint Scale Concern for Dieting Factor. (See 

Table 8 for a summary of hierarchical regression analysis.) 
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A second multiple regression equation used the RRS Weight Fluctuation Factor as 

the criterion variable. Again the body mass index values were entered into the equation 

first as covariates. The BMI covariate was significant, F(l, 316) = 99.605, j) < .001, 

accounting for 24% (adjusted R2 = .237) of the variance. The CTQ was also a significant 

addition to the model, F(l, 315) = 7.073, p < 01, accounting for an additional 1.6% 

(A adjusted R2 = .015) of the variance. The Shame measure contributed significantly to 

the model as well, accounting for an additional 7.6% (A adjusted R2 = .074) of the 

variance [F(l, 314) = 35.802, g < .001], Furthermore, the addition of the body 

disparagement/ dissatisfaction variables added significantly to the model, F(3,311) = 

5.151, p < .005, accounting for an additional 3.2% (A adjusted R2 = .026) of the variance. 

The overall model for prediction of disturbed eating as measured by the RRS Weight 

Fluctuation Factor was significant, F(6,311) = 29.674, g < .001, accounting for 36.4% 

(adjusted R = .352) of the variance. The relationships between the predictor and criterion 

variables were in the expected directions, with higher body mass index ratios, higher 

childhood sexual abuse scores, higher levels of bodily shame, higher levels of body 

image dysphoria, increased investment in appearance (appearance orientation) and lower 

levels of overall satisfaction with one's appearance (appearance evaluation) being related 

to higher scores on the Revised Restraint Scale Weight Fluctuation Factor. (See Table 9 

for a summary of the hierarchical regression analysis.) 

Finally, a third multiple regression equation used the Binge Scale as the criterion 

variable. As in previous analyses, the BMI was entered into the equation first to control 

for differences in body mass among participants and was significant, F(l, 322) = 15.056, 
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2 < .001, accounting for 4.5% (adjusted R2 = .042) of the variance. The experience of 

previous sexual abuse contributed significantly to the prediction model, F(l, 321) = 

6.978, p < .01, accounting for an additional 2% (A adjusted R2 = .017) of the variance. 

The Shame measure also contributed significantly to the prediction model, F(l, 320) = 

50.485, p < .001, accounting for an additional 12.7% (A adjusted R2 = . 126) of the 

variance. Further, the body disparagement/dissatisfaction variables added significantly to 

this model, accounting for an additional 5.9% (A adjusted R2 = .052) of the variance [F(3, 

317) = 8.301, p < .001]. The overall model for prediction of disturbed eating as measured 

by the Binge Scale was significant, F(6,317) = 17.726, p < .001, accounting for 25.1% 

(adjusted R = .237) of the variance. The relationships between the predictor and criterion 

variables were in the expected direction, with higher body mass index ratios, higher 

childhood sexual abuse scores, higher levels of bodily shame, higher levels of body 

image dysphoria, increased investment in appearance (appearance orientation) and lower 

levels of overall satisfaction with one's appearance (appearance evaluation) being related 

to higher scores on the Binge Scale. (See Table 10 for a summary of hierarchical 

regression analysis.) 

Further exploratory statistics were utilized to examine the developmental model 

proposed by Kearney-Cooke and Striegel-Moore (1994). Initially, a preliminary 

MANOVA was run comparing the three groupings of QEDD diagnoses (eating 

disordered, symptomatic, asymptomatic) and the independent variables of body mass 

index, previous sexual abuse, shame, and body disparagement/dissatisfaction. The body 

mass index variable could not be utilized as a covariate in this analysis due to the 
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violation of homogeneity of slopes across QEDD diagnostic groups. The three QEDD 

groups differed significantly on the combined set of independent variables, F(12, 628) = 

3.342, p < .001. Follow up Univariate ANOVAs revealed significant differences in 

Shame scores [F(2, 812.193) = 11.239, g <.001], SIBID scores [F(2,19.842) = 11.339, g 

< .001], MBSRQ Appearance Evaluation Factor scores [F(2,7.269) = 5.506, p < .005], 

and Appearance Orientation Factor scores [F(2,4.587) = 6.229, g < .005] among the 

three QEDD diagnostic groups. There were no significant differences in CTQ childhood 

sexual abuse scores across the QEDD groups. 

Tukey post-hoc analyses revealed that eating disordered individuals endorsed 

significantly higher levels of bodily shame than those individuals in the symptomatic or 

asymptomatic QEDD categories; symptomatic individuals also reported higher levels of 

bodily shame when compared to individuals in the asymptomatic group. Further, eating 

disordered individuals exhibited significantly higher levels of body image dysphoria 

when compared to individuals in the symptomatic or asymptomatic QEDD categories and 

symptomatic individuals reported significantly higher levels of body image dysphoria 

than asymptomatic individuals. Overall level of satisfaction with appearance, as 

measured by the MBSRQ Appearance Evaluation Factor, was significantly lower in 

eating disordered individuals when compared to asymptomatic individuals. There were 

no significant differences in overall level of satisfaction with appearance between 

symptomatic individuals and eating disordered and asymptomatic groups. Level of 

investment in appearance, as measured by the MBSRQ Appearance Orientation Factor, 

was significantly higher in eating disordered individuals when compared to symptomatic 
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and asymptomatic QEDD categories. There were no significant differences in level of 

investment in appearance between symptomatic and asymptomatic groups. (See Table 11 

for means and standard deviations.) 

Following this exploratory MANOVA, a sequential discriminant function analysis 

was performed wherein the variables of body mass index, previous sexual abuse 

experiences, bodily shame, and body disparagement/dissatisfaction were used as 

predictors of group membership in QEDD diagnostic categories of eating disordered, 

symptomatic, and asymptomatic. Again a hierarchical entering of variables was chosen to 

follow the elemental model of development of disordered eating presented by Kearney-

Cooke and Striegel-Moore (1994). Body mass index values were entered into the 

discriminant function equation first, CTQ scores of sexual abuse experiences were 

entered second, shame measure scores were entered third, and finally the set of body 

disparagement/dissatisfaction measures (SIBID, MBSRQ Appearance Evaluation and 

Appearance Orientation) were entered fourth. 

Initially, two discriminant functions were estimated, combined /2(4) = 28.044, p 

< .001; however, after removal of the first function there was no significant relationship 

between the predictor variables and group membership, x2(l) = 1.313, g = .252. The first 

function accounted for 95.5% of the between group variability, where as the second 

function accounted for only 4.5% of this variance. Therefore, only the first function was 

statistically reliable and successfully differentiated between QEDD eating disordered, 

symptomatic, and asymptomatic groups. 
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The discriminant analysis isolated two independent variables as significant 

contributors to differentiation among the groups, the Situational Inventory of Body Image 

Dysphoria (standardized canonical discriminant function coefficient = .786) and the 

Multidimensional Body-Self Relations Questionnaire-Appearance Orientation factor 

(standardized canonical discriminant function coefficient = .458). Table 12 presents the 

correlations between all discriminating variables and standardized canonical discriminant 

functions 1 and 2. The correlations between the discriminating predictor variables and 

function 1 reveal that the best predictor for discriminating between QEDD diagnostic 

groups is the SIBID. The Shame measure and the MBSRQ Appearance Evaluation Factor 

also appear to differentiate between the three groups, however these variables exhibit 

lower, non-significant correlations with function 1 and fail to contribute unique predictive 

value when the Situational Inventory of Body Image Dysphoria is entered into the 

function first. The resulting group means (centroids) on the discriminant function were -

.332 for asymptomatic, -.001 for symptomatic, and .920 for eating disordered. A 

weighted classification analysis was chosen to control for the high base rate of 

symptomatic participants (n = 236) and proved to correctly classify a larger percentage of 

the two more extreme groups of asymptomatic and eating disordered participants. Overall 

this set of two discriminating variables was able to correctly classify 32.2% (n = 105) of 

the cases, with 57.4% (n = 35) of asymptomatic participants and 72% (n = 18) of eating 

disordered participants being correctly classified. (See Table 13 for predicted group 

membership results.) 



