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Much of the literature on Disordered Eating Behavizas examined their
relationship with different risk factors. Amongpte factors examined have been
perfectionism and stress. One form of perfectimniNegative Perfectionism, involves
the discrepancy or failure to meet high standandsaader. There is also support for the
relationship between Disordered Eating BehaviorRexteived Stress. One population
presumably affected by Negative Perfectionism agmdéived Stress is graduate students.
Yet, many of the existing studies on DisorderedrigaBehaviors have either focused on
or made primary use of individuals at the undergadetlevel and have neglected

graduate student populations. Thus, the currediystxamined Disordered Eating



Patterns within the graduate population, specifrdalcusing on Perceived Stress and
Negative Perfectionism.

Participants were 108 female, graduate-level stisdé&om two southern
universities. The current study proposed that Neg&erfectionism, as measured by the
Discrepancy Subscale of the Almost Perfect Scaksed (APS-R), would account for
significant variation in Disordered Eating Behasgicss measured by the three subscales
(Uncontrolled Eating-UE, Cognitive Restraint-CRddfmotional Eating-EE) of the
Three-Factor Eating Questionnaire (TFEQ-R21), alamaebeyond variance accounted
for by Perceived Stress, As measured by the Ped&wess Scale (PSS-10). Also, the
current study proposed that the PSS-10 would a¢dousignificant variation in
Disordered Eating Behaviors, as measured by tlee tubscales (UE, CR, and EE) of
the TFEQ-R21, above and beyond variance accouatdnyfNegative Perfectionism, as
measured by the Discrepancy Subscale of the APSdRres on the Discrepancy
Subscale accounted for a significant amount ofavene on the CR and EE Subscales,
above and beyond the variance accounted for bysaor the PSS-10, but not on the UE
Subscale. Scores on the PSS-10 predicted a sgmifamount of variance on the UE
and EE Subscales, above and beyond the varianoarded for by the Discrepancy

Subscale, but not on the CR Subscale.
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INTRODUCTION

Disordered Eating Behaviors present a pervasivelgma The problem is
becoming larger as its prevalence is increasingtfidas, 2001). Disordered Eating
Behaviors have been linked to an increase in dsage, misconduct, unhealthy sexual
behaviors, and suicidal attempts (Matthews). Mitazh to its link to risky behaviors,
Disordered Eating Behaviors can cause substarftiaigplogical damage that at times
can be fatal. Disordered Eating Behaviors typycaffect electrolytes, the cardiovascular
system, the gastrointestinal system, the endocsysiem, and the central nervous system
(Robert-McComb, 2001).

Given that Disordered Eating Behaviors present sugteat concern and danger,
there is an increased need for more research, wdhacial to prevention and
intervention. The existing literature has investegl the relationship between Disordered
Eating Behaviors and many factors (e.g., age, etigngender, and psychopathology).
Included among those factors that have been exanaireestress and perfectionism
(Harrington, Crowther, Payne Henrickson, & Mickels@006; Sassaroli et al., 2008).
For example, individuals who reported experiendiigh amounts of stress were more
likely to engage in disturbed eating practices timaividuals who did not. Crowther,
Sanftner, Bonifazi, and Shepherd (2001) found sh@ssed individuals were more likely
to exhibit disordered eating and to increase tteoric intake. Also, women with eating

disorders perceive their lives to be more stresbfuh women without eating disorders
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and believe that they are less capable of handliegt amounts of stress (Denisoff &
Endler, 2000; Harrington et al., 2006).

Perfectionism has also been connected to Disordestidg Behaviors. For
example, underweight women with Anorexia, when caragd to women with Anorexia
with their weight restored, obtained higher scanesneasurements of perfectionism
(Bastiani, Rao, Wetlzin, & Kaye, 1995). Furthermbigh levels of perfectionism have
been associated with Anorexia (Polivy & Herman,200Schwarz, Gairrett, Aruguete,
and Gold (2005) believe that perfectionism is amfeature of individuals with
Disordered Eating Behaviors. Some individualséwgithat the disagreement among
researchers regarding the importance of perfestoitems from the failure to
differentiate between the different types of pert@asm. These researchers distinguish
between positive perfectionism, or the possesdsi¢mgh standards and order, and
between Negative Perfectionism, or the inabilityrteet those high standards and order
(Slaney, Rice, Mobley, Trippi, & Ashby, 2001). Heeresearchers have found that there
is a positive relationship between Negative Peidacgm and Disordered Eating
Behaviors (Davis, 1997).

Many of the studies on Disordered Eating Behaviange looked at such
behaviors among adolescents and undergraduatdsagadot looked at these behaviors
among graduate students. If there are differebetseen graduate students and
undergraduates, this would raise the question ethdr these are two different
populations. If they are indeed different populas, it would be logical to extend the

existing research on Disordered Eating Behaviothéagyraduate student population. In



fact, graduate students have been described asamtm@omous, competitive,
intrinsically-motivated, and as more likely to pess an internal locus of control
(Gardner, 2008; Nordstrom & Segrist, 2009; VidleM&od 1981). Graduate school
requires that an individual be more proactive amtttpendent. Graduate students
typically are solely responsible for many decisitimet affect their personal and
professional lives, such as courses taken and émagement of a household (Fischer &
Zigmond, 1998).

Thus, it appears that there are differences betgesmtuate students and
undergraduates which indicate that it might be mwshile to examine Disordered Eating
Patterns among graduate students, and there isrmadhat Perceived Stress and
Negative Perfectionism may contribute to Disorddfating in general. Furthermore, it
seems plausible to argue that stress (whetherodile tdemands of conducting research,
increasing responsibilities, multiple roles as adgiate student, etc.) and perfectionism
(whether due to self selection, activated by ineegacompetitiveness with other high
achieving students, etc.) are likely present inlithess of many graduate students. Hence,
the current study examines the relationship betviZisardered Eating Behaviors and

Perceived Stress and Negative Perfectionism wittérgraduate student population.



LITERATURE REVIEW
There are two major types of eating disorders—Axiardlervosa and Bulimia Nervosa,
according to the Diagnostic and Statistical Marofa¥lental Disorders (DSM*2edition-
Text Revised) (American Psychiatric Association p4FP2000). Individuals who do not
meet the diagnostic requirements of the aforemeeatieating disorders may fall into a
third category of eating disorders known as anrigabisorder Not Otherwise Specified
(EDNOS) (APA). Some, who support the eating disobntinuum model, believe that
eating disturbances occur on a continuum, with abenating-related behaviors on one
end, and Disordered Eating Behavior on the oth&gees, Brown, & Warren, 2004;
Scarano & Kalodner-Martin, 1994; Williamson, Gleay& Stewart, 2005). Many of
these proponents further believe that there aremlons, based on symptoms, on which
these disturbances occur (Gleaves et al.; Willianetal.). For example, eating
disturbances might vary by severity of symptomslionensions of binge eating, fear of
fatness/compensatory behaviors, and drive for gaarfWilliamson et al., 2002). Based
on the previous example, individuals who receidgsgnosis of Bulimia Nervosa might
be expected to fall on the high end of the contindar the binge eating dimension, on
the high end of fear of the fatness/compensatonatiers dimension, and in the middle
to high range on drive for thinness. In contrastividuals with Anorexia Nervosa,
depending on their subtype (Restricting Type org@iiEating/Purging Type), might be

expected to fall on the high or low end of the leimgiting continuum, while falling on
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the high end of fear of fatness/compensatory belnswand on the high end of drive for
thinness (APA, 2000; Williamson et al.). This v&milar to what was found by
Williamson et al. (2002), although these reseachaind more support for organizing
such disturbances based on a latent taxon catagjorizof symptoms than for the use of
dimensionality, or the continuum model.

Although more is known about Anorexia and Bulintfee more common
Disordered Eating Patterns often observed in ogipigpsychotherapy settings fall under
the criteria for the diagnosis of EDNOS (APA, 200@Qompared to Anorexia Nervosa
and Bulimia Nervosa, less is known about these “N@$orders (Norring & Palmer,
2005).

Due to the fact that so little is known about thadditional disorders, individuals
may display related problematic eating behavioas ¢fo unnoticed or their consequences
may be minimized. However, these maladaptive dtmhalestructive behaviors are still
of concern. The current study is concerned witkliabrdered patterns of eating related
behaviors, including those that have been fornraitpgnized as eating disorders (i.e.,
Anorexia Nervosa and Bulimia Nervosa), as wellhmsé maladaptive eating-related
behaviors or thoughts of clinical concern that faimeet the criteria for a formal
diagnosis or which fall under the EDNOS diagnogi.of these disturbed eating-related
behaviors may be subsumed under the term “Discddeaging Behavior” (Mutterperl &
Sanderson, 2002; Trattner & Thompson, 2001). R@purpose of the current study,
unless otherwise indicated, all disturbed eatirttepas will be referred to hereafter as

Disordered Eating Behaviors or Disordered EatingePas.



Williamsons et al. (2002) separated participants §ix groups: Bulimia Nervosa,
Anorexia Nervosa, Eating Disorder Not OtherwisecHetl, Binge Eating Disorder,
Obesity, and normal-weight. These groups proviekful examples of different types of
Disordered Eating Behaviors. The following is aewiew of some of the literature
examining relationships between Disordered Eatielge®¥iors and other factors, ending
with an examination of the relationships betweerigotionism and stress and Disordered
Eating Behaviors.

Factors Related to Disordered Eating Behaviors

The literature on Disordered Eating Behaviors igesive. Much of the literature
is concerned with risk factors associated withdéeelopment of Disordered Eating
Behaviors as well as with particular populationsvimch eating disorders are most
prevalent. For example, among other risk factoms,self-esteem, emphasis on being
thin, unhealthy attempts at dieting, and preoccapatith size, shape, and appearance
have all been identified as risk factors for Anaagoobmeyer & Stein, 2003; Robert-
McComb, 200;). Desire to be accepted socially, folerance for and inability to deal
with conflict, difficulty articulating and gettingeeds met, deficiency in coping skills,
and increased levels of distress have been showa tactors that have been linked to
Bulimia (Miller, Schmidt, Vaillancourt, McDougal& Laliberte, 2006; Robert-
McComb). Similar risk factors have been associatithl Disordered Eating Behaviors
which meet the DSM-IV-TR description of Eating Dider Not Otherwise Specified
(Robert-McComb). Some of these factors and tledétionship to disordered eating are

discussed in detail below.



Age. The usual onset of Anorexia Nervosa is during heiddl late adolescence.
Bulimia Nervosa typically has an onset which ocausgng late adolescence and early
adulthood. Because eating disorders are most conamong adolescents and young
adults, much of the existing literature has focusedhese populations. However,
disorders may also occur within younger and oldger groups (Matthews, 2001; Michel,
2003; Vander Wal and Thelen, 2000). Even pre-dotiutdren seem to be cognizant of
differences in size and weight, tending to asseaiagative characteristics with being
overweight (Turnbull, Heaslip, & McLeod, 2000; VardNal and Thelen, 2000).

Younger individuals are not alone in exhibiting @dered Eating Patterns. In
addition to preadolescents and adolescents, adpitigtions have been found to exhibit
Disordered Eating Behaviors or to be at risk f& development of Disordered Eating
Behaviors later in life. In fact, elderly womenvieaalso been shown to engage in
bingeing and purging (Matthews, 2001; Michel, 200B) a separate study, Manejias-
Parke, Yager, and Apfeldorf (2008) examined a chse72 year-old man with an
EDNOS. Thus, it is important that more attentiengven to the study of Disordered
Eating Behaviors throughout different stages @& lif

Ethnicity and culture. Although originally thought to primarily affect Geasian
women, interest has grown in examining Disorderating Behaviors in other ethnic
groups. Some have proposed that White women are ataisk for developing an eating
disorder than women from other culture groups (Bndi®95). Individuals who have
subscribed to this view have stated that White woare more vulnerable to society’s

pressure and to society’s view of the thin bodidasl (Smith). It has been further



proposed that because African-American and Hispaoimen come from cultures that
place less importance on weight or being thin, dueyless likely to be affected (Smith).

In a study by DiGioacchino, Sargent, and Toppir@D@®, the role of ethnicity in
perceptions of ideal body was examined. Parti¢gpaere African-American and White
college students. The results revealed that Waiteles were more likely to possess a
distorted perception of their weight and were nlikaly to view a smaller weight and
size as desirable.

Gluck and Geliebter (2002) studied differences agrihite, African-American,
and Asian women in reference to perceptions ofaetnd ideal body as well as
Disordered Eating Patterns. White women'’s idealyldiffered greatly from their actual
body. The difference for the White women in thedstwas greater than for either of the
other two groups. African-American women’s ideatlp was larger than that of either
White or Asian women.