CHAPTER 4 

DISCUSSION 

The purpose of this study was to examine the pathways proposed by Kearney-

Cooke and Striegel-Moore (1994) to explain the relationship between sexual abuse 

experiences and the development of eating disorder pathology. The female college 

population proved to be an appropriate sample for examining sexual abuse, given the 

widespread number of participants citing previous sexual abuse experiences. In fact, the 

number of female participants reporting previous sexual abuse experiences was higher 

than expected, with 60% of the women endorsing unwanted touching, forced touching of 

perpetrator's sex organs, or forced sexual contact. In addition, of those women reporting 

abuse, 22% reported being abused one time and 78% indicated that they had been abused 

two or more times. These percentages are somewhat higher than previous prevalence 

rates reported by Finkelhor, Hotaling, Lewis, and Smith (1990) and Bagley (1991); 

however, when using the same sexual abuse history questionnaire, Leserman, Drossman, 

and Zhiming reported prevalence rates (52%) similar to those found in the present study. 

In addition, it is not known what percentage of women included date rape incidents in 

their reporting of unwanted sexual contact. Although date rape experiences are traumatic 

in their own right, Kearney-Cooke and Striegel-Moore (1994) do not address date rape 

experiences per se, as part of the developmental pathway between unwanted sexual 

contact and disturbed eating patterns. 
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Further, a large number of the female participants evidenced shameful and 

disparaging attitudes about their bodies. The sample was predominantly composed of 

women exhibiting sub-threshold levels of eating disorder symptomatology (73.5%), 

although, a small number of women qualified for eating disorder diagnoses (7.7%) based 

on their responses to the Questionnaire for Eating Disorder Diagnosis. These diagnoses 

included: anorexia nervosa, bulimia nervosa, subthreshold bulimia, menstruating 

anorexia, and non-bingeing bulimia. Only 18% of individuals were classified as 

completely asymptomatic. These percentages are somewhat inconsistent with previous 

prevalence rates reported by Mintz, O'Halloran, Mulholland, and Schneider (1997) when 

using the Questionnaire for Eating Disorder Diagnosis (QEDD). Specifically, these 

authors reported 7% of female student participants qualified for eating disorder 

diagnoses, 27% of participants met symptomatic criteria, and 66% of participants met 

asymptomatic criteria in their second validation study of the QEDD (Mintz et. al., 1997). 

However, Mintz and Betz (1988) reported prevalence rates of sub-threshold symptomatic 

participants (64%) more similar to those found in the present study. 

Hypothesis 1 

Results support the first hypothesis, which posited that individuals who have 

experienced previous sexual abuse would indicate higher levels of bodily shame and 

bodily disparagement/dissatisfaction than individuals without sexual abuse experiences. 

The women in this study who reported previous sexual abuse had more bodily shame and 

were more distressed by their body image than their non-abused counterparts. These 

findings further support research presented by Browne and Finkelhor (1986) and 
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Andrews (1995) indicating that shame and guilt are among the most prevalent emotional 

responses to sexual abuse experiences. 

In addition, the analyses examining hypothesis 1 indicate that within this sample 

individuals reporting sexual violations occurring both before and after age 14 exhibit 

more pathology than the other groups examined (no abuse, abuse before age 14, abuse 

after age 14). Specifically, individuals with previous sexual violations occurring both 

before mid after age 14 experienced more bodily shame than individuals reporting no 

abuse history, more body image dysphoria than individuals reporting no abuse history, 

and more dissatisfaction with their bodies than individuals with initial violations 

occurring after age 14 only. Further, within this sample, elevated levels of shame appear 

to coincide closely with heightened levels of bodily dissatisfaction and desires to conceal 

shameful aspects of oneself, as suggested by Wicker, Payne, and Morgan (1983). 

Given these findings, the question that emerges is why abuse that occurred both 

before mid after age 14 is so strongly related to these women's reporting of shame and 

body-image distress. One explanation involves the fact that the abuse appears to have 

occurred within two distinct time frames. Due to the limitations of the sexual abuse 

measure, it is not known if the abuse repeated itself both before and after age 14 or if the 

abuse occurred continuously throughout this time period. Previous research on how the 

duration of sexual abuse experiences relates to subsequent post-trauma symptomatology 

appears inconsistent. Several researchers examining this relationship report increased 

emotional trauma symptoms in individuals reporting more frequent abuse experiences 

(Feinauer, Mitchell, Harper, & Dane, 1996) and longer interval abuse periods (Binder, 
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McNiel, & Goldstone, 1996). However, other researchers suggest that there is no 

significant relationship between relative duration of abuse experience and subsequent 

symptomatology (Mennen & Meadow, 1995) and psychopathology (Lange, Kooiman, 

Huberts, & van Oostendorp, 1995). Nonetheless, these researchers do not address the 

specific subsequent symptomatology of shame and body disparagement addressed in 

these analyses and additional research addressing the beginning and ending periods and 

duration of the abuse experience is needed to support this explanation. 

A second explanation concerns the fact that the sexual abuse may be coinciding 

with other stressful life events to increase women's risk of experiencing disparaging 

feelings about their bodies. For contemporary girls, the time period around age 14 is an 

integral period of development. Previous literature suggests that traumatic experiences 

occurring during the fundamental stages of pubertal development and self-concept 

formation may be more detrimental to a young female's acceptance of her body 

(Kearney-Cooke & Striegel-Moore, 1994; Striegel-Moore, et al., 1986). Further, Striegel-

Moore, Silberstein, and Rodin (1986) argue that societal messages concerning idealized 

beauty and attractiveness can be particularly damaging to adolescent females during this 

developmental period. Pubertal development is a time of emerging sexuality, and with the 

development of external sexual characteristics many women are beginning to date and 

may feel pressure to become involved sexually. Gralen, Levine, Smolak, and Murnen 

(1990) report that females become more concerned with abstract concepts such as body 

image, body ideal, and current body shape beginning in the 9th grade, around the time of 

puberty for many girls. 
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The synchronous events model presented by Levine and Smolak (1992) addresses 

many of the pressures and influences experienced by girls during pubertal development. 

These authors suggest that the onset of menstruation combined with stressors of bodily 

changes (e.g., increase in body weight, development of secondary sex characteristics), 

beginning dating, and academic challenges associated with moving to high school, can be 

particularly difficult when they all occur during the same year. Sexual abuse experiences 

that occur during this timeframe or co-occur with one of these other stressors may be 

particularly traumatic. 

Unfortunately, the current study was unable to examine the experience of sexual 

abuse in relation to puberty because of how the sexual abuse questions were asked, 

before or after age 14. Therefore, it is not known where the traumatic sexual event 

occurred in relation to puberty. Based on the previous research cited here, the 

synchronous events model appears to be the stronger explanation for the finding that 

women reporting abuse before and after age 14 exhibit more distress in relation to their 

bodies, however, additional research is obviously warranted. Future research should 

include more specific inquiry about sexual abuse experiences occurring during specific 

stages of pubertal development, including whether sexual violations occurred before or 

after onset of menarche or external sexual development and whether experiences 

occurred before or after an individual's first consensual sexual experience, might provide 

more specific information regarding the perceived severity of sexual violations during 

specific developmental milestones. 
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These suggestions are consistent with Smolak, Levine, and Gralen (1993) who 

suggest that future research should include synchronous normative developmental events 

compared with non-normative stressors. Specifically, unwanted sexual abuse experiences 

occurring during normative adjustment periods may compound the experienced stress. 

Further evaluation of sexual abuse experiences in relation to developmental and external 

stressors (onset of menarche, significant school transitions, and dating activity) might 

better determine the role unwanted experiences play in the evolution of particular body 

attitudes. 

Hypothesis 2 

The findings from this study support the second hypothesis as well, which posited 

that individuals who have experienced previous sexual abuse would indicate more 

disturbed eating patterns than individuals without the sexual abuse experience. Results 

indicated that those women with a history of sexual abuse reported greater concern for 

dieting, greater fluctuation in body weight, and increased levels of binge eating. When 

participants were grouped by severity level of disturbed eating, those women qualifying 

for eating disorder diagnoses also indicated higher levels of sexual abuse trauma when 

compared with individuals exhibiting sub-threshold eating disorder symptomatology. 

These findings support research (Waller, Everill, & Calam, 1994) that suggests a 

substantial connection between severity of abuse experience and severity of eating 

pathology. 

Although many of the individual components of the model of eating disorder 

etiology outlined by Kearney-Cooke and Striegel-Moore are supported in previous 
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literature, the current study appears to be the first to examine the hypothesized 

components of the model using discriminant function analysis. This approach allows the 

researcher to determine if the linear combination of these particular variables can reliably 

classify individuals into specific diagnostic groups. Although no temporal inferences can 

be made concerning the development of bodily shame and dissatisfaction after the 

occurrence of sexual violation(s), results suggested that the combined examination of 

negative feelings about one's overall appearance, excessive importance placed on 

appearance, and shameful feelings about one's body may differentiate asymptomatic and 

eating disordered females from the more predominant symptomatic group. The ability of 

these combined factors to differentiate asymptomatic and eating disordered individuals is 

somewhat diminished by the uneven group sizes for these diagnostic categories. 

Although results revealed a significant difference in reported level of abuse 

experienced by women endorsing disordered eating and women endorsing sub-threshold 

symptomatology, abuse levels in women exhibiting no eating disorder symptoms did not 

differ from these two groups. These findings are surprising given the more visible 

differences in mean scores between the eating disordered and asymptomatic QEDD 

groups, and may be due to the smaller membership representation in these two groups. 

Further, levels of specific disturbed eating patterns such as restrictive eating, fluctuation 

in weight, and binge eating were significantly higher in individuals reporting sexual 

abuse histories. When these findings are viewed together, there appears to be a 

relationship between sexual abuse experiences and eating disorder symptomatology. 

However, the relationship between the severity of disturbed eating patterns and sexual 
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abuse histories appears to be more meaningful in relation to the presence of bodily shame 

and bodily dissatisfaction/ disparagement, and these bodily components appear to be 

more significantly related to increased levels of eating pathology. 

Specifically, through regression analysis, the components of the developmental 

framework provided by Kearney-Cooke and Striegel-Moore (1994) were evaluated for 

their relative contribution to the presence of restrictive and binge eating patterns. 

Increases in restrictive eating patterns were primarily related to negative feelings about 

one's body, bodily dissatisfaction, and excessive investment in external appearance when 

considered in conjunction with all other variables. Body mass index, childhood sexual 

abuse experiences, and bodily shame and guilt were also related to restrictive eating 

patterns; however, these variables did not contribute significantly to the variance 

accounted for by negative bodily feelings, bodily dissatisfaction, and excessive 

investment in external appearance. Further, increases in weight fluctuation patterns were 

primarily related to body mass index and intensive negative feelings about one's body 

when considered in conjunction with all other variables. Childhood sexual abuse 

experiences, bodily shame and guilt, bodily dissatisfaction, and excessive investment in 

external appearance were also related to weight fluctuation patterns; however, these 

variables did not contribute significantly to the variance accounted for by body mass 

index and negative bodily feelings. In addition, binge eating patterns were primarily 

related to negative feelings about one's body, bodily dissatisfaction, and excessive 

investment in external appearance when considered in conjunction with all other 

variables. Body mass index, childhood sexual abuse experiences, and bodily shame and 
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guilt were also related to binge eating patterns but failed to account for additional 

variance when considered simultaneously with the other variables. 

Although body mass was highly related to increased levels of disturbed eating, the 

relationships between disturbed eating patterns and bodily shame and disparagement 

persist independent of participants' individual body mass indices. Of the components 

outlined by Kearney-Cooke and Striegel-Moore body mass index, intensive negative 

feelings about one's body, bodily dissatisfaction, and excessive investment in external 

appearance appear most strongly related to particular eating patterns in abused 

individuals. 

Several researchers provide support for the association between eating pathology 

and both sexual abuse histories and body image disparagement (Wheeler & Schmitz, 

1992; Smolak, Levine, & Sullins, 1990). However, existing research has not typically 

addressed reasons why specific abused individuals might develop disturbed eating 

patterns and why other abused individuals might develop more healthful bodily attitudes 

and eating patterns. The framework provided by Kearney-Cooke and Striegel-Moore 

(1994) appears to outline more precisely what attributions and specific bodily attitudes 

and beliefs might be present in those sexually abused individuals who later develop 

disordered eating. The findings presented here indicate that the attitudinal and bodily 

components outlined by Kearney-Cooke and Striegel-Moore may contribute to an 

increased understanding of the evolution of disturbed eating patterns following unwanted 

sexual abuse experiences. 

Limitations 
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Although the significant relationship between previous sexual abuse experiences 

and the developmental components outlined by Kearney-Cooke and Striegel-Moore 

(1994) presented here suggest support for the hypothesized link between the sexual abuse 

experiences and the development of disordered eating, several factors limit the 

generalizability of these findings. The correlational design of the present study prevents 

the researcher from determining the actual sequence of development of bodily shame and 

disparagement in relation to sexual abuse experiences and specific eating disorder 

symptomatology. Given the limitations of the correlational design and the inability to 

assign participants to a priori conditions, the results presented here can not be utilized to 

predict subsequent cases of disordered eating. However, this study represents an 

important first step towards evaluating the development of specific bodily attitudes and 

beliefs and disturbed eating patterns in individuals who have experienced previous sexual 

violations. 

Further, the concurrent design limits the predictive nature of the findings. 

Information obtained through retrospective self-report is often influenced by experiences 

or knowledge gained since the time of the reported experience and it is not possible for 

participants to report previous events or feeling states in an impartial way. In addition, 

although female university students' evidence excessive eating disorder symptomatology, 

their responses may not be representative of females in the general population and any 

prevalence information gathered from this population is likely limited to similar female 

undergraduate populations. Despite the limited generalizability of these findings, 

information gleaned from this particular population regarding prevalence of unwanted 
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sexual violations and disturbed eating patterns provides an increased awareness of the 

pervasiveness of these difficulties among them. 