Although the results of many studies have indicated body dissatisfaction and
other Disordered Eating Behaviors occur less fratijyen minority females, researchers
now realize that all ethnic backgrounds are afktie Disordered Eating Behaviors
(Cummins, Simmons, & Zane, 2005). For example,déaWal (2004) completed a
cross-sectional study comparing overweight andebagrth and fifth-grade African-
American and Hispanic girls with normal weight gifftom the same ethnic backgrounds.
In contrast to what is typically found in reporfsstudies involving White youth and
young minorities, minority participants in this dyualso reported experiencing pressure
to lose weight. There are even some indicatioasgpecific Disordered Eating

Behaviors occur just as frequently in minority ggewas in groups of majority. For
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example, Smith (1995) reviewed studies which ingidahat Binge Eating Disorder
(BED) occurs in African-American women at ratesitamo that of White women.
Smith proposes that other ethnic minorities sucNas/e Americans and Hispanics are
susceptible as well. It is even believed that Bifgting Disorder (BED) occurs in
young African-Americans and Hispanics at a higlage than in White youth (Smith).

Further understanding regarding the prevalenceisifrbered Eating Behavior
among different cultural groups comes from stutias examine disordered eating in
non-Western populations. For example, Cummins. ¢2@05) reviewed studies on the
prevalence of Disordered Eating Behaviors amonfgreifiit Asian populations which
resided outside of Western countries and amongetAsgans which lived in Western
countries. The studies which examined the precal@h Disordered Eating Patterns in
Asians inside Western countries compared thesgithdils with other populations
residing inside the same Western countries.

Asian groups studied included individuals from Bgm, India, Japan, Hong
Kong, Singapore, and China. Results differed baseithe location of the Asian
population highlighted. Although the occurrenceal@ignosable eating disorders was
lower among Asian women in non-Western locatioims,dccurrence of eating disorder
symptoms among non-Western Asians was comparablegeater than the occurrence
in Asian populations of Western countries (Cumnanal., 2005).

When the prevalence of diagnosable eating disordasscompared between
Asian and White adolescents of Great Britain, dndysrevealed that Asian adolescents
were more likely to be diagnosed with bulimia. &lé&sian adolescents displayed either

comparable or exceedingly higher levels of sympttms White adolescents.
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In addition to adolescents, differences betweemiand White women from
Great Britain were examined. Although studies ade@ greater levels of restrained
eating in White women from Great Britain, as conagaio Asian women from Great
Britain, no studies were found that examined afffedinces between Asian and White
females from Great Britain in the prevalence ofydi@sable eating disorders (Cummins
et al., 2005).

Asian adolescents in the United States, compar&dhite adolescents in the
United States, produced scores greater on measiubesly dissatisfaction and
uncontrollable eating behaviors. For White andeAsvomen in the United States, the
majority of the studies reviewed concluded thateAsvomen had lower rates of
diagnosable disorders (Cummins et al., 2005). Heweome questions have been
raised about studies that have examined the presalaf eating disorders and/or
symptoms in non-Western populations such as inn&sf@ummins et al.). One of the
concerns is that some of the instruments usedllectaata might not be valid measures
of eating disorders in these populations. In aolditsome of the symptoms used to
diagnose individuals from Western countries maylb®generalizable or present
accurate information about the presence of theswdirs and symptoms in non-Western
populations (Cummins et al.).

Thus based on Cummins et al.’s (2005) review o¥iptes studies, it seemed that
White women from the United States and Asian adelets from Great Britain were
more likely to have diagnosable eating disordéysian women demonstrated greater
dissatisfaction with their bodies than White fersdf®m the United States (Cummins et

al.). Even though females from minority groups @egnosed with eating disorders less
10



often, they seem to be susceptible to undiagnossatdered Eating Behaviors.
Therefore, despite differences in susceptibilitgt eates of prevalence of specific
Disordered Eating Behaviors, all ethnic and culgnaips seem to be affected.

Gender. Although diagnosable eating disorders do not ostlarge rates within
the general population, as previously stated, toeiwence is increasing (Matthews,
2001). Eating disorders occur most often in femal€he prevalence of Anorexia
Nervosa within the female population is 0.5%. Phevalence of Bulimia Nervosa
among females is 1% - 3%. In fact, 90 percentses of persons with diagnosed
Anorexia and Bulimia are female (APA, 2000).

Some also believe that there is a relationship éetvsexual orientation, at least
for males, and Disordered Eating Behaviors (Mat$)e2001; Yelland & Tiggemann,
2003). Although females, as compared to malegjveanore pressure from society to
conform to an idealized thinness, there is indozathat gay males receive similar
pressures as heterosexual females to be thin amdessilt, also, possess low self-esteem
and dissatisfaction with their own bodies (Andersd95; Siever, 1994).

Siever found that gay males exhibited greater labslyatisfaction than lesbian
females, heterosexual males, and heterosexualdsmalthough in Siever’s study,
heterosexual females scored the highest on measiudessatisfaction, after accounting
for gay males, other studies found that even winempared to gay males, body
dissatisfaction and lowered self-esteem seem tadye pronounced in heterosexual
females (Yelland & Tiggermann, 2003). For exampiey study of gay men,

heterosexual men, and heterosexual women, loweemsamong females was observed
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(Yelland & Tiggermann). In fact, men were founchtmld higher body esteems than
females, regardless of sexual orientation (Yell&ndggemann).

In a study consisting of male body-builders an@voimen diagnosed with
Anorexia, researchers found that although bothggavere similar in the degree to
which they valued and obsessed over physical appearthe male body-builders were
more likely than the women with Anorexia to havghar self-worth (Davis & Scott-
Robertson, 2000).

In addition to lower body satisfaction and self-thpfemales tend to possess
more negative attitudes related to dieting and teigror example, Pefias-Lledd, Sancho,
and Walker found that females’ rationale for ex@avas motivated by negative factors,
such as fear of weight gain, more so than maleswdre more concerned with being in
good health.

Although there is a greater propensity for feméabesngage in disturbed eating
practices and to hold maladaptive attitudes sudimgnweight and size, males also suffer
from eating-related difficulties (APA, 2000). Theevalence of Anorexia Nervosa and
Bulimia Nervosa among males is about one-tenthatfamong females (Murnen &
Smolak, 1997). However, there is some evidenderéibes of eating disorders among
members in this population are rising (Matthew€)10

Differences between men and women, in relatiorréwgdence of Disordered
Eating Behaviors, may be due to the differencdsin eating disorders are exhibited
between males and femal€eBhe differences in presentation are in part dusotoetal
pressures. Whereas females receive social pressube thin, heterosexual males tend

to receive pressure to be larger in stature asassociated with strength and power
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(Matthews, 2001). Thus, males might engage in méigilding, instead of weight
decreasing behaviors as is common in females ([Fa@esott-Robertson, 2000). This
adherence to societal standards might be seenlgsaesadolescence for some males
(Smolak Murnen, & Thompson, 2005).

Also, differences exist between males and femalesk factors. One difference
is that males tend to exhibit eating disorderslatex age than females (Matthews, 2001).
In addition, it has been suggested that males ed@timg disorders might have the
following characteristics: being overweight as dd;Hdieting, involvement in sports or
professions that require low weight or thinnessl/anbeing gay (Matthews). In pointing
out psychologically-related factors associated waling disorders in adolescent males,
Ricciardelli and McCabe (2004) included perfectsonj a decreased sense of self-
esteem, a lack of trust in others, lack of self+@nass, and drug usage.

The pressure placed on males by society to obtadmaaintain a larger build can
also be seen in the results of the findings of, lRape, and Gray (2001). Leit et al. were
interested in how society’s opinion of the idealerfegure had evolved over the years.
Pictures of Playgirl male models from 1973 to 19&#e examined and compared.
These researchers observed that male models hewmbenore muscular and concluded
that society desires and encourages men to bemaseular (Leit, et al.).

In summary, although males and females seem terdiffprevalence, risk
factors, and presentation, both are susceptiilddordered Eating Patterns. It also
appears that heterosexual females and gay malkeiseesimilar pressure to adhere to
idealized thin body types, resulting in low bodyidfaction and self-esteem.

Heterosexual males also appear to receive presairef a different sort.
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Peer, family, and media influence. In a study by Lieberman, Gauvin, Bukowski,
and White (2001), the influence of peer-relateddecon body esteem and eating
behaviors in girls was examined. Lieberman andbsociates found that such peer-
related influences as teasing and the amount aevalaced on weight and shape were
related to participants’ views of their body anditliendencies to engage in problematic
eating behaviors.

Young, McFatter, and Clopton (2001) looked at hepexts of family
functioning, peer attitudes, and media exposulaentced eating behaviors and feelings
associated with their bodies. Media and peewdts were found to be related to an
increased probability of Disordered Eating Pattems beliefs (Young et al.).

In a study of elementary girls, Vander Wal and €hgR000) found that these
young girls’ low scores on measures of body est@ene shaped by parental and peer
influence. More specifically, girls’ perceptiohteasing by peers and parental urging to
control or lose weight were found to be correlatetth body dissatisfaction.

Stice, Presnell, and Spangler (2002) examinedfaistiors associated with binge
eating in girls, ages 13 to 17 years-old. In addito other factors (i.e., discontentment
with one’s body, greater body mass, increased padémportance of appearance,
negative emotion, depressive symptoms, and higindibehaviors), individuals’ view
of pressure to be thin, received from family, fdepand significant others, was shown to
increase susceptibility to binge eating. In additiDisordered Eating Behaviors of
family, friends, and significant others were alssaciated with an increased tendency to

binge eat (Stice et al.).

14



However, peer and family may also serve as positifi@ences as well. In
particular, family and peer can influence an indipal’'s development of good values
related to eating behaviors and attitudes and Isansarve as buffers. Social support is
thought to be essential in preventing, interverdgginst, and/or neutralizing the effects
of society’s pressure to adopt an idealized viewhefthin body (Stice & Whitenton,
2002). Furthermore, lack of social support is titduo be linked to problematic eating
behaviors and distorted body image (Gerner & P2@95; Stice & Whitenton, 2002).
More specifically, Stice and Whitenton (2002) foumdirect relationship between level
of peer support, distorted body image, and distuidsing behaviors. Mainly, as peer
support increased, distortions in body image deea

It appears that external influences, such as femily, and media all impact
individuals’ beliefs about their bodies and have ¢hpability of increasing or decreasing
susceptibility to Disordered Eating Behaviors. Wieaternal influences such as peers,
family, and media attribute increased importanceady image, individuals tend to have
lowered self-esteem, lowered body satisfaction,tarehgage in maladaptive eating
behaviors (Meno, Hannum, Espelage, & Low, 20082t tiese same external influences
can be instrumental in preventing and protectintividuals from the development of
disordered eating patterns.

Emotional and physiological factors. The roles of emotional and physiological
factors have received quite a bit of attentionrhBps, nowhere else is it more evident
that there are common ideas about a relationsiipeles eating and emotions than in the
frequently used phrase of “emotional eater”. Gitlecurrent increased availability of

dieting information and dieting advice, the relasbip between physiological cues and
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eating may also be recognized common knowledgé¢er Afl, it is not uncommon to hear
nutritional and diet professionals advise individua become more aware of their
physiological cues and to avoid eating when om®ishungry.

Vanderlinden, Dalle Grave, Vandereycken, and Noor{®2001) conducted a
study in which they examined factors related t@bieating patterns in females. The
results indicated that binge eating was associatibdemotional cues, such as boredom,
depression, and anxiety, and with physiologicak¢seach as sensations of hunger and
desire to eat sweets.

Alpers and Tuschen-Caffier (2001) examined theimiahip between negative
emotions (e.g., sadness, anxiety, etc.) and ealihgse researchers were interested in
the extent to which negative emotions induced désireat in individuals diagnosed with
Bulimia Nervosa, individuals with Panic Disordendanonclinical individuals. These
researchers found that individuals with Bulimia estence a great amount of negative
emotional discomfort both preceding and followingde episodes (Alpers & Tuschen-
Caffier). Milligan, Waller, and Andrews (2002) loed at the role of anger in Disordered
Eating Behaviors. They observed that angry indiald ate more.

Stice et al. (2002) arrived at a different con@uasi Among factors assessed by
these researchers was the extent to which depnessigiety, anger, and emotional
eating predicted binge eating. Although deprespredlicted onset of binge eating,
anxiety and anger did not.

In conclusion, it is often accepted knowledge fitatsiological and emotional
cues are related to patterns of disordered eatttayvever, the accuracy of this accepted

knowledge may be questionable. Some believe tlsatr@ered Eating Behaviors are
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increased as a result of physical and emotiona wiile others have not observed this
relationship.