Finally, the impersonal nature of group administrations of self-report measures 

may somehow influence the quality of participants' responses concerning sexual abuse 

experiences. Previous research indicates a higher disclosure rate in more personal one-on-

one interview sessions (Peters, Wyatt, & Finkelhor, 1986). The predominance of 

participants reporting sexual abuse experiences does not appear to suggest that the use of 

self-report measures resulted in underreporting of abuse incidences in this case; however, 

individual interviews with each respondent would have allowed the researcher to partial 

out incest, date rape, and other specific forms of sexual victimization. 

Future Research 

Future research in this area might include a longitudinal study targeting pre-

adolescent females. Evaluating pre-adolescent girls' levels of bodily satisfaction and 

shame as they begin to develop physically, and during and after puberty, might provide 

the researcher with further insight into the evolution of disparaging attitudes in 

developing females. In addition, establishing baseline levels of body satisfaction, bodily 

shame, and eating patterns, in pre-adolescent and adolescent girls would allow 

researchers to make comparisons with satisfaction and shame levels in 

victimized/traumatized girls. Thorough evaluations of the specific changes that occur in 

female bodily attitudes immediately following abusive and traumatic experiences would 

allow clinicians and practitioners to target these attitudes in their treatment of victimized 

clients. 
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Given the substantial prevalence rates of childhood sexual abuse (Bagley, 1991; 

Finkelhor, Hoteling, Lewis, & Smith, 1990), longitudinal research examining a large 

sample of pre- and post-adolescent females would likely permit researchers to examine 

any changes in bodily attitudes/appraisal and eating patterns associated with sexual abuse 

experiences. An extensive longitudinal sample might provide researchers with further 

insight into the specific risk factors which make particular abused females more 

susceptible to the development of disordered eating. 

Further examination of the female college population would also be worthwhile. 

One possibility for future research might include further modification of the sexual abuse 

questionnaire originally created by Bagley (1990). The results suggest that in determining 

the detrimental effects of abuse experiences, determining if abuse occurred at all and 

whether the abuse occurred before and after age 14 would be important. Therefore, 

division of response categories to reflect presence or absence of abuse during key 

developmental periods might better reflect the detrimental effects of abuse occurring at 

specific age periods. For example, division of response periods into pre-pubertal, 

pubertal, and post-pubertal development would provide more discriminating evidence for 

the effects of traumatic sexual abuse experiences occurring during these particular 

developmental periods. 

Clinical Implications 

The findings presented here suggest several important clinical implications as 

well. Specifically, these findings suggest that there is a high prevalence of abuse and 

eating disorder symptomatology in young college females. Women in this same age 
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range who seek therapy may have these problems as well and counselors need to be 

aware of the difficulties more typically experienced by young females in order to 

accurately assess them. 

Further, the heightened levels of bodily shame and body disparagement/ 

dissatisfaction exhibited by abused women further support our understanding of the 

psychological sequelae of sexual trauma in women. Therefore, women who seek 

assistance for sexual abuse experiences are likely dealing with the issues of shame, guilt, 

and body disparagement and care providers may need to attend to these issues in their 

treatment. Interventions might be implemented that target these specific risk factors and 

prevent them from developing into more severe forms of disturbed eating. 

Kearney-Cooke and Striegel-Moore (1994) outline the importance of a genuine 

therapeutic approach focused on making an empathic connection with the client 

following her traumatic experience. These authors suggest that working through the 

abusive event and the feelings of shame are important steps towards preventing future 

victimizations. Further, interventions targeting the victim's focus on her body 

immediately following an abuse experience, regardless of age of occurrence, might help 

to prevent further development of shameful and disparaging bodily attitudes. Specifically, 

cognitive-behavioral approaches, such as cognitive restructuring, might be useful in 

helping clients challenge problematic and disparaging thoughts about their bodies 

(Wilson, Fairburn, & Agras, 1997). In addition, addressing pubertal and sexual 

development through group based psychotherapy might provide sexual abuse survivors 

with more realistic perceptions of the role their bodies play in sexual victimizations. 
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Finally, women presenting with disordered eating or related symptomatology may 

also have been previously sexually abused. It seems important for clinicians and other 

mental health care providers to be aware of the heightened prevalence of previous sexual 

abuse in this population in order to ensure comprehensive assessment and appropriate 

treatment of any previous abuse experiences. 



APPENDIX A 

MEASURES 
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Questionnaire for Eating Disorder Diagnoses (QEDD) 
Please complete the following questions as honestly as possible. 

Sex: 1) male 2) female 
Age: 
School Status: 1) college freshman 

2) college sophomore 
3) college junior 
4) college senior 

Race/ Ethnicity: 1) Caucasian/ White 
2) African-American/ Black 
3) American Indian 
4) Asian American/ Pacific Islander 
5) Other: (specify) 

Present height: feet inches 
Present weight: pounds 

My body frame is: 1) small 2) medium 3) large 
I would like to weigh pounds. 

1. Do you experience recurrent episodes of binge eating, meaning 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 
a similar time period? 

1) YES 2) NO 

If YES: Continue to answer the following questions. 
If NO: Skip to Question #4 (on the next page). 

2. Do you have a sense of lack of control during the binge eating episodes (i.e., the feeling that you 
cannot stop eating or control what or how much you are eating)? 

1) YES 2) NO 

3. Circle the answers within the two sets of parentheses below that best fit for you: 

On the average, I have had ( 1 , 2 , 3 , 4 , 5 , 6 or more) binge eating episodes a WEEK for at 
least 
(1 month, 2 months, 3 months, 4 months, 5 months, 6-12 months, more than one year). 

4. Please circle the appropriate responses below concerning things you may do to prevent 
weight gain. If you circle YES to any question, please indicate how often on average you do 
this and how long you have been doing this. 

a) Do you make yourself vomit? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 
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b) Do you take laxatives? 1)YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1) 1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

c) Do you take diuretics (water pills)? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

d) Do you fast (skip food for 24 hours)? 1) YES 2)NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1) 1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

e) Do you chew food but spit it out? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

f) Do you give yourself an enema? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

g) Do you take appetite control pills? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

h) Do you diet strictly? 1) YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

i) Do you exercise a lot? 1)YES 2) NO 
How often do you do this? 
1) Daily 2) Twice/ Week 3) Once/ Week 4) Once/ Month 
How long have you been doing this? 
1)1 month 2) 2 months 3) 3 months 4) 4 months 5) 5-11 months 6) more than one year 

If you answered YES to "exercise a lot," please answer Questions #5a, 5b, and 5c on the next 
page. 
If you answered NO to "exercise a lot," skip to Question #6. 
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I 

exercise, e.g., jog, swim) for an average of 
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(types of 
hours at a time. 

5 b. My exercise sometimes significantly interferes with important activities. 
1) YES 2) NO 

5 c. I exercise despite injnry and/ or medical complications. 
1) YES 2) NO 

For the following questions, circle the response that best reflects your answer: 

6. Does you weight and/ or body shape influence how you feel about yourself? 

1 
Not at all 

2 
A Little A Moderate 

Amount 
Very Much Extremely or 

Completely 

7. How afraid are you of becoming fat? 

1 
Not at all 
Afraid 

2 
A Little 
Afraid 

Moderately 
Afraid 

Very Much 
Afraid 

Intensely 
Afraid 

8. How afraid are you of gaining weight? 

1 
Not at all 

Afraid 

2 
A Little 
Afraid 

Moderately 
Afraid 

9. Do you consider yourself to be: 

Very Much 
Afraid 

Intensely 
Afraid 

1 2 
Grossly Moderately 
Obese Obese 

Overweight 
4 
Normal 

Weight 

5 
Low 

Weight 

6 
Severely 

Underweight 

10. Certain parts of my body (e.g., my abdomen, buttocks, thighs) are too fat. 
1) YES " 2) NO 

11. I feel fat all over. 
1) YES 2) NO 

12. I believe that how little I weigh is a serious problem. 
1) YES 2) NO 

13.1 have missed at least 3 consecutive menstrual cycles (not including those missed during 
a pregnancy). 

1) YES 2) NO 
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SAQ 
Circle for both as child and as adult: 
L Has anyone ever exposed the sex organs of their body to you when you did not want it? 

As a child (13 or younger) As an adolescent or adult (14 or overt 
0) Never 2) Two-three times 0) Never 2) Two-three times 
1) Once 3) Four or more times 1) Once 3) Four or more times 

2. Has anyone ever threatened to have sex with you when you did not want it? 
As a child (13 or younger) As an adolescent or adult (14 or overt 

0) Never 2) Two-three times 0) Never 2) Two-three times 
1) Once 3) Four or more times 1) Once 3) Four or more times 

3. Has anyone ever touched the sex organs of your body when you did not want this? 
As a child (13 or younger) As an adolescent or adult (14 or overt 

0) Never 2) Two-three times 0) Never 2) Two-three times 
1) Once 3) Four or more times 1) Once 3) Four or more times 

4. Has anyone ever made you touch the sex organs of their body when you did not want this? 
As a child (13 or younger) As an adolescent or adult (14 or overt 

0) Never 2) Two-three times 0) Never 2) Two-three times 
1) Once 3) Four or more times l)Once 3) Four or more times 

5. Has anyone ever forced you to have sex when you did not want this? 
As a child (13 or younger) As an adolescent or adult (14 or over) 

0) Never 2) Two-three times 0) Never 2) Two-three times 
1) Once 3) Four or more times 1) Once 3) Four or more times 

6. Have you had any other unwanted sexual experiences not mentioned above? 
As a chMd (13 or younger) As an adolescent or adult (14 or over) 

0) Never 2) Two-three times 0) Never 2) Two-three times 
1 1) Once 3) Four or more times l)Once 3) Four or more times 
2 
3 Please specify: 
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CTQ 
1 2 3 4 5 

NEVER RARELY SOMETIMES OFTEN VERY OFTEN 
TRUE TRUE TRUE TRUE TRUE 

1. When I was growing up, I believe I was sexually abused. 
1 2 3 4 5 

2. When I was growing up, someone molested me. 
1 2 3 4 5 

3. When I was growing up, someone tried to make me do sexual things or watch sexual things. 
1 2 3 4 5 

4. When I was growing up, someone tried to touch me in a sexual way or tried to make me 
touch them. 1 2 3 4 5 

5. When I was growing up, someone threatened to hurt me or tell lies about me unless I did 
something sexual with them. 1 2 3 4 5 

Childhood Trauma Questionnaire. Copyright © 1998 by The Psychological Corporation. 
Reproduced by permission. All rights reserved. 
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RRS 
1. How often are you dieting? 
1) never 3) sometimes 
2) rarely 4) often 

5) always 

2. What is the maximum amount of weight (in 
pounds) that you have ever lost within one month? 

1) 0-4 3) 10-14 
2) 5-9 4) 15-19 

5) 20+ 

6. Do you eat sensibly in front of others 
and splurge alone? 

1) never 3) often 
2) rarely 4) always 

7. Do you give too much time and 
thought to food? 

1) never 3) often 
2) rarely 4) always 

3. What is your maximum weight gain within a week? 
1) 0-1 3) 2.1-3 
2) 1.1-2 4) 3.1-5 

5) 5.1+ 

4. In a typical week, how much does your weight 
fluctuate? 

1) 0-1 3) 2.1-3 
2) 1.1-2 4) 3.1-5 

5) 5.1+ 

5. Would a weight fluctuation of 5 lb. affect the 
way you live your life? 

1) not at all 3) moderately 
2) slightly 4) very much 

8. 

1) 
2) 

9. 

Do you have feelings of guilt after 
overeating? 

never 3) often 
rarely 4) always 

How conscious are you of what you 
are eating? 

1) not at all 3) moderately 
2) slightly 4) extremely 

10. How many pounds over your desired 
weight were you at your maximum 
weight? 

1) 0-1 3) 6-10 
2) 1-5 4) 11-20 

5) 21+ 
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BS 

1. How often do you binge eat? 
1) seldom 3) once a week 
2) once or twice a month 4) almost every day 

2. What is the average length of a binge 
eating episode? 

1) less than 15 minutes 3) one hour to four hours 
2) 15 minutes to one hour 4) more than four hours 

3. Which of the following statements best 
applies to your binge eating? 

1) I eat until I have had enough to satisfy me 
2) I eat until my stomach feels full 
3) I eat until my stomach is painfully full 
4) I eat until I can't eat anymore 

4. Do you ever vomit after a binge? 
1) never 3) usually 
2) sometimes 4) always 

5. Which of the following best applies to your 
eating behavior when binge eating? 

1) I eat more slowly than usual 
2) I eat about the same as I usually do 
3) I eat very rapidly 

6. How much are you concerned about your 
binge eating? 

1) not bothered at all 3)moderately bothered 
2) bothers me a little 4) a major concern 

7. Which best describes your feelings during a 
binge? 
1)1 feel that I could control the eating if I chose 
2) I feel that I have at least some control 
3) I feel completely out of control 

8. Which of the following describes your feelings 
after a binge? 

1) I feel fairly neutral, not too concerned 
2) I am moderately upset 
3) I hate myself 

9. Which most accurately describes your feelings 
after a binge? 

1) not depressed at all 3) moderately depressed 
2) mildly depressed 4) very depressed 
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BSQ 
We would like to know how you have been feeling about your appearance over the PAST FOUR 
WEEKS. Please read each question and circle the appropriate number to the right. Please answer all 
questions. 

1 2 3 4 5 6 
NEVER RARELY SOMETIMES OFTEN VERY ALWAYS 

OFTEN 
OVER THE PAST FOUR WEEKS. 

1. Has feeling bored made you brood about your shape? 
1 2 3 4 5 6 

2. Have you thought your thighs, hips, or bottom are too large for the rest of you? 
1 2 3 4 5 6 

3. Have you worried about your flesh not being firm enough? 
1 2 3 4 5 6 

4. Have you felt so bad about your shape that you have cried? 
1 2 3 4 5 6 

5. Have you avoided running because your flesh might wobble? 
1 2 3 4 5 6 

6. Has being with thin women made you feel self-conscious about your shape? 
1 2 3 4 5 6 

7. Have you worried about your thighs spreading out when sitting down? 
1 2 3 4 5 6 

8. Has eating even a small amount of food made you feel fat? 
1 2 3 4 5 6 

9. Have you avoided wearing clothes which make you particularly aware of the shape of your body? 
1 2 3 4 5 6 

10. Has eating sweets, cakes, or other high calorie food made you feel fat? 
1 2 3 4 5 6 

11. Have you felt ashamed of your body? 1 2 3 4 5 6 

12. Has worry about your shape made you diet? 1 2 3 4 5 6 

13. Have you felt happiest about your shape when your stomach has been empty (e.g., in the morning)? 
1 2 3 4 5 6 

14. Have you felt that it is not fair that other women are thinner that you? 
1 2 3 4 5 6 

15. Have you worried about your flesh being dimply? 1 2 3 4 5 6 

16. Has worry about your shape made you feel you ought to exercise? 
1 2 3 4 5 6 
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MBSRQ 
The following page contains a series of statements about how people might think, feel, or behave. You are 
asked to indicate the extent to which each statement pertains to you personally. Read each statement 
carefully and decide how it pertains to you personally. Using a scale like the one below, circle the number 
of your answer to the left of each statement. There are no right or wrong answers. Just give the answer that 
is most accurate for you. Remember, your responses are anonymous, so please be completely honest and 
answer all items. 