Psychopathology. There is some indication that there is a relatignbetween
psychopathology and Disordered Eating Behaviorgn(Bgr & Milos, 2007). That is,
some psychological disorders may co-occur with andpme instances, precede a
diagnosis of eating disorders and/or symptoms mesmdividuals. In fact, some believe
that “while maladaptive eating patterns stem framoerns about body image and
attractiveness, full-blown clinical eating disorsleccur only when body concerns co-
exist with other psychopathology” (Robert-McComb02, p. 43).

Obsessiveness is often seen in women with eatsayakrs (Anderluh,
Tchanturia, Rabe-Hesketh, & Treasure, 2003; Jiméhazia et al., 2007; Polivy &
Herman, 2002). In fact, obsessive tendencies appdxee precursors to eating disorders
and appear to predate eating disorders by abaiyéars (Robert-McComb, 2001;
Vitousek & Manke, 1994).

Speranza et al. (2001) assessed for Obsessive Gawepisorder (OCD) in
individuals with an eating disorder diagnosis amtividuals without a diagnosis.
Results revealed differences in diagnosis and ¢ygating disorder based on whether or
not individuals also received a diagnosis of OCD.

McLaren, Gauvin, and Steiger (2001) observed sigamt interaction effects
between body esteem and personality. More spalifi¢he interactive effects of
narcissism and heightened concern with weight @pearance proved to be more
indicative of Disordered Eating Patterns than eittecissism or preoccupation with

weight and appearance alone.
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In another study, Davis and Scott-Robertson (2@0@)pared women with
Anorexia and competitive male body-builders togeeeral population. These
researchers found that both groups of participdisislayed a higher degree of obsession
over their food intake, exercise regimen, and bathge than in the general population.
Additionally, the male body-builders and the womeéth anorexia possessed more
narcissistic tendencies than in the general populatThus, there may be an important
relationship between Disordered Eating Behavidosgesiveness, and narcissism.

In addition to obsessiveness and narcissism, tagaeship between disordered
eating and depression has been examined. For éxaamnpong participants in Hrabosky,
Masheb, White, and Grilo’s (2007) study, those withcated that their self-evaluation
was at least moderately overly influenced by weggid shape obtained higher scores on
a measure of eating disorders than did individudis indicated minimal to no influence
of their weight and shape on their self-evaluatidihe participants who indicated that
their self-worth was determined largely by theiagé and weight also scored higher on a
measure of depression than did individuals whontepdhat their weight and shape had
little to no influence on their self-worth (Hrabgsét al.). Marmorstein, von Ranson,
lacono, and Malone (2008) suggested that eatirayais pathology predicted depressive
pathology.

In a study by Williamson, Kelley, Davis, Ruggieamd Blouin (1985), obese
individuals and individuals with Bulimia obtaine@yher scores on the 7(Pt) and 8(Sc)
scales of the Minnesota Multiphasic Personalityeltery (MMPI) than individuals
without Bulimia or obesity. Participants with Builia obtained significantly higher

scores on scale 4(Pd) than controls. Individudtls Bulimia also obtained significantly
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higher scores than individuals with obesity or tivadividuals without either Bulimia or
obesity on a measure of depression, on scales,1ZHB), and 3(Hy) of the MMPI, and
on all subscales (Somatization, Obsessive-Compmjlgierpersonal Sensitivity,
Depression, Anxiety, Phobic Anxiety, Paranoid Id@gtand Psychoticism) of the
Symptom Checklist-90 (SCL-90), other than the Hibgsubscale.

In summary, psychopathology and Disordered EatielgaBior appear to be
related. Individuals who engage in DisorderedrigpBehaviors often also show a
variety of additional symptomology, including obsieeness, narcissism, and depression.
Another clinical symptom which has received sults@empirical support for its role as
a predictor of disordered eating is perfectionisfhe next section of this review
discusses this variable in more detail.

Perfectionism, Stress, and Disordered Eating Behaviors

Perfectionism. Perfectionism is the possession of unusually dteharrationally
high expectations for one’s self (Robert-McComQDP0 The connection between
perfectionism and Disordered Eating Behaviwas been discussed numerous times
throughout the literature (Garner, Olmstead, & WBIL983; O’Connor & O’Connor,
2004; Sassaroli et al., 2008; Vohs, Bardone, JoAetamson, & Heatherton, 1999).
However, until more recently there seemed to béduinrempirical support for a
relationship between perfectionism and Disorderatihg Behaviors (Franco-Paredes,
Mancilla-Diaz, Vasquez-Arévalo, Lopez-Aguiler, &Erez-Rayon, 2005; Striegel-
Moore & Bulik, 2005; Vohs et al.). For examplestady involving both male and female
undergraduates revealed that perfectionism watetkta various Disordered Eating

Behaviors (e.g., fasting, bingeing, and abuse wfetics and laxatives) (Forbush,
19



Heatherton, & Keel, 2007). The literature on egtiisorders also seems to be divided in
terms of how much importance is attributed to peré@mism as a risk factor. According
to Polivy and Herman (2002), perfectionism is mmsidered a determining factor.
Joiner, Heatherton, Rudd, and Schmidt (1997) omiyd perfectionism to be a risk
factor for women with bulimic symptoms when thesenven also possessed beliefs that
they were overweight.

Others have proposed that perfectionism is a duseacteristic of individuals
with Disordered Eating Behaviors (Hewitt, GordonE&liger, 1995; Landa & Bybee,
2007; Schwarz et al., 2005; Striegel-Moore & BuBR05). For example, underweight
women with Anorexia, as compared to women with &xa who had weight restored,
scored higher on most measurements of perfectiofBsstiani et al., 1995). Also,
women with Anorexia who had returned to a normabWiescored higher on
measurements of perfectionism than control indigiswvithout Anorexia (Bastiani et
al.). Kiemle, Slade, and Dewey (1987) found thaividuals who obtained higher scores
on a measurement of perfectionism also scored hmha measure of Disordered Eating
Behaviors.

Still others propose that differences in beliefeswtihe extent of the role of
perfectionism are due to failure to properly operatlize what is meant by perfectionism
(Franco-Paredes et al., 2005; Hewitt et al., 19%%). example, Hewitt et al. differentiate
between three different forms of perfectionismf-selented perfectionism (involving
those expectations and/or pressures that indivsdulace on themselves), other-oriented
perfectionism (involving those expectations induads place on others), and socially

prescribed perfectionism (which are those dematateg on individuals by others).
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Individuals with eating disorders have been shawpdssess self-formed beliefs that
they must perfect everything that they do (Hewtitile. Hewitt et al. described how an
individual’s overwhelming desire to present on&l as perfect, to avoid being seen as
imperfect and to avoid discovery of one’s actugbéniection can contribute to
Disordered Eating Behaviors.

Using three different measurements to assess fierfesen, including both self-
report instruments and an interview, Cockell e2002) found an association between
various dimensions and aspects of perfectionismfarmiexia Nervosa. They found that
women who met the criteria for Anorexia scored kigthan women with mood disorders
and women without mood disorders on the self-oe@rmnd socially-prescribed
dimensions of the Multidimensional Perfectionisnal8dMPS), on the Interview for
Perfectionistic Behavior (IPB), and on the Nondiscire of Imperfection Scale of the
Perfectionistic Self-Presentation Scale (PSPS).

Lafferty and Lafferty (1996) make several distinas between perfectionism and
similar constructs. For example, these authofsrdihtiate between being perfectionistic
and being achievement-oriented. According to tlaeglors:

The concepts of achievement and perfectionismlase ¢n theory but
worlds apart in action. It is the difference betweffectiveness and
ineffectiveness, health and illness. Although taith for excellence, the
perfectionist sets impossible goals, while the eohii sets sights on
realistic and achievable standards. And althowgh bare driven, the
perfectionist has a nervous quality, stemming feomabject fear of

failure, with the desire for success tied to salfth. The achievement-
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oriented individual, on the other hand, seeks eroént,and is
invigorated by the fun and challenge of the taskl, e opportunity to
learn from failures when they occur. (p. 8)

Portraying a perfect self is of utmost importarc@érfectionists. When
perfectionists encounter challenges to their sehperfectionism, they tend to become
anxious and experience lowered self-esteem (N266R). In fact, perfectionists often
project a false sense of superiority in an attampbask their actual low sense of self-
worth (Lafferty & Lafferty, 1996). Additionallyhey tend to attribute great importance
to seemingly small things and to have an ongoiag & failure and that their true
imperfections will be discovered (Lafferty & Laftg). They tend to believe that if they
fail they are worthless (Lafferty & Lafferty). Aocding to Nagel, “since perfectionists
tend to place a value on any action, they catalsizepany outcome which they perceive
as a failure or a threat to their self-esteem...efuge, perfectionists strive to reach high
standards to validate their ego” (Nagel, p. 328igh levels of perfectionism have
especially been linked to Anorexia (Polivy & Herm&002; Striegel-Moore & Bulik,
2005; Tyrka, Waldron, Graber, & Brooks-Gunn, 2002).

Differences in opinion about the role of perfenism as a risk factor for
disordered eating may also stem from failure inlitleeature to differentiate between
negative and positive perfectionism. Whereas @s#sg high standards and order are
considered positive perfectionism, the discrepandgilure to actually meet those high
standards and order is considered Negative Parfestn (Slaney et al., 2001). Davis

(1997) found that, although there was a positil&imship between normal
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perfectionism (positive perfectionism) and gresiedy esteem, when neurotic
perfectionism (Negative Perfectionism) increasedybesteem decreased.

As pointed out by Landa and Bybee (2007), in samtances perfectionism may
be useful as it “may prompt individuals to set istad goals, provide motivation for
achievement, and result in self-satisfaction artass” (p. 85). Yet, perfectionism may
evolve into unrealistic and self-sabotaging expemta as the reality experienced falls
short of one’s exceptionally high expectationssate case with Negative Perfectionism
(Robert-McComb, 2001). Thus, although a perfedsitmapproach may sometimes be
healthy and may lead to productivity, in some ins&s, when these standards become
too high and irrational, individuals face the pbdgy of failure and disappointment
(Robert-McComb). High levels of perfectionism hdeen associated with Anorexia
(Polivy & Herman, 2002; Striegel-Moore & Bulik, 280Tyrka, Waldron, Graber, &
Brooks-Gunn, 2002).

There is some disagreement about how perfectioresates to disordered eating
(Striegel-Moore & Bulik, 2005). One explanatiortist perfectionism is thought to add
to an individual's susceptibility to an eating didger by exacerbating individuals’
perceptions of their flaws (Polivy & Herman, 200Another related explanation is that
perfectionism is thought to prevent individualsnfrbeing able to genuinely present
themselves and that it prevents them from being tbbe open about their problems
(Hewitt et al., 1995). Fairburn, Shafran, and Gag@i999) offered an alternative
explanation centered on control regarding the dgrmént of Anorexia. These theorists
proposed that individuals with Anorexia typicalBet the need to control different

aspects of their lives (a characteristic of perfgism), and that these individuals find
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immediate gratification and reward from the restlieg they obtain from controlling their
diet and physical appearance. Individuals with #ex@ may feel that their ability to
limit their food intake is the only area of theairds over which they feel that they have
control (Fairburn et al.).

In summary, whereas perfectionism can be positivihat it provides high
standards for one’s behavior and motivation tastfor excellence, it can also be
negative when those standards are unrealistic.clitrent study examines the
relationship between Negative Perfectionism anaidisred Eating Behavior. The
relationship between stress and Disordered Eatetgaor is also of interest. The
following is a discussion about the relationshipaAzen stress and disordered eating.

Sress. Stress has been defined as “the nonspecific respafithe body to any
demand” (Selye, 1976, p. 15). Stress, like theiptsly mentioned factors, has also
been associated with Disordered Eating Behaviagge(FWallace, & Kroese, 1997;
Harrington et al., 2008)’Connor & O’Connor, 2004). For example, individiavho
reported increases in work demands and reportegriexging more stress were also
more likely to increase their caloric and fat irgglrnett, 2006; McCann, Warnick, &
Knopp, 1990).

In a study by Oliver and Wardle (1999), particigargported either an increase or
decrease in food intake, particularly in relatiorshacking behaviors, in the face of
stress. Participants in a study by Kandiah, Ydkegs, and Meyer (2006) also reported
either an increase or decrease in eating due tgelsan their appetite as a result of
stress.Food restriction and decreases in caloric intake lieeen linked to Disordered

Eating Behaviors (Williamson et al., 2008). Theams individuals indicated that they
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consumed less diversity in terms of food choicesmstressed. Jenkins, Rew, and
Sternglanz (2005) found that stress influencedviddals’ unhealthy eating behaviors
but not their healthy eating behaviors. O’Condones, Conner, McMillan, and Eamonn
(2008) distinguished between consumption of snackmaain meal in response to stress.
These researchers found that all forms of stregls,the exception of physical stress (i.e.
infliction of physical pain), which had an invensdationship, were associated with
reported increases in snacking behaviors and deeieanain meal consumption.

Oliver, Huon, Zadro, and Williams (2001) pointed that most of the literature
on stress has failed to examine how interpersdaredsaffects eating behavior. These
researchers compared eating behavior as a resudimf exposed to two different types
of interpersonal interactions—ostracism and argusein low and high disinhibitors
(individuals who lacked the ability to control th&od consumption). According to
these researchers, ostracism occurs when an indivod individuals are excluded or
disregarded by others and an argument consisis lo¢dted, confrontational form of
interaction” (Oliver et al., p. 20). Although Oévet al. found no differences in the
amount of food consumed as a result of type ofaateon or level of disinhibition,
serving as the target of the ostracism or argurappéared to increase intake of food for
high disinhibitors (Oliver et al.). In a separatedy investigating the relationship
between stress and binge eating among African-Araerand Caucasian women,
Harrington et al. (2006) found that discriminatstyess, or stress experienced as a result
of being discriminated against because of minati&gus, was significantly related to

binge eating patterns for African-American women.
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Other studies have indicated that perception obtressful nature of an event as
well as an individual’s ability to handle the evergre important factors which impacted
disordered eating (Sims et al., 2008; Soukup, BeSlelerrell, 1990). Studies of women
with eating disorders have found that these wonedie\e that their lives are more
stressful than women without eating disorders &atlthey are less capable of enduring
high levels of stress (Denisoff & Endler, 2000; Hiagton et al., 2006). Crowther, et al.
(2001) conducted a study in which they found tlmat stress was experienced by the
individual was related to disordered eating andeased caloric intake. Participants in
Crowther et al.’s study were normal weight indivatkiwho engaged in binge eating and
normal weight individuals who did not. When conesawith participants who did not
engage in binge eating, binge eating participaepented that they perceived daily
hassles as more stressful (Crowther et al.). $imas obtained similar results when
examining levels of Perceived Stress, as measwréuelPerceived Stress Scale (PSS-
10), among a nonclinical sample of African Amergarsims et al. found that Perceived
Stress was related to increases in tendencieggtgernin emotional eating, or eating in
response to negative emotional experiences. khaals, with higher scores on a measure
of perceived stress who were also classified asxmight or obese, based on measures
of Body Mass Index (BMI), also ate more sweetsuyém-Rodriguez, Chou, Unger, and
Spruijt-Metz (2008) also found a positive relatibipsbetween Perceived Stress and
emotional eating. In a related study, by Okon,e@eg and Smith (2003), adolescent
females who perceived their family life as strebafere more likely to engage in bulimic
behavior (i.e. bingeing and purging). Some viewllehaviors inherent in an eating

disorder (e. g., bingeing) as unhealthy and inéf@anethods of coping (Harrington et
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al.). These methods are considered ineffectivalmethey only provide temporary
relief of uncomfortable affects or situations (Hiagton et al.).

In addition to research examining the relationdigfween perfectionism and
disordered eating and between stress and disordated) alone, some studies examined
the combined or interactive relationship betweengaionism and stress and disordered
eating. Sassaroli and Ruggiero (2005) administdredultidimensional Perfectionism
Scale (MPS) to female, high school students orgalae school day, which represented a
non-stressful occasion, as well as on the dayte$teand on the day that test results were
given, which were assumed to represent stresstidtgins. Whereas concern over
mistakes—one dimension of perfectionism—was reltdddisordered Eating Behavior
even in absence of stress, parental criticism—pars¢e dimension of perfectionism—
was related to eating disorder symptoms only whess was also present. In a separate
study with a similar design, Ruggiero, Levi, Ciuaagd Sassaroli (2003) found that
although perfectionism was related to body distati®on, regardless of whether or not
stress was a factor, perfectionism was only reltieattive for thinness during exposure
to stressful situations. Thus, it appears thaspime situations, stress strengthens the
relationship between Disordered Eating Behaviods@rfectionism.

In summary, both perfectionism and stress have heleed to Disordered Eating
Behaviors. In following sections a brief overvieagiven of some differences between
graduate students and undergraduates. This #eeview is followed by a discussion of
why stress and perfectionism may be especiallygheew among graduate students.
When combined with literature just reviewed, théseussions help justify the study of

perfectionism and stress in graduate students.
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Rationale for the Sudy of Graduate Students

There appear to be important differences betweadugite students and
undergraduates. For example, Golde (2005) inteedegraduate students from four
separate fields of study who had left their proggatAmong other factors, students who
left their respective graduate programs statedthigagraduate experience differed greatly
from that of their undergraduate experience. Umaous difference between
undergraduates and graduate students is thatttbed&ect to continue with their
education beyond the undergraduate level. AccgrttirFriedenberg and Roth (1954),
successful graduate students are competitive alothi@mous. In addition, graduate
students are more likely to be intrinsically moteédand to possess an internal locus of
control (Terrell, 2005). The following is a dissien of these differences.

Autonomy and competitiveness. Graduate students typically exhibit good initiative
and are proactive in their own success. To be®fein graduate school, students have
to be able to function independently. In conttaghe undergraduate experience, in
which students are told specifically what coursetake related to their profession,
graduate students are more likely to define them ondividual and professional needs
and to shape their studies accordingly (Fischeiidginond, 1998; Friedenberg and Roth,
1954). As explained by Gardner (2008), “the tramisito independent scholar is part and
parcel of the doctoral education process as wedhastegral part of the socialization
process that occurs while in graduate school” 26)3 Additionally, graduate students
often are individuals who have performed abovertheers. Given that graduate school
is typically attended by many highly qualified stmds, it is plausible to argue that

graduate school tends to select for academicattypetitive students.
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Intrinsic motivation and internal locus of control. Vidler and Wood (1981)
compared graduate students and undergraduatesamdi that graduate students
demonstrated greater intrinsic motivation. Mela(iE387) examined factors related to
why students go to graduate school. Melaney fabhatlamong other factors, personal
satisfaction was often a reason for going to greglsehool. Graduate students sought
opportunities to further learn and grow professiigndn fact, the graduate students in
Melaney’s study found that their interest in leaghand personal fulfilment exceeded
job-related incentives in importance in their dexigo attend graduate school.
Anderson and Swazey (1998) obtained similar finslinjordstrom and Segrist (2009)
found that graduate students had a greater intkyoasd of control than undergraduates.
That is, graduate students believe that they hane ersonal affect on their successes
and failures.

Given that there are qualities that distinguistdgede students from
undergraduates, it seems reasonable to extendeks®aDisordered Eating Behaviors
to the population of graduate students. Furtheemmwen that perfectionism and stress
have been identified as possible predictors of idisked Eating Behaviors, it is
reasonable to ask whether those variables arenalgb investigating within the
population of graduate students. This questi@ddessed in the following section.
Graduate Sudents, Stress, and Perfectionism

As graduate students, individuals may find thenmesfacing many unexpected
challenges in both their academic and personas.liwith so many simultaneous
demands on a graduate student’s time, graduat®lsctay be an important source of

stress (Johnson, Batia, & Huan, 2008; “Very Diffafe For example, some graduate
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students may have families for which they are rasjtde. In addition to their
schoolwork, these individuals are faced with thalleimges of maintaining relationships,
maintaining a household, paying bills, etc. (Serag@905; Ulki-Steiner, Kurtz-Costes,
& Kinlaw, 2000). Having perhaps been dependennugal having received financial
support from their parents throughout their undagate years, these individuals might
find themselves primarily responsible for many atpef their own welfare. With the
great amount of time devoted to research in gradseiool, other areas of an individual's
life may be neglected. The amount of time devétestudies might interfere with both
the formation of new relationships and with the miemance of current relationships
(Whitman, 2000). Additionally, graduate studenighmhsacrifice time necessary for self-
care and rejuvenation in the quest to completelémeands of their education. The
potential conflict between academic demands ansbpeaf needs could obviously
exacerbate the level of stress in the lives of gasel students.

The rate of graduate school drop-out provides aitdit evidence for the difficult
and stressful nature of graduate school in compatis undergraduate school. The
attrition rate for graduate students is such thances of not completing are quite high
(Gardner, 2008; Golde, 2005). The attrition rategraduate students (40%-70%) is
comparatively higher than that for undergraduat@84-40%) (DeBerard, Spielmans, &
Julka, 2004; Gardner; Golde; Porter, 1990).

Graduate students are usually individuals who lexeelled and outperformed
their peers throughout their undergraduate studliishell, 1996). These individuals
might be expected to have a perfectionistic appgréacheir studies, and perhaps their

lives as well. Yet with all the challenges inhdrengraduate school, there are many
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opportunities to fail or fall short of one’s goalhese perfectionistic individuals might
have to work extra hard in graduate school to raairtheir perfect appearances. These
individuals, who prior to now excelled, may fincethselves struggling for the first time
simply to complete coursework and to pass couiBasi§, Bissler, and Leiter, 2001;
“Very Different,” 2008). As a result of being ihe company of so many highly qualified
students, individuals may experience a greateresehsompetition. Individuals who,
throughout their undergraduate years, stood owuserof their distinct achievements
might struggle to even be noticed (“Very Differé008). This sense of invisibility
may cause these individuals to question themsalndsnay possibly threaten their sense
of identity. After all, perfectionists tend to le&n ongoing fear that their true imperfect
selves will be discovered (Lafferty & Lafferty, 1809 As previously mentioned, it is
very important to perfectionists that they appednave everything under control.
Failure to maintain appearances may, in turn, esgeanxiety and decrease self-esteem
(Nagel, 2002).

Graduate school is also the time that individuadsn to balance multiple,
sometimes conflicting, roles while maintaining aggate boundaries. While in
graduate school, individuals work closely with athim positions of authority, at times as
subordinates and at other times as colleaguesd{&nider, Keller, Peca-Baker, & OIK,
1986; Goplerund, 2001; Johnson, Batia, & Huan, 206®r example, graduate students
often have to fulfill their roles as student, agé@ssupervisee, and assistant, at times,
while operating as professional peers at otherdimihe process of learning to balance
these sometimes conflicting roles in a complemgntaanner, as is expected of

professionals, can become confusing given thas rofieen bleed into one another and
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boundaries sometimes become unclear. Not only studénts learn to effectively
juggle these roles, they often do so while beirly ftognizant of their vulnerability to
the repercussions of any mishaps. This procesktrpigsent added stress to graduate
students’ already stressful lives, as the procagsires students to constantly change
roles (Dodds, 1986). For perfectionists, the psead learning to manage so many
simultaneous demands while maintaining very higingards can be especially
challenging.

The level of stress and perfectionism experiengegraduate students may be
somewhat different from that of an undergradu&@eaduate school places various
demands on an individual, including responsibilitiyone’s own financial welfare and
the balancing of numerous roles simultaneouslyes€demands might cause significant
problems for graduate students as they are comflomnith many possibilities for failure.

In summary, there is much evidence for the relatgm between perfectionism
and stress and Disordered Eating Behaviors (Ddrs&hdler, 2000; Landa & Bybee,
2007; O’'Connor et al., 2008; Robert-McComb, 200Although the relationship
between stress and perfectionism and Disorderaddg@ehavior has been examined,
this relationship within the graduate student papah has not. The current study
examined Disordered Eating Behaviors within thelgese student population,

specifically focusing on Perceived Stress and Negd&erfectionism.
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HYPOTHESES

As discussed in the literature review, Negativadddgionism and Perceived Stress
are believed to increase susceptibility to DisceddEating Behaviors. This relationship
was explored using a population of graduate stgdeintaccordance with the above, it
was hypothesized that:

la: Negative Perfectionism, as measured by the Diso@pSubscale of the
Almost Perfect Scale-Revised (APS-R), will accaianta significant amount of variance
in Disordered Eating Behavior, as measured by theobitrolled Eating Subscale (UE) of
the Three Factor Eating Questionnaire-R21 (TFEQ}R&iove and beyond the variance
accounted for by Perceived Stress, as measurdeliyarceived Stress Scale (PSS-10).

1b: Perceived Stress, as measured by the PSS-1@&ocedlint for a significant
amount of variance in Disordered Eating Behavienngasured by the UE Subscale,
above and beyond the variance accounted for bytiNedaerfectionism, as measured by
the Discrepancy Subscale of the AP2&éR Negative Perfectionism, as measured by the
Discrepancy Subscale of the APS-R, will accountfergnificant amount of variance in
Disordered Eating Behavior, as measured by the @ogiRestraint Subscale (CR) of
the TFEQ-R21, above and beyond the variance aceddot by Perceived Stress, as

measured by the PSS-10.
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2b: Perceived Stress, as measured by the PSS-1@oedlnt for a significant
amount of variance in Disordered Eating Behavisnn@asured by the CR Subscale,
above and beyond the variance accounted for bythedaerfectionism, as measured by
the Discrepancy Subscale of the APS-R.