1 
Definitely 
Disagree 

2 
Mostly 
Disagree 

3 
Neither 
Agree Nor 
Disagree 

4 
Mostly 
Agree 

Definitely 
Agree 

1. Before going out in public, I 1 2 3 4 5 
always notice how I look. 

2. I am careful to buy clothes that 1 2 3 4 5 
will make me look my best. 

3. My body is sexually appealing. 1 2 3 4 5 

4. I like my looks just the way 1 2 3 4 5 
they are. 

5. I check my appearance in a 1 2 3 4 5 
mirror whenever I can. 

6. Before going out, I usually spend 1 2 3 4 5 
a lot of time getting ready. 

7. Most people would consider me 1 2 3 4 5 
good looking. 

8. It is important that I always 1 2 3 4 5 
look good. 

9. I use very few grooming products. 1 2 3 4 5 

10.1 like the way I look without my 1 2 3 4 5 
clothes on. 

11.1 am self-conscious if my 1 2 3 4 5 
grooming isn't right. 

12.1 usually wear whatever is handy 1 2 3 4 5 
without caring how it looks. 

13.1 like the way my clothes fit me. 1 2 3 4 5 

14.1 don't care what people think 1 2 3 4 5 
about my appearance. 

15.1 take special care with my hair 1 2 3 4 5 
grooming. 

16.1 dislike my physique. 1 2 3 4 5 

17.1 am physically unattractive. 1 2 3 4 5 

18. I never think about my 1 2 3 4 5 
appearance. 

19.1 am always trying to improve my 1 2 3 4 5 
physical appearance. 
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THE SIBID 
At various times and in various situations, people may experience negative feelings about their 

own physical appearance. Such feelings include feelings of unattractiveness, physical self-consciousness, 
or dissatisfaction with one or more aspects of one's appearance. This questionnaire lists a number of 
situations and asks how often you have feelings about your appearance in each of these situations. 

Think about times when you have been in the situation and indicate how often you have had 
any negative feelings about your physical appearance in that situation. Use the 0 to 4 scale provided to 
indicate HOW OFTEN you have negative feelings about your physical appearance in each of the situations: 

J ) 1 2 3 4 
Never Sometimes Moderately Often Always or 

Often Almost Always 

There may be situations on the list that you have not been in or that you avoid. For these 
situations, simply indicate how often you believe you would experience negative feelings about your 
appearance if you were in the situation. 

HOW OFTEN? 
1. At social gatherings where I know few people 

2. When I look at myself in the mirror 

3. When I am the focus of social attention 

4. When people see me before I've "fixed myself up" 

5. When I am with attractive persons of my sex 

6. When I am with attractive persons of the other sex 

7. When someone looks at parts of my appearance that I dislike 

8. When I look at my nude body in the mirror 

9. When I am trying on new clothes at the store 

10. When I am exercising 

11. After I have eaten a full meal 

12. When people can see me from certain angles 

13. When I am wearing certain "revealing" clothes 

14. When I see attractive people on television or in magazines 

15. When someone compliments me on my appearance 

16. If I'm dressed differently than others at a social event 

17. When I get on the scale to weigh 

18. When I think someone has ignored or rejected me 

19. When anticipating or having sexual relations 

20. If my friend or partner doesn't notice when I'm "fixed up" 

21. When I'm already in a bad mood about something else 
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HOW OFTEN DO YOU HAVE NEGATIVE FEELINGS ABOUT YOUR APPEARANCE? 
0=Never, l=Sometimes, 2=ModeratelyOften, 3=Often,4=(Almost) Always 

22. When the topic of conversation pertains to appearance 

23. When I think about how I looked earlier in my life 

24. When I haven't exercised as much as usual 

25. When someone comments unfavorably on my appearance 

26. When my clothes don't fit just right 

27. When my partner sees me undressed 

28. When I see myself in a photograph or videotape 

29. When I think I have gained some weight 

30. When I think I have lost some weight 

31. When somebody else's appearance gets complimented and nothing is 

said about my appearance 

32. When I hear someone criticize another person's looks 

33. After I get a new haircut or hairstyle 

34. If my partner touches me in body areas that I dislike 

35. When I think about what I wish I looked like 

36. When I am not wearing any make-up 

37. When I recall any kidding or unkind things people have said about my appearance 

38. When I think about how I may look in the future 

39. When I have my photograph taken 

40. If my hair isn't fixed just right 

41. If my partner doesn't show sexual interest 

42. When I am with people who are talking about weight or dieting 

43. When I am with a certain person 
(Specify whom: 
44. At particular times of the day or evening 
(Specify when: ) 
45. During particular times of the month 
(Specify when: ) 
46. During particular seasons of the year 
(Specify when: ) 
47. During certain recreational activities 
(Specify which: ) 
48. When I eat certain foods 
(Specify which: ) 
49. Any other situation?_ 

50. Any other situation?_ 
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BPSS-R 

Below is a list of body parts. Please rate how satisfied you are, at this moment, with each body part 
according to the following scale. Remember, it is very important that you respond to all the items and that 
you answer them honestly as they apply to you. 

Extremely 
Dissatisfied 

Extremely 
Satisfied 

1. Height 1 2 3 4 5 6 

2. Weight 1 2 3 4 5 6 

3. Hair 1 2 3 4 5 6 

4. Complexion 1 2 3 4 5 6 

5. Overall Face 1 2 3 4 5 6 

6. Shoulders 1 2 3 4 5 6 

7. Arms 1 2 3 4 5 6 

8. Stomach 1 2 3 4 5 6 

9. Breasts 1 2 3 4 5 6 

10. Buttocks 1 2 3 4 5 6 

11. Hips 1 2 3 4 5 6 

12. Upper Thighs 1 2 3 4 5 6 

13. Lower Legs 
(Calves) 1 2 3 4 5 6 

14. General Muscle 
Tone 1 2 3 4 5 6 

15. Overall Satisfaction 
with size and shape 
ofbody 1 2 3 4 5 6 
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SHAME = HUMILIATION, CONCEALMENT, AND SELF-CONSCIOUSNESS 

Guilt = Subjective sense of wrong doing 

1 2 3 4 5 
Definitely Mostly Neither Mostly Definitely 
Disagree Disagree Agree Nor Agree Agree 

Disagree 

1. I feel ashamed of my body or some part of it. 
1 2 3 4 5 

Describe your earliest memory of feeling shame about your body: 
2. How old were you the first time you felt shame about your body? 