3a: Negative Perfectionism, as measured by the Diso®pSubscale of the
APS-R, will account for a significant amount of ieace in Disordered Eating Behavior,
as measured by the Emotional Eating Subscale (EflBgd FEQ-R21, above and beyond
the variance accounted for by Perceived Stress.

3b: Perceived Stress, as measured by the PSS-1@&owdlnt for a significant
amount of variance in Disordered Eating Behavienngasured by the EE Subscale,
above and beyond the variance accounted for bytiNedaerfectionism, as measured by

the Discrepancy Subscale.
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METHOD

Participants

Two hundred and forty-six graduate students frorbuka University and the
University of Memphis were recruited; 160 (23 madesl 137 females) agreed to
participate. Since the literature indicates Digbrdered Eating Behaviors are presented
differently among males and females and the custnly focused on Disordered Eating
Behaviors of females, data from males were remo¥gdven of the remaining
participants were eliminated from the original séaripecause they provided incomplete
surveys. Also, only individuals who were at leB8tyears old, which was the age of
consent in the state of Alabama (18 was age oferdns TN) were allowed to
participate. Since the average age for profeskammhgraduate students ranged from 28
to 34, respectively, the cutoff age for the studiswset at 35 (Choy & Cataldi, 2006;
Choy, Geis, & Malizio, 2002). Therefore, only regpes from those participants who
were ages 19 through 3%ere used and all other surveys were set asidghtd&n
additional participants were excluded because Werg above the age range. The total
number of participants included in the current gtwas 108. Participants’ ages ranged
from 21 to 35. The mean age was 24.87 and theamedhs 24. The remaining
participants self-identified as follows: 4.63% Asjid 3.89% Black, 75.93% White, and

5.56% Other. Additionally, of those who identifiad Other, 16.7% specified that they
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were International, 16.7% Indian, and 50% Bira@@ack and White); one (16.7%) did
not specify.
Procedure

Permission, from instructors, to administer sus/&ygraduate-level classes,
related to a variety of majors on the campusesutfuln University and the University of
Memphis, was obtained through an email request Appendix F). Participants were
from a sample of convenience; however some attgraptmade to approach instructors
from classes believed to have high female enroltraad to obtain a representation from
a variety of majors. A list of departments fromigbhparticipants were approached is
included in Table 1. The data collection took placring spring and summer semesters
of 2008. A script (See Appendix G) briefly desartpthe study was read aloud to
potential participants. They were instructed tmptete instruments outside of
classrooms and to return completed packets atitlegirclass meeting to be collected.
Individuals who chose not to participate were atstructed to return incomplete packets
during their next class meeting. The surveys \estenated to take a maximum of
approximately 15 minutes to complete. Also, adisiocal mental health providers was
provided (See Appendices H and |) in case partitgpaxperienced any psychological
discomfort as a result of their participation.

The survey consisted of questions related to deapdags (i.e., age, sex,
ethnicity, and educational status) (See Appendiarg a battery of assessment

instruments with questions measuring stress, pasfesm, and participants’ beliefs,
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attitudes, and behaviors related to disordered@atDetailed information concerning the

instruments used is listed below.
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Table 1

Departments

The University of Memphis

Auburn University

Anthropology

The Department of Counseling,
Educational Psychology, and Researck

The Department of Psychology
The Biology Department
The School of Law

The Department of Instruction
and Curriculum Leadership

The Political Science Department
The Communication Department
The Criminal Justice Department
The School of Nursing

The School of Audiology and Speech
Language Pathology

The Marketing Supply Management
Department

The Department of Economics

Harrison School of Pharmacy

The Communication and Journalism
n Department

The Department of Human Developmer
and Family Studies

The Department of Counselor Educatio
Counseling Psychology, and School
Psychology

The Biggio Center for Teaching and
Learning

The Curriculum and Teaching Departmd

The Department of Educational
Foundations, Leadership, and Technolg

The Aerospace Engineering Departmen

The Department of Agricultural
Economics and Rural Sociology

The Chemistry and Biochemistry
Department

The Biological Sciences Department

The School of Accountancy

The Department of Animal Sciences

—

gy

—

3
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I nstruments

TFEQ-R21. The Three-Factor Eating Questionnaire-R21 (THERQ)

(Australian version) (See Appendix B) is a 21-iteaif-report instrument used to
measure Disordered Eating Behaviors (Stunkard &sidks1985). The original Three-
Factor Eating Questionnaire (TFEQ) contains 55 stethwas later reduced to 51 items
(Karlsson et al., 2000), then to 18 items, andlfredded to in order to arrive at the
present 21-item revised version (Tholin, Rasmusgnelius, & Karlsson, 2005). Items
1 through 16 are scored on a four-point Likert-tgpale ranging from 1 (“definitely
true”) to 4 (“definitely false”). Items 17 throudt® have a unique four-point Likert-type
scale (See Appendix B) (Karlsson et al.). Items24n eight-point Likert-type scale
anchored by “I eat whatever and whenever | wan{1pand “I am constantly limiting
my food intake, never ‘giving in”” (8). The reviderersion (TFEQ-R21) is made up of
three subscales: Cognitive Restraint, Emotionah§aand Uncontrolled Eating (de
Lauzon et al., 2004).

The Cognitive Restraint Subscale measures reptwtebrestriction with the
purpose of influencing weight and shape (de Lawetal., 2004). It is comprised of six
items (1, 5, 11, 17, 18, and 21). Although thénarg do not discuss any connections, the
Cognitive Restraint Subscale appears to measutacéacets of eating disorders which
might be associated with anorexia within the clihjgopulation (See Appendix B).

The Emotional Eating Subscale assesses the refertdency to overeat in
response to negative emotions (i.e., anxiety, v, and loneliness) (de Lauzon et al.,

2004). Itis made up of six items (2, 4, 7, 10,d4d 16).
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The Uncontrolled Eating Subscale measures the texporability to maintain
control over eating when hungry or when food ispre. It is comprised of nine items
(3,6,8,9,12,13, 15, 19, and 20). Althouglcaanection is drawn by the authors, the
Uncontrolled Eating Subscale appears to measutacéacets of eating disorders which
might be associated with bulimia within the clidipapulation (See Appendix B).

Responses to items 1 through 16 and item 21 aszsescored. Raw scores for
each subscale are calculated by adding the Lileduieg for each item in that subscale.
These scores are then transformed by followingrada provided with the instructions
that accompany the instrument. Transformed sa@eesomputed by subtracting the
number of items in the subscale from the raw sativéding this number by the
difference between the maximum and minimum scord,then multiplying this number
by 100. Transformed scores thus fall in the O-Hi®e. As per instructions in the test
manual, an individual's scale score is calculatdy ib the person has answered at least
one-half of that subscale’s items. Two peoplesthio answer all items on one of the
subscales but did answer more than one-half otéhes on that scale. To compute the
subscale scores for these two individuals, the neéanmpleted items was computed
and then multiplied by the total number of itemshia subscale. These scores were then
transformed using the formula mentioned above.héligcores indicate more
uncontrolled eating, cognitive restraint, and eomi eating.

In a study (de Lauzon et al., 2004) of 236 male 284Ifemale participants (ages
14 to 27), the mean for males on the Cognitive RegtSubscale was 180 = 16) and
the mean for females was 3= 20). For participants between the ages of 306&h

the mean for males was 29 = 18) and the mean for females was 38D € 21). On the
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Uncontrolled Eating Subscale, male and female @pénts (ages 14 to 27) obtained
mean scores of 3D = 19) and 359D = 19), respectively, while male and female
participants (ages 30 to 67) obtained mean scdre8 (D = 18) and 273D = 19),
respectively. On the Emotional Eating Subscalderaad female participants (ages 14
to 27) obtained mean scores of 3 (= 23) and 463D = 29), respectively, while
participants (ages 30 to 67) obtained mean scdre2 (D = 25) for males and 43D =
31) for females. Internal consistency for eachssale was found to range from .76 to
.85, based on Cronbach’s alpha (Karlsson et abQR0When correlated with similar
measures, such as the Restraint Scale (RS) amltbk Eating Behavior Questionnaire
(DEBQ-R), the TFEQ-R2tonvergent validity was high, .74 and .89, respebyi
(Allison, Kalinsky, & Gorman, 1992). There wasoavlcorrelation between the TFEQ-
R21 and measures of social desirability, such @a&tiwards Social Desirability Scale
and the Marlowe-Crowne Social Desirability ScaleQ®D) (Allison et al.). The TFEQ-
R21 takes about 5 minutes to complete.

APSR. The Almost Perfect Scale-Revised (APS-R) (Sepefdix C) is an
instrument created to measure both negative (mpliey and positive (adaptive)
dimensions of perfectionism and their implicatidmiscounseling. The earlier Almost
Perfect Scale (APS) was created following a revoétwo qualitative studies in which
thecharacteristics of high standards, orderliness,pandeption of a discrepancy
between those standards and actual performancesdderbe consistent across studies
among individuals who self-described themselvgsesfectionists (Slaney et al., 2001).
The revised scale, the APS-R, is a 23-item selbntapstrument that is composed of

three subscales: High Standards, Order, and Diaoogp High Standards is related to
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having high standards for one’s behavior. Ord&rseto organization or neatness. The
High Standards and Order subscales are thouglat teléted to positive features of
perfectionism, whereas Discrepancy, or the degreereived inconsistency between
one’s standard of behavior and one’s actual behavas been linked to the negative
characteristics of perfectionism. In developing tavised scale (APS-R), principal
component analysis confirmed the presence of flaeters corresponding to the three
subscales (Slaney et al.). The total variancelated for by these three factors was 45%
(Slaney et al.). The final revised version is casgd of seven items which make up the
High Standards subscale (1, 5, 8, 12, 14, 18, @apd&ur items which made up the Order
subscale (2, 4, 7, and 10), and 12 items makintpeiscrepancy subscale (3, 6, 9, 11,
13, 15, 16, 17, 19, 20, 21, and 23), which is abergid to be representative of Negative
Perfectionism (Slaney et al.). Items from the Depancy subscale include “I often feel
frustrated because | can’t meet my goals” andrélsalive up to my high standards”.
Ratings are based on a 7-point scale ranging ftoongly disagree (1) to strongly agree
(7) (Mobley, Slaney, & Rice, 2005). Higher scoisdicate greater perfectionism.
Normative data for the APS-R was derived fromragda of 1,533
undergraduates (Rice & Ashby, 2007). The mearesooithe Discrepancy Subscale was
39.98 & = 15.15) for men, and 39.57 for wome&D(= 15.50). Whereas scores on the
Discrepancy subscale that were equal to or grédader45 were considered to be
representative of maladaptive perfectionism (oratie’g Perfectionism), scores below 45
on the Discrepancy subscale were considered tesept adaptive perfectionism (Rice &
Ashby). Internal reliability based on CronbacHijshe ranged from .82 to .92. Internal

consistency for the three subscales ranged frono.88. At intervals of three weeks
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and eight to ten weeks, with correlations of .728®and .76 to .87, respectively, the
APS-R established good test-retest reliability &8cAshby). The APS-R demonstrated
good convergent validity with the MultidimensiorRérfectionism Scale (MPS) and the
Frost Multidimensional Perfectionism Scale (FMPSIcé & Ashby). It also
demonstrated appropriate concurrent validity whida €Center for Epidemiologic
Studies—Depression scale (CES-D) and the Satisfagtlith Life Scale (SWLS), with
maladaptive perfectionists, when compared to adaerfectionists, being more
depressed and reporting lower life satisfactiardividuals who had been determined to
have adaptive perfectionism tended to have higtetegpoint averages (GPA) than those
individuals with maladaptive perfectionism (RiceA&hby). The APS-R takes about 5
minutes to complete.

PSS10. The Perceived Stress Scale (PSS-10) (See Appehmeasures the
extent to which individuals perceive their lifeaimstances to be stressful (Cohen et al.,
1983). It was created for usage with community@amof individuals possessing at
least a junior high school education. A benefitho$ instrument is that it is relatively
straightforward and uncomplicated and containsstémat are general, and thus
appropriate for use with many individuals from tfemeral population.

The original version (PSS-14) of the PSS-10 costa#hitems. However, a
factor analysis showed a one-factor solution wilfoi.the 14 items (1, 2, 3, 6, 7, 8, 9, 10,
11, and 14) loading well with at least .42 and gefn5, 12, and 1®ading poorly (.17,

.33, .11, and .39). The PSS-10, a shorter versgsuolted after the scale was reduced to
only the 10 items which loaded at .42 or above(B, 6, 7, 8, 9, 10, 11, and 14) and

when the four items (4, 5, 12, and 13) which had llmadings were removed (Cohen &
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Williamson, 1988). The remaining items account@®8.9% of total variance, as
compared to the original version (41.6%). Fouthefitems (4, 5, 7, and 8) are positively
worded and the remaining six items (1, 2, 3, &3l 10) are negatively worded. Internal
consistency for the PSS-10 was determined by CahdrWilliamson to be .78
(Cronbach’s alpha). However, in more recent sajdigernal consistency has ranged
from .87 to .89 (Croghan et al., 2006; Roberti, iggton, & Storch, 2006). The PSS-10
includes items such as “In the last month, howroftave you found that you could not
cope with all the things that you had to do?” ahdthe last month, how often have you
felt that you were on top of things?” Ratings based on a five-point scale ranging from
never (0) to very often (4) (Cohen & Williamsonlhe scores on the positively-phrased
items, 4, 5, 7, and 8, are coded in reveister reversing the scores on all positively-
phrased items, scores are then added together SB&81g,’n.d.). Higher scores
indicate greater Perceived Stress.

Normative information was gathered from a studylaing 960 males and 1,427
females from a nonclinical population that weréeast 18 years-of-age. The mean was
12.1 @& = 5.9) among males and 133(= 6.6) among females. The PSS-10 has
demonstrated convergent validity with other assesssnof stress (Cohen et al., 1983;
Cohen & Williamson, 1988; Roberti et al., 2006 heTPSS-10 had a positive, low to
moderate correlation, with intensity of stressiid events and itorrelated moderately
with perceptions of stressfulness of life eventsh{éh et al.). For example, low to
moderate correlations were found between PSS-1@h&n@ollege Student Life-Event
Scale (CSLES)ith increased convergewndlidity (.24 to .49, p <.01) among two of the

three samples when the impact of life evevais considered (Cohen et al.). Additionally,
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the PSS-10 was more highdgrrelated with physical complaints and psychosamat
difficulties in comparison to assessments of sfubéige events and of perceptions of
stressfulness of life events (.52 to .70, p < .q@bhen et al.). Similarly, the PSS-10
was moderately correlated with social anxiety @8d .48, p < .001) (Cohen et al.).
There was good discriminant validity between th&R8 and the Sensation Seeking
Scale, Form V (SSS-V), the Santa Clara StrengRebijious Faith Questionnaire-Short
Form (SCSRFQ-SF), and the Overt Aggression (OA}esale of the Adult Aggression
Scale (Roberti et al.). The PSS-10 takes abounbtes to complete.

Since the current study was only interested inréetionship between Negative
Perfectionism and Disordered Eating Behaviors,escon the Almost Perfect Scale-
Revised (APS-R) subscales associated with pogaives of perfectionism--High
Standards and Order--were set aside and only soarttge Discrepancy subscale were
used. Instruments were administered in the folhmnarder: the Three-Factor Eating
Questionnaire-R21 (TFEQ-R21), the Almost Perfeci&Revised (APS-R), and the

Perceived Stress Scale (PSS-10).
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RESULTS

Overview

The following section explains the analyses congoldb test the hypotheses from
the previous section. The current study sougldetaonstrate that there is a significant
relationship between the predictor variables, ReeckeStress and Negative
Perfectionism, and the criterion variable of Dissretl Eating Behaviors among graduate
students. The Perceived Stress Scale (PSS-10umedadsow stressful individuals
believed their life situations to be. The DiscrepaSubscale of the Almost Perfect
Scale-Revised (APS-R) was used to measure Neddsfectionism, which was the
difference between one’s standard of behavior axedsaactual behavior. The TFEQ-
R21 is comprised of three separate subscales (dagRestraint, Emotional Eating, and
Uncontrolled Eating). The Cognitive Restraint Si#ts was used to measure food
constraint. The Emotion&ating subscale measured the tendency to overesat wh
experiencing negative emotions. The Uncontrollatiig Subscale measured inability to
avoid over eating. The instrument provides sepaebres for each.
Determining Effect Sze and Power

In order to determine the number of participantsessary to have sufficient
power, the researcher considered both a formul@regn (1991) and the results of a

power analysis completed using the computer pro@d@®WER (Erdfelder, Faul, &

46



Buchner, 1996; Faul & Erdfelder, 1992). Green sstyegd beginning with 104
participants and increasing the number by onedohéndependent variable. This>
104 +m, wheremis equal to the number of predictor variables @gH988; Green).
Based on the power analysis, using GPOWER (Erdfeital.; Faul & Erdfelder), 48
participants were needed, assuming a large efieztwith F(2, 45) = 3.2043 and
Lambda = 16.8 {f= .35, Power = .95, p < .05). Thirty-one particifsawere needed,
assuming a medium effect size as recommended bgrCéti2, 28) = 3.34 and Lambda
= 10.85(f> = .35,Power = .80, p < .05). The researcher reasonédt thauld be better
to follow Green’s recommendation since his recomuaéion was for a larger number,
thereby increasing the power. Thus, the mininiifor the current study was 106
(Green).
Descriptive Statistics and Intercorrelations

Means, standard deviations, and ranges for thearakent and dependent
variables are show in Table 2. Table 3 showsrtexgorrelations among the
independent and dependent variables.
Preliminary Procedures and Hierarchical Multiple Regression

Hierarchical multiple regressions were performedxamine the independent
contributions of Perceived Stress and NegativegeBonism on each dimension
(Uncontrolled Eating--UE, Cognitive Restraint--Ci#d Emotional Eating--EE) of the
criterion variable. An interaction term was crebte observe any possible interaction
effects, after the predictor variables were cegt@ar@und their respective meahs £

40.98 for the Discrepancy Subscale dhd 17.66 for Perceived Stress Scale). Next,
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scores from the Perceived Stress Scale and theepatcy Subscale were entered as
predictor variables into the first step of eachrdmehical regression performed for each
dimension of the dependent variable (UE, CR, and HIBe newly created interaction
term was entered in the second step. The redul® osegressions are shown in Tables 4,

5, and 6.
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Table 2

Means and Standard Deviations (N = 108)

Variable

1. UE

2.CR

3.EE

4. DS

5.PS

M

40.77

54.36

44.95

40.98

17.67

SD

20.70

21.32

27.75

15.83

7.03

Range
0-93
0-94

0-100
12-76

3-33

Note. UE = Uncontrolled Eating Subscale; CR = CognifRestraint Subscale
; EE = Emotional Eating Subscale; DS = Discrepabalyscale; PS = Perceived

Stress Scale

Table 3

Intercorrelation Table of Independent and Dependent Variables (N = 108)

Variable
1. UE
2. CR
3. EE
4. DS
5. PS

UE
.06
.58
24*
34%*

CR

24%*
33
19*

DS PS

.60** —

Note. UE = Uncontrolled Eating; CR = Cognitive ResttalBE = Emotional Eating;

DS = Discrepancy Subscale; PS = Perceived Stress;
*n<.05 *p<.01
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Table 4

Hierarchical Regression Analysis. Negative Perfectionism and Perceived Stress
predicting Uncontrolled Eating Scores (N = 108)

Variable B SEB B Semipartial
Step 1
Discrepancy Subscale .07 15 .05 .04
Perceived Stress* 91 .34 31 .25
Step 2
Discrepancy Subscale .09 .16 .07 .05
Perceived Stress* .90 .34 .30 24
Interaction -.01 .02 -.04 -.04
*p < .05
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Table 5

Hierarchical Regression Analysis: Negative Perfectionism and Perceived Stress
predicting Cognitive Restraint Scores (N = 108)

Variable B SE B B Semipartial
Step 1
Discrepancy Subscale * .46 .16 .34 27
Perceived Stress -04 .35 -.01 -.01
Step 2
Discrepancy Subscale * .43 A7 .32 24
Perceived Stress -.02 .35 -.01 -.01
Interaction .01 .02 .06 .05
*p <.05
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Table 6

Hierarchical Regression Analysis. Negative Perfectionism and Perceived Stress
predicting Emotional Eating Scores (N = 108)

Variable B SEB B Semipartial
Step 1
Discrepancy Subscale ** .79 A7 45 .36
Perceived Stress* .88 .38 22 .18
Step 2
Discrepancy Subscale ** .82 .18 A7 .35
Perceived Stress** .87 .38 22 .18
Interaction -.01 .02 -.04 -.04

*n < .05 *p < .01
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Hypotheses Restated and Results

Together, Perceived Stress, as measured by e @Snd Negative
Perfectionism, as measured by the Discrepancy 8ldysccounted for a significant
amount of the variance in the Uncontrolled Eatinp&ale (UE) with R=".12 and
Adjusted B= .10, F(2, 105) = 6.87, p < .05. These prediesiables also accounted for
a significant amount of variance in the CognitivesRaint Subscale (CR) witi’R .11
and Adjusted R= .09, F(2, 105) = 6.56, p < .05 and in the Ematldating Subscale
(EE) with R = .38 and Adjusted & .36, F(2, 105) = 31.68, p < .001.
Hypotheses 1a and 1b

la: Negative Perfectionism, as measured by the Disomp&ubscale of the
Almost Perfect Scale-Revised (APS-R), will accolanta significant amount of variance
in Disordered Eating Behavior, as measured by tGeSubscale of the TFEQ-R21, above
and beyond the variance accounted for by the PS84flDhigh scores on the
Discrepancy Subscale being associated with higresam the UE Subscale.

1b: Perceived Stress, as measured by the PSS-1@ocedlint for a significant
amount of variance in Disordered Eating Behaviemmgasured by the UE Subscale of
the TFEQ-R21, above and beyond the variance aceddot by the Discrepancy
Subscale, with high scores on the PSS-10 beingiased with high scores on the UE
Subscale.
Results of Analysis of Hypotheses 1a and 1b:

As shown in Table 4, scores on the PSS-10 accodotedsignificant amount of

variance (6.3%; r = .25, b = .91, SEB = .45 .31, p <.01) on the UE Subscale, above
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and beyond the variance accounted for by the Dpserey Subscale. Scores on the
Discrepancy Subscale did not account for a sigmii@mount of unique variance on the
UE Subscale (b = .07, SEB = .J55 .05, p = .66) above and beyond the variance
accounted for by PSS-10. Thus, Perceived Stresigbed a significant amount of
unique variance in Uncontrolled Eating, but Negatkerfectionism did not. The
findings suggest that the greater the perceivedstexperienced by participants, the less
likely they were able to control their eating.
Hypotheses 2a and 2b

2a: Negative Perfectionism, as measured by the Disopaf the APS-R, will
account for a significant amount of variance inddiered Eating Behavior, as measured
by the Cognitive Restraint Subscale (CR) of the QHE21, above and beyond the
variance accounted for by the PSS-10, with highescon the Discrepancy Subscale
being associated with high scores on the CR Subscal

2b: Perceived Stress, as measured by the PSS-10cedluat for a significant
amount of variance in Disordered Eating Behaviemmgasured by the CR Subscale of
the TFEQ-R21, above and beyond the variance aceddot by the Discrepancy
Subscale, with high scores on the PSS-10 beingiassd with high scores on the CR.
Results of Analysis of Hypotheses 2a and 2b:

As shown in Table 5, scores on the Discrepancy @lbsiccounted for 7.3% (r =
27,b = .46, SEB = .16,= .34, p < .01) of the variance on the CR Subseddeve and
beyond the variance accounted for by the PSS-h@ PISS-10 did not account for a
significant amount of the variance on the CR (b04-SEB = .35 = -.01, p =.92),

above and beyond the variance accounted for bRpig@epancy Subscale. Thus,
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Negative Perfectionism did predict a significantoamt of unique variance in Cognitive
Restraint, but Perceived Stress did not. Accortlinpese results, the greater the
discrepancy between participants’ preferred statsddand their perception of the
standards they had obtained, the more likely theseuo restrict their food intake to
manage their weight.
Hypotheses 3a and 3b

3a: Negative Perfectionism, as measured by the Diso®pSubscale of the
APS-R, will account for a significant amount of ieuce in Disordered Eating Behavior,
as measured by the Emotional Eating Subscale (EflBgd FEQ-R21, above and beyond
the variance accounted for by the PSS-10, with bagites on the Discrepancy Subscale
being associated with high scores on the EE.