3. What were the circumstances? 

4. From the time you started to feel shame, how long did you go on feeling shame about 
your body? 

5. I feel ashamed about exposing specific body parts. 
1 2 3 4 

6. I feel ashamed when others comment on my body parts. 
1 2 3 4 

7. I try to hide my body because I am ashamed of it. 
1 2 3 4 

8. I feel guilty about my body. 
1 2 3 4 

9. I feel guilty about aspects of my physical appearance. 
1 2 3 4 
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Table 1 

Mean Demographic Variables of Women Reporting Previous Sexual Abuse (n = 185) 
vs. Women Reporting No Abuse (n= 111) 

Abused Not Abused 

Variable M SD M SD F g 

Age 21.57 5.70 20.44 4.14 3.292 .071 

BMI 23.26 4.42 22.12 3.47 5.426 .021 

Ideal 

Weight 124.80 16.38 122.78 14.22 1.159 .282 

Note. BMI = Body Mass Index (kg/m2); Ideal Weight = pounds. 
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Table 2 

Mean Body Measure Scores of Women Reporting Previous Sexual Abuse fn = 199 ) 
vs. Women Reporting No Abuse (n= 119) 

Abused Not Abused 

Measure M SD M SD F E 

Shame 18.95 6.38 16.91 5.79 8.27 .004 

MBSRQ- 3.09 .83 3.14 .82 .33 .565 
AE 

MBSRQ- 3.61 .63 3.60 .59 .00 .984 
AO 

SIBID 1.99 .97 1.71 .94 6.16 .014 
Note. Shame = measure of bodily shame (scores range from 1 [no shame] 
to 30 [extremely shameful]); MBSRQ-AE = Multidimensional Body-Self Relations 
Questionnaire- Appearance Evaluation (measure of overall satisfaction with appearance, 
scores range from 1 [negative/dissatisfied] to 5 [positive/satisfied]); MBRSQ-AO = 
Multidimensional Body-Self Relations Questionnaire- Appearance Orientation (measure 
of importance and attention to appearance, scores range from 1 [unimportant] to 5 
[important]); SIBID = Situational Inventory of Body Image Dysphoria (level of negative 
feelings felt about body in a given circumstance, scores range from 0 [none] to 4 
[pervasive negative feelings]). 
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Table 3 

Mean Body Measure Scores for Participants Based on Reported Onset of First Abuse 
Experience 

No 
Abuse8 

Abuse Before 
Age 14 Onlvb 

Abuse At or 
After Age 14° 

Abuse Before/ 
After Age 14d 

Measure M SD M SD M SD M SD F E 

SHAME 16.912 5.79 19.17u6.40 18.201'2 6.61 20.401 5.84 3.88 .010 

MBSRQ-AE 3.141'2.82 3.001'2 .91 3.241 .80 2.802 .78 3.36 .019 

MBSRQ-AO 3.61 .59 3.73 .59 3.60 .66 3.51 .63 .75 .522 

SIBID 1.712 .94 1.891'2 1.09 1.901'2 .96 2.231 .88 3.27 .022 
Note. Shame = measure of bodily shame (scores range from 1 [no shame] 
to 30 [extremely shameful]); MBSRQ-AE = Multidimensional Body-Self Relations 
Questionnaire- Appearance Evaluation (measure of overall satisfaction with appearance, 
scores range from 1 [negative/dissatisfied] to 5 [positive/satisfied]); MBRSQ-AO = 
Multidimensional Body-Self Relations Questionnaire- Appearance Orientation (measure 
of importance and attention to appearance, scores range from 1 [unimportant] to 5 
[important]); SIBID = Situational Inventory of Body Image Dysphoria (level of negative 
feelings felt about body in a given circumstance, scores range from 0 [none] to 4 
[pervasive negative feelings]). 
aNo Abuse n = 119. bAbuse before age 14 only n = 29. cAbuse at or after age 14 n = 108. 
dAbuse before and after age 14 n = 45. 
1 0 
' —mean scores that share common superscripts are not significantly different at 

p< .05. 
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Table 4 

Mean Eating Measure Scores of Women Reporting Previous Sexual Abuse (n = 194) 
vs. Women Reporting No Abuse (n = 116). 

Abused Not Abused 

Measure M SD M SD F p 

BS 

8.54 4.01 7.46 4.64 4.598 .033 

6.58 3.35 5.02 3.32 15.868 .000 

3.90 4.36 2.80 3.77 5.097 .016 
Note. RRS-CD = Revised Restraint Scale- Concern for Dieting (level of restrictive 
eating, scores range from 0 [never] to 19 [always]); RRS-WF = Revised Restraint Scale-
Weight Fluctuation (level of weight fluctuation, scores range from 0 [0-1 pounds] to 16 
[5+/20+ pounds]); BS = Binge Scale (frequency of binge eating, scores range from 0 
[never/seldom] to 23 [everyday/ major concern]). 
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Table 5 

Mean Eating Measure Scores for Participants Based on Reported Onset of First Abuse 
Experience 

No Abuse Before Abuse At or Abuse Before/ 
Abuse3 Age 14 Onlvb After Aee 14° After Aee 14d 

Measure M SD M SD M SD M SD F E 

RRS-CD 7.46 4.64 9.25 4.89 8.34 3.99 8.86 3.29 2.09 .102 

RRS-WF 5.022 3.31 6.431,2 3.59 6.541 3.30 7.091 3.32 5.97 .001 

BS 2.80 3.78 3.93 4.78 3.96 4.17 3.95 4.72 1.79 .149 

Note. RRS-CD = Revised Restraint Scale- Concern for Dieting (level of restrictive 
eating, scores range from 0 [never] to 19 [always]); RRS-WF = Revised Restraint Scale-
Weight Fluctuation (level of weight fluctuation, scores range from 0 [0-1 pounds] to 16 
[5+/20+ pounds]); BS = Binge Scale (frequency of binge eating, scores range from 0 
[never/seldom] to 23 [everyday/ major concern]). 
aNo Abuse n = 116. bAbuse before age 14 only n = 28. cAbuse at or after age 14 n = 106. 
dAbuse before and after age 14 n = 43. 
1,2—mean scores that share common superscripts are not significantly different at 
g < .05. 
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Table 6 

Mean Sexual Abuse Scores of Women in Symptomatic (n = 2391 Asymptomatic 
(n = 61). and Eating Disordered (n = 25) QEDD Categories 

Eating Disordered Symptomatic Asymptomatic 

Measure M SD M SD M SD F g 

CTQ 9.561 7.44 7.152 4.41 7.071'2 4.59 3.032 .05 

Note. CTQ = Childhood Trauma Questionnaire; level of childhood sexual abuse, scores 
range from 5 (no abuse) to 25 (extensive abuse). 
12—mean scores that share common superscripts are not significantly different at g < .05. 
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Table 8 

Summary of Hierarchical Regression Analysis for Variables Predicting Revised Restraint 
Scale Concern for Dieting Factor Scores fN = 319) 

Variable B SEB P 

Step 1 
Constant 3.557 1.262 
Body Mass Index .202 .054 .205* 

Step 2 
Constant 3.067 1.285 
Body Mass Index .194 .054 .198* 
CTQ .090 .049 .102 

Step 3 
Constant .077 1.140 
Body Mass Index .063 .048 .064 
CTQ .031 .042 .035 
Shame .354 .033 .522* 

Step 4 
Constant 1.744 2.163 
Body Mass Index .055 .043 .056 
CTQ .021 .038 .024 
Shame .057 .046 .085 
SIBID 1.516 .316 .344* 
MBSRQ-AE -1.141 .358 -.220* 
MBSRQ-AO 1.284 .316 .186* 