3b: Perceived Stress, as measured by the PSS-10ceduat for a significant
amount of variance in Disordered Eating Behavismn@asured by the Emotional Eating
Subscale (EE) of the TFEQ-R21, above and beyondatiance accounted for by the
Discrepancy Subscale, with high scores on the RBI&ihg associated with high scores
on the EE Subscale.
Results of Analysis of Hypotheses 3a and 3b:

As shown in Table 6, scores on the Discrepancy @lbsiccounted for 13% (r =
.36, b =.79, SEB = .1B,= .45, p < .01) of the variance on the EE, abowklzeyond the
variance accounted for by the PSS-10. ScoreseoR&85-10 accounted for 3.2% (r = .18,
b =.88, SEB = .38} = .22, p < .05) of the variance on the EE, abow&lzeyond the
variance accounted for by the Discrepancy SubscHherefore, both Negative

Perfectionism and Perceived Stress predicted aisgmt amount of unique variance in
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Emotional Eating Based on these results, the greater the stressierced and the
greater the discrepancy between participants’ kighdards and their obtainment of
those high standards, the more likely they wermvereat in response to negative
emotions.
Supplementary Analysis

Although a specific hypothesis was not createtg$b for whether either
independent variable moderated the other, it wgisdbto ask whether there was a
significant interaction between the two. To exaartinis, an interaction term was created
and entered into the regression equation (Tablbsahd 6). The interaction between
scores on the PSS-10 and on the Discrepancy Sehsaslinsignificant for the UE, CR,
and EE Subscales. Since the interaction effectneaisignificant, it was determined that
neither independent variable moderated the othé&frmontrolled Eating, Cognitive

Restraint, or Emotional Eating.
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DISCUSSION

Review of Findings

The current study examined the relationship betviegeived Stress, Negative
Perfectionism, and Disordered Eating Behaviors angaduate students. More
specifically, the current study sought to testhiipothesis that an individual's perception
of how stressful her life is (measured by the P8Fahd the discrepancy between one’s
desired and actual performance (Discrepancy Substahe APS-R) would account for
a significant amount of unique variance in the amai food restriction the individual
engaged in to control her weight and shape (CognRiestraint Subscale-CR of the
TFEQ-R21). Also, the current study sought to testhypothesis that an individual's
perception of how stressful her life is and thepancy between the individual's
desired and actual performance would account ggrificant amount of unique
variance in one’s ability to refrain from over eafi(Uncontrolled Eating Subscale-UE of
the TFEQ-R21). In addition, this study soughtast the hypothesis that an individual’'s
perception of how stressful her life is and thedipancy between one’s desired and
actual performance would account for a signifiambunt of unique variance in the
individual’s propensity to overeat when experiegaegative emotions (Emotional
Eating Subscale-EE of the TFEQ-R21). Based omabalts, Perceived Stress was
significantly and uniquely related to graduate stud’ tendency to eat uncontrollably

(UE) and to eat in response to experiences of inegainotions (EE). Thus, the more
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stressful participants perceived their lives tothe,more difficulty they reported having
with controlling what they ate. Graduate studevhe reported higher Negative
Perfectionism were not only more likely to eat mioreesponse to negative emotions
(EE), but they also were likely to limit the footthat they ate (CR). These findings were
consistent with other studies in which a significaatationship between stress and binge
eating (Crowther et al., 2001; Harrington et aD0@; Nguyen-Rodriguez et al., 2008;
Sims et al., 2008) and between perfectionism andexia was observed (Cockell et al.,
2002; Kiemle et al., 1987; Polivy & Herman, 2002i&yel-Moore & Bulik, 2005; Tyrka
et al., 2002).

In comparison to studies involving samples of ugdmtuates, the correlations in
the current study were either roughly identicadomewhat weaker. For example in a
study by Harrington et al. (2006), the relationdbgtween Perceived Stress, as measured
by the Perceived Stress Scale (PSS-14), and batgeyeas measured by The Eating
Expectancies Inventory (EEI), was small but rougtdyal to the partial correlation
between Perceived Stress and Uncontrolled Eatitigeicurrent study. Yet, the
relationship between Perceived Stress and bingegaatHarrington et al.’s study was
greater than the correlation between Perceived$Stard Emotional Eating in the current
study. In Harrington et al.’s study, PerceivedeSéraccounted for a greater percentage of
the variance in binge eating. In the current stiBrceived Stress accounted for only
3.2% of the variance in Emotional Eating, as measby the TFEQ-R21. In comparison
to the normative sample, the scores on the Pet&tress Scale (PSS-10) in the current

study were, on average, higher. It should be nthtatithe Uncontrolled Eating Scale
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appears to measure aspects of bulimia (See App&)duhile the Cognitive Restraint
Scale appears to measure aspects of anorexia.

Holston and Cashwell (2000) found a moderate zederccorrelation between
neurotic perfectionism (possession of unrealididailgh standards and fear of failure)
(Mitzman, Slade, & Dewey, 1994), as measured byNiarotic Perfectionism
Questionnaire (NPQ), and Disordered Eating Behaa®measured by the Eating
Disorders Inventory (EDI). In the current studye torrelations between Negative
Perfectionism and Cognitive Restraint, and betwdegative Perfectionism and
Emotional Eating were weak to moderate. Althoughdbove mentioned instruments
appear to be very similar, any comparisons or e@ichs should be made with caution.

Although less variance in scores on a measuresofdired eating (assessed
using the three scales of the TFEQ-R21) was exgddy variance in scores on a
measure of Negative Perfectionism (DiscrepancyeSabthe APS-R) and a measure of
Perceived Stress (PSS-10), it appears that onge/egeaduate students obtain scores
comparable to undergraduates on the measuresmufieglcurrent study. For example
the mean in this current study was 40.98 on therBmancy Subscale, while the mean in
Rice and Ashby’s (2007) study was 39.80. The stahdeviation in both studies was
approximately 15 to 16. In the current study theamfor Perceived Stress was 17.67,
and the mean in Croghan et al.’s (2006) study was. 1The standard deviation in both
studies was approximately 7. The means in theentistudy on a measure of Disordered
Eating (TFEQ-R21) were 40.79) = 20.70) for Uncontrolled Eating, 54.380 =

21.32) for Cognitive Restraint, and 44.8(= 27.75) for Emotional Eating, while the
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means in Mosher and Danoff-Burg’s (2008) studyacontrolled Eating was 38.13)
= 19.36), for Cognitive Restraint was 42.55 (SD7=6B), and for Emotional Eating was
32.14 & = 29.26) on the TFEQ-R18. The TFEQ-R18 and thEQ¥R21 only differ by
three items which were added to the TFEQ-R18 taterthe TFEQ-R21. Because of the
way the means are computed, one would expect filghter scores on the TEFQ R18.
When we compare the current study to the MosheDarbff-Burg’s (2008) study, we
see comparable mean values. It should be notédéither the graduate students in the
current study nor the undergraduate students ia &ic Ashby’s study obtained mean
scores on the Discrepancy Scale of the APS-R tldlitated maladaptive (negative)
perfectionism.

Although many studies have examined the relatignsbtween Disordered
Eating Behaviors and Perceived Stress and betweerddred eating and Negative
Perfectionism, none—to the researcher’s knowledgavelexamined these relationships
among graduate students. The current study saeoaginovide useful information for
better understanding of Disordered Eating Behawiatisin the graduate population.
More information about implications and suggestiooscerning how this information
might be useful is included following the summary.
Limitations

One limitation of the current study was that thigdy relied on self-report. As is the
case with all surveys, there was a chance of respbias. That is, participants may have
over- or underreported their experiences. For g@nvith regard to reporting of

Disordered Eating Behaviors, participants mightehagen motivated to under-report such
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behaviors. In general, participants might haveaaded in a socially-desirable manner or
may have exaggerated their difficulties. Thusirtressponses might not accurately reflect
their true response. However, Allison, Kalinskydasorman (1992) found that scores on
the TFEQ-R21 did not correlate significantly witkeasures of social desirability.

Additional limitations were related to the demodni@g of the sample. One such
problem was that the sample size was small. Aelasgmple would have increased the
power of the independent variables to predict charng the dependent variable, thereby
decreasing the likelihood of committing a Typertioe—or of failing to find an effect
when one is actually present. Thus, it might beefieial in the future to recruit a larger
sample size. Also, the sample was one of conveaiefhus, generalizability is limited
to some extent by non-random sampling. Attempteweade to recruit from classes
that were anticipated to have high female enroliméius, experiences of other female
graduate students may not have been well represeRtathermore, by design, only
females were included in this study. As previowlcussed, Disordered Eating
Behaviors also occur in males. Other studies aeeled to extend the knowledge base
about males and disordered eating.

The sample consisted largely of White females @%)P Therefore the results
might not be generalizable to other ethnic andéttuce groups. It might be worthwhile to
recruit samples with larger numbers of ethnic mitres to understand better how these
predictors work with diverse populations.

Also, the mean in the current study on a measuMeghtive Perfectionism (the

APS-R) did not reflect a serious problem as it al®w the recommended cutoff for
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Negative Perfectionism. This raises question® d®w restricted the range on Negative
Perfectionism is.

Finally, the current study proposed that Percesedss would predict
Disordered Eating Behaviors. The Perceived Steeate (PSS-10) was used to measure
the extent to which life circumstances were belieteebe stressful. This instrument may
not account for the unique stressors of gradudtedc It might be beneficial, in future
studies, to use a measure of stress that takeadgntunt conditions specific to graduate
school (i.e., the Graduate Stress Inventory) (R&iingh, 1994).
Summary

In summary, the relationships between Disorderath§®ehaviors and many
factors have been examined and described througheliterature. Several factors have
been linked to Disordered Eating Behaviors. Pegstkbtress and Negative
Perfectionism are two factors that have been fdarixk related to Disordered Eating
Behaviors. Until now, these relationships havendaegely examined in adolescent and
undergraduate populations. The current study exednihe relationship between
Disordered Eating Behaviors and Perceived Stres$atween Disordered Eating
Behaviors and Negative Perfectionism among gradstatients. The three subscales of
the TFEQ-R21 (Uncontrolled Eating, Cognitive Rastraand Emotional Eating) were
used to measure Disordered Eating Behaviors. Téer&pancy Scale of the Almost
Perfect Scale-Revised (APS-R) was used to measgatNe Perfectionism and the
Perceived Stress Scale (PSS-10) was used to md2anneived Stress. The results of

hierarchical regressions indicated that PerceivessS uniquely predicted increases in
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Uncontrolled Eating and Emotional Eating while NeagaPerfectionism uniquely
predicted increases in Cognitive Restraint and Eonat Eating in graduate students.
Although these findings were significant, the ataraount of variance accounted for
was rather low. Even though the current studylimaitations, its purpose was to fill a
gap in the literature by examining Disordered EpBehaviors among graduate students.
It is the researcher’s hope that the current staiyt, in addition to increasing
awareness, lead to an increase in resources f@révention and intervention of
Disordered Eating Behaviors among graduate students
Implications

Directions for future studies. Although the current study’s focus was not on
differences between graduate and undergraduatergsjdt might be worthwhile to
empirically compare these two populations. Alse, ¢urrent study only examined the
relationship between Negative Perfectionism, Peeckbtress, and Disordered Eating
Behaviors among females. It might be useful td labdifferences between men and
women. Additionally, since more variance was aoted for by Perceived Stress in
Harrington et al.’s (2006) study with undergradsatean in the current study of graduate
students, future studies might focus on specifiesyof stressors (e.g., finance) rather
than on general stress. Also, the predictor vieglNegative Perfectionism and
Perceived Stress, only explained a small amouwégénce in each dimension (CR, UE,
and EE) of the criterion variable, Disordered Egdehaviors. Thus, it is possible that
variance in Disordered Eating Behaviors might bigelbb@ccounted for in graduate

students by other factors, such as living cond#tionfinancial concerns (e.g., loans, etc.).
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Usefulness of findings . These findings might be useful to professionals atdl in
the prevention and intervention of Disordered EaBehaviors. This includes, but may
not be limited to, mental health professionals, iceddrofessionals, and educational
professionals. For example, instructors, advisamg, supervisors (i.e., for residencies,
practicums, and assistantships) often work in chye&imity to graduate students. Thus,
they might have a crucial role in the early detatof a student at risk for, or suffering
from, Disordered Eating Behaviors.

This information might also be useful to mental ametical health professionals.
Often times, these professionals may come in comtigic graduate students who present
with other concerns. If health professionals, salmurses, physicians, psychologists,
and psychiatrists better understand the relatipniséiween Perceived Stress, Negative
Perfectionism, and Disordered Eating Behaviorsy thight be better able to identify
individuals at risk. Their role in prevention aintervention could be essential since, by
virtue of their professions, these individuals ar@re likely to interact with students
within an environment (e.g., psychotherapy) thaihhbe perceived as one of safety and
which might be conducive to students’ willingness to shamd openly discuss their

symptoms and concerns.
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APPENDIX A

Demographic Sheet

(created by the researcher)
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We would like to know more about you. Please catgpthe following questions. You
must be at least 19 years-old to participate.