Note. Body Mass Index = kg/m ; CTQ = Childhood Trauma Questionnaire (level of 
childhood sexual abuse, scores range from 5 [no abuse] to 25 [extensive abuse]); Shame 
= shame questionnaire (measure of bodily shame; scores range from 1 [no shame] to 30 
[extremely shameful]); SIBID = Situational Inventory of Body Image Dysphoria (level of 
negative feelings felt about body in a given circumstance, scores range from 0 [none] to 4 
[pervasive negative feelings]); MBSRQ-AE = Multidimensional Body-Self Relations 
Questionnaire- Appearance Evaluation (measure of overall satisfaction with appearance, 
scores range from 1 [negative/dissatisfied] to 5 [positive/satisfied]); MBRSQ-AO = 
Multidimensional Body-Self Relations Questionnaire- Appearance Orientation (measure 
of importance and attention to appearance, scores range from 1 [unimportant] to 5 
[important]). 
R2 = .042 for Step 1; AR2 = .01 for Step 2; AR2 = .249 for Step 3; 
AR2 = .155 for Step 4 (ps < .001 for all steps). 
*p < .05. 
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Table 9 

Summary of Hierarchical Regression Analysis for Variables Predicting Revised Restraint 
Scale Weight Fluctuation Factor Scores fN = 318) 

Variable B SEB P 

Step 1 
Constant -2.693 .883 
Body Mass Index .378 .038 .490* 

Step 2 
Constant -3.192 .894 
Body Mass Index .371 .038 .480* 
CTQ .091 .034 .130* 

Step 3 
Constant -4.479 .876 
Body Mass Index .313 .037 .406* 
CTQ .064 .033 .092 
Shame .153 .026 .289* 

Step 4 
Constant -2.626 1.837 
Body Mass Index .304 .037 .394* 
CTQ .056 .032 .080 
Shame .040 .039 .075 
SIBID .698 .271 .202* 
MBSRQ-AE -.384 .303 -.094 
MBSRQ-AO .099 .271 .018 

Note. Body Mass Index = kg/m ; CTQ = Childhood Trauma Questionnaire (level of 
childhood sexual abuse, scores range from 5 [no abuse] to 25 [extensive abuse]); Shame 
= shame questionnaire (measure of bodily shame; scores range from 1 [no shame] to 30 
[extremely shameful]); SIBID = Situational Inventory of Body Image Dysphoria (level of 
negative feelings felt about body in a given circumstance, scores range from 0 [none] to 4 
[pervasive negative feelings]); MBSRQ-AE = Multidimensional Body-Self Relations 
Questionnaire- Appearance Evaluation (measure of overall satisfaction with appearance, 
scores range from 1 [negative/dissatisfied] to 5 [positive/satisfied]); MBRSQ-AO = 
Multidimensional Body-Self Relations Questionnaire- Appearance Orientation (measure 
of importance and attention to appearance, scores range from 1 [unimportant] to 5 
[important]). 
R2 = .240 for Step 1; AR2 = .016 for Step 2; AR2 = .076 for Step 3; 
AR2 = .032 for Step 4 (ps < .01 for all steps). 
*p < .05. 
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Table 10 

Summary of Hierarchical Regression Analysis for Variables Predicting Binge Scale 
Scores (N = 324) 

Variable B SEB P 

Step 1 
Constant -1.269 1.243 
Body Mass Index .207 .053 .211* 

Step 2 
Constant -2.004 1.263 
Body Mass Index .199 .053 .203* 
CTQ .127 .048 .143* 

Step 3 
Constant -4.20 1.215 
Body Mass Index .108 .051 .110* 
CTQ .089 .045 .100* 
Shame .250 .035 .372* 

Step 4 
Constant -2.269 2.453 
Body Mass Index .097 .050 .099 
CTQ .079 .044 .089 
Shame .066 .052 .097 
SIBID .846 .358 .195* 
MBSRQ-AE -.837 .406 -.164* 
MBSRQ-AO .756 .365 .110* 

Note. Body Mass Index = kg/m ; CTQ = Childhood Trauma Questionnaire (level of 
childhood sexual abuse, scores range from 5 [no abuse] to 25 [extensive abuse]); Shame 
= shame questionnaire (measure of bodily shame; scores range from 1 [no shame] to 30 
[extremely shameful]); SIBID = Situational Inventory of Body Image Dysphoria (level of 
negative feelings felt about body in a given circumstance, scores range from 0 [none] to 4 
[pervasive negative feelings]); MBSRQ-AE = Multidimensional Body-Self Relations 
Questionnaire- Appearance Evaluation (measure of overall satisfaction with appearance, 
scores range from 1 [negative/dissatisfied] to 5 [positive/satisfied]); MBRSQ-AO = 
Multidimensional Body-Self Relations Questionnaire- Appearance Orientation (measure 
of importance and attention to appearance, scores range from 1 [unimportant] to 5 
[important]). 
R2 = .045 for Step 1; AR2 = .02 for Step 2; AR2 = .127 for Step 3; 
AR2 = .059 for Step 4 (gs < .01 for all steps). 
*2 < .05. 
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Table 11 

Means and Standard Deviations for the Combined Set of Independent Variables 
Examined in the Prediction of QEDD Asymptomatic (n = 61). Symptomatic (n = 236). 
and Eating Disordered (n = 25) Diagnostic Groups 

Asymptomatic Symptomatic Eating Disordered 
Variables M SD M SD M S D F g 

BMI 22.64 3.21 23.03 4.49 22.51 4.81 .32 .731 

CTQ 7.07 4.59 7.16 4.44 9.56 7.44 2.99 .052 

Shame 15.77a 6.42 18.42b 5.89 22.4C 6.10 11.24 .000 

SIBID 1.57a .95 1.90b .92 2.63° 1.08 11.34 .000 

MBSRQ-AE 3.34a .81 3.07a,b .81 2.72b .83 5.51 .004 

MBSRQ-AO 3.53b .55 3.59b .61 4.01a .67 6.23 .002 

Note. BMI= Body Mass Index; CTQ = Childhood Trauma Questionnaire (measure of 
childhood sexual abuse, scores range from 5 [no abuse] to 25 [extensive abuse]); SIBID = 
Situational Inventory of Body Image Dysphoria (level of negative feelings felt about 
body in given circumstance, scores range from 0 [none] to 4 [pervasive negative 
feelings]); MBSRQ-AE= Multidimensional Body-Self Relations Questionnaire-
Appearance Evaluation (overall satisfaction with appearance, scores range from 1 
[negative/dissatisfied] to 5 [positive/satisfied]); MBSRQ-AO = Multidimensional Body-
Self Relations Questionnaire- Appearance Orientation (importance of and attention to 
appearance, scores range from 1 [unimportant] to 5 [important]). 
a' c—mean scores that share common superscripts are not significantly different at 
g < .05. 
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Table 12 

Correlations Between Discriminating Variables and Standardized Canonical Discriminant 
Functions 

Variables 
Functions 

1 2 

SIBID .896* -.444 

Shame .615* -.353 

MBSRQ-AE -.555* .487 

MBSRQ-AO .647 .762* 

Body Mass Index .152 -.217* 

CTQ .064 -.187* 

Note. SIBID = Situational Inventory of Body Image Dysphoria; MBSRQ-AE = 
Multidimensional Body-Self Relations Questionnaire Appearance Evaluation Factor; 
MBSRQ-AO = Multidimensional Body-Self Relations Questionnaire Appearance 
Orientation Factor; CTQ = Childhood Trauma Questionnaire. 
* Largest correlation between each variable and any discriminant function. 
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Table 13 

Discriminant Function Analysis Predicted Group Membership Results 

Asymptomatic 

Predicted Group Membership 

Symptomatic Eating Disordered 
OEDD groups n % n % n % 

Asymptomatic 35 57.4 19 31.1 7 11.5 

Symptomatic 111 46.3 52 21.7 77 32.1 

Eating Disordered 4 16.0 3 12.0 18 72.0 

Note. 32.2% of original grouped cases correctly classified. 
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