1. How old are you?
2. What is your current educational status?

A—Undergraduate Student B--Graduate Student

3. Please indicate the group with which you most idignt

A--Black/African-American B--White/Caucasian -Bispanic/Latin
D--Asian/Pacific Islander E--Native Americar---Other:

4. Please indicate your sex.

A--male B—female
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APPENDIX B

Three Factor Eating Questionnaire-R21

(Tholin, Rasmussen, Tynelius, & Karlsson, 2005)
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TFEQ-R21

This section contains statements and questions altaating habits and feelings of hunger.
Read each statement carefully and answer by ticking the alternative that best appliesto you.

1.

| deliberately take small helpings to
control my weight

1 Definitely true
DZ Mostly true
DB Mostly false
D4 Definitely false

| begin eating when | feel anxious

Dl Definitely true
DZ Mostly true
3 Mostly false

Definitely false

Sometimes when | start eating,
| just can't seem to stop

1 Definitely true
DZ Mostly true
DB Mostly false
D4 Definitely false

When | feel sad, | often eat too much

Dl Definitely true
2 Mostly true
3 Mostly false

Definitely false

There are some foods | don't eat,
because they make me fat

1 Definitely true
DZ Mostly true
DB Mostly false
D4 Definitely false

Being with someone who is eating, often

makes me also want to eat
1 Definitely true
2 Mostly true

DB Mostly false

D4 Definitely false

7.

10.

11.

12.

When | feel tense or stressed,
| often feel | need to eat

1 Definitely true
DZ Mostly true
DB Mostly false
D4 Definitely false

| often feel so hungry that my stomach feels
like a bottomless pit

Dl Definitely true
DZ Mostly true
3 Mostly false

Definitely false

I'm always so hungry that it's hard for me to
stop eating before finishing all of the food on

|mﬁ plate
1 Definitely true

DZ Mostly true
DB Mostly false
D4 Definitely false

When | feel lonely, | console myself
by eating

1 Definitely true

2 Mostly true

3 Mostly false
Definitely false

| consciously restrict how much | eat during
meals to avoid gaining weight

Dl Definitely true

DZ Mostly true

DB Mostly false
Definitely false

When | smell appetizing food or see a
delicious dish, I find it very difficult not to
eat - even if I've just finished a meal

1 Definitely true

2 Mostly true

3 Mostly false
D4 Definitely false

TFEQ-R21 v2 © 2000. HRQL group - Géteborg Universib-Campus Company, Goteborg, Sweden. All RigleseRved.
Permission to use the TFEQ-R21 may be grantedrbKddsson, email: jan.karlsson@medicine.gu.se




TFEQ-R21
This section contains statements and questions altaating habits and feelings of hunger.
Read each statement carefully and answer by ticking the alternative that best appliesto you.

13. | am always sufficiently hungry to eat at
any time

1 Definitely true
DZ Mostly true
D3 Mostly false
D4 Definitely false

14. If | feel nervous, | try to calm myself down
by eating

1 Definitely true
DZ Mostly true

3 Mostly false

4 Definitely false

15. When | see something that looks delicious,
it often makes me feel so hungry that | have
to eat right away

1 Definitely true
DZ Mostly true
|:|3 Mostly false
D4 Definitely false

16.  When | feel depressed, | want to eat
1 Definitely true

2 Mostly true

3 Mostly false

4 Definitely false

17. How often do you avoid “stocking up”
on tempting foods?

1 Almost never
DZ Rarely
D3 Usually

4 Almost always

18. How likely are you to make an effort to eat
less than you want?

Ll unlikely

LD Alittle likely
|:|3 Somewhat likely
L 14 very likely

19. Do you go on eating binges even though
ou’re not hungry?

1 Never
DZ Rarely
3 Sometimes
D4 At least once a week

20. How often do you feel hungry?
1 Only at mealtimes
2 Sometimes between meals
3 Often between meals
|:|4 Almost always

21.0n a scale from 1 to 8, where 1 means no restrain eating and 8 means constant restraint, what

number would you give yourself?
Circle the number that best appliesto you

1 2 3 4

| eat whatever
and whenever |
want to

| am
constantly
limiting my
food intake,
never “giving

Heet)

In

TFEQ-R21 v2 © 2000. HRQL group - Géteborg Universib-Campus Company, Goteborg, Sweden. All RigleseRved.
Permission to use the TFEQ-R21 may be grantedrbKddsson, email: jan.karlsson@medicine.gu.se




APPENDIX C

Almost Perfect Scale-Revised

(Slaney, Mobley, Trippi, Ashby, & Johnson, 1997)
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APS-R Short Form
Instructions

The following items are designed to measure aggyseople have toward themselves,
their performance, and toward others. There anmeghd or wrong answers. Please
respond to all of the items. Use your first impressand do not spend too much time on
individual items in responding.

Respond to each of the items using the scale belal@scribe your degree of agreement
with each item. Fill in the appropriate number lgron the computer answer sheet that is

provided.
1 2 3 4 5 6 7
Strongly Slightly Shithy Strongly

Disagree Disagree Disagree Neutral AgreeAgree Agree
1. I have high standards for my performance at voorkt school.

2.1 am an orderly person.

3. | often feel frustrated because | can’t meetgogls.

4. Neatness is important to me.

ol

. If you don’t expect much out of yourself, youlwiever succeed.

(o2}

. My best just never seems to be good enough éor m

\‘

. I think things should be put away in their place

o

. | have high expectations for myself.

©

. I rarely live up to my high standards.

10. | like to always be organized and disciplined.
11. Doing my best never seems to be enough.

12. | set very high standards for myself.

13. | am never satisfied with my accomplishments.
14. | expect the best from myself.
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1 2 3 4 5 6 7
Strongly Slightly Slitiyn Strongly
Disagree Disagree Disagree Neutral Agree redAg Agree
15. | often worry about not measuring up to my @xpectations.

16. My performance rarely measures up to my stalsdar

17. 1 am not satisfied even when | know | have doryebest.

18. I try to do my best at everything | do.

19. | am seldom able to meet my own high standafr@erformance.
20. I am hardly ever satisfied with my performance.

21. | hardly ever feel that what I've done is gasebugh.

22. 1 have a strong need to strive for excellence.

23. | often feel disappointment after completingsk because | know | could

have done better.
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APPENDIX D

Perceived Sress Scale

(Cohen, Kamarck, & Mermelstein, 1983)
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Perceived Stress Scale-10 Item

The questions in this scale ask you about youirfgeland thoughts during the last month. In each
case, please indicate with a check how often ytiwfehought a certain way.

1. In the last month, how often have you been upsetuse of something that happened
unexpectedly?
____O=never ____1=almost never ___ 2=sometimes __irB=ddten ___4=very often

2. In the last month, how often have you felt @i were unable to control the important things in
your life?
O=never 1=almost never 2=sometimes irB=ddéten 4=very often

3. In the last month, how often have you felt neivand "stressed"?
O=never 1=almost never ___ 2=sometimes __irB~ddten 4=very often

4. In the last month, how often have you felt cdefit about your ability to handle your personal
problems?
____O=never ____l1=almost never ___ 2=sometimes __irB~ddten ___4=very often

5. In the last month, how often have you felt tiigs were going your way?
O=never 1=almost never ___ 2=sometimes __irB=ddten 4=very often

6. In the last month, how often have you found tfwat could not cope with all the things that youl
to do?
____O=never ____l=almost never ___ 2=sometimes __irB~ddten ___4=very often

7. In the last month, how often have you been @bt®ntrol irritations in your life?
O=never 1=almost never ___ 2=sometimes __irB~déten 4=very often

8. In the last month, how often have you felt ty@t were on top of things?
O=never 1=almost never 2=sometimes irB=ddten 4=very often

9. In the last month, how often have you been atybecause of things that were outside of your
control?
O=never 1=almost never ___ 2=sometimes __irB~déten 4=very often

10. In the last month, how often have you feltidiffties were piling up so high that you could not

overcome them?
O=never 1=almost never 2=sometimes irB=ddten 4=very often
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APPENDIX E

Information Sheet

(for Auburn University Institutional Review Board)
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Auburn University

Auburn University, Alabama 36849-5222

Counseling & Counseling Psychology Telephor{@d34) 844-5160
2084 Haley Center Fax: (334) 844-2860

INFORMATION SHEET

for a Research Study Entitled
---GRADUATE STUDENTS & DISORDERED EATING BEHAVIOR-- -

You are invited to participate in a research stexigmining health behaviors and personality factditsis
study is being conducted by Carmilya Wilson, urtdersupervision of Dr. Randolph Pipes. We hogedon more
about individuals’ health-related behaviors. Yoergselected as a possible participant becausargoa student from
a freshman or sophomore level class at Auburn Usitye You must be at least 19 years-old to pgdite in this
study.

If you decide to participate, you will be askecttomplete a survey. The survey should take nodptigan
approximately fifteen minutes to complete. Aftieighing the survey, please place it in the proglitt#der at the front
of the room. It is impossible to link your respeadack to you. Your responses will be anonymdeur are asked
to place your response sheets in the envelopesoinaght desk. Please do not include any additionglersonal
information. Remember that responses are to bieskemymous.

No risks are involved. However you may experiesm@e discomfort from being asked to recall infaioma
related to your health behaviors and personalitfofa.

Aside from contributing to and learning about teeearch process, there are no direct benefitsuay a
result of your participation. There is no compéioga Your participation is strictly voluntary. l[hough no serious
psychological risks are expected, if you shouldegigmce any problems, you are encouraged to seekawe from a
trained professional. However, if you shall reguany medical or psychological attention as a tesuhe current
study, you are responsible for all costs.

Any information obtained in connection with thtsdy will remain anonymous. Information collected
through your participation may be used to fulfill @ducational requirement, published in a profesgifurnal, and/or
presented at a professional meeting. Your pasiimp is strictly on a voluntary basis only. Yae aot obligated to
participate or finish the survey once you havetsthr You may stop at any time. You may also refiescomplete any
items that you so choose to. Surveys will be amanys. Thus, after you have provided information wal not be
able to withdraw your data after participation siticere will be no way to identify individual infoation.

Page 1 of 2
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Your decision whether or not to participate wilk jeopardize your future relations with Auburn Uerisity or the
Department of Counselor Education, Counseling Ralpdy, and School Psychology.

If you have any questions, | invite you to asknheow. If you have questions later, Carmilya Wil¢834-
502-7932;_ wilsoc4@auburn.edand/or Dr. Randolph Pipes (334-844-2883 pipestig@an.edl located in the
Department of Counselor Education, Counseling Rapdy, and School Psychology (room 2084) of theefl&enter
will be happy to answer them.

For more information regarding your rights as aaesh participant you may contact the Auburn Ursigr
Office of Human Subjects Research or the InstihaidReview Board by phone
(334)-844-5966 or e-mail at_hsubjec@auburn@diRBChair@auburn.edu

HAVING READ THE INFORMATION PROVIDED, YOU MUST DECI DE WHETHER OR NOT YOU WISH
TO PARTICIPATE IN THIS RESEARCH STUDY. IF YOU DECID E TO PARTICIPATE, THE DATA YOU
PROVIDE WILL SERVE AS YOUR AGREEMENT TO DO SO. THI S LETTER IS YOURS TO KEEP.

Investigator’s signature Date

Co-investigator's signature Date

Page 2 of 2
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EXAMPLE of AN EMAIL TO PROFESSORS

Dear Dr. ,

| am a student in the Counseling Psychology Depantml am working on my
dissertation (under the supervision of Dr. Randdgles). My study is on eating
behaviors and personality variables. | am comigcgou and other instructors who teach
graduate and professional-level courses to seehehgou would be willing to allow me
to come to your classes for about 10 minutes taesiparticipation of your students in
my study. | would like to come to both your _ and your classes. If
granted permission, either | or one of my assistaiilt briefly explain my study and
distribute survey packets to your students. Weéagk students, if interested, to
complete the surveys outside of classes and tonrbtath completed and incomplete
packets to their next class the following weekdoliection by either one of my assistants
or myself. If you could provide me with this opparity, | would greatly appreciate it.
Also, | would be more than willing to provide yaith more information regarding my
study, if you would like. If you are willing, plea let me know and | will contact you for

additional information concerning the most convahienes for you.

Carmilya Wilson
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SCRIPT

My name is and | will be passing oukptecfor Ms. Carmilya
Wilson who is conducting her dissertation studihe study is concerned with eating
behaviors and personality variables. This packetains an informed consent form, three
instruments, and a demographic data sheet. Yobeang asked to review the forms and
to decide whether or not to participate. If yogide to participate, please complete the
enclosed documents outside of class and seal théme ienvelope provided. Please
bring completed forms to your next class meetingga@ollected. The surveys should
take about 15 minutes to complete. If you haveaaly completed the surveys, you
should not complete them a second time. If yowoskaot to participate, please bring
blank packets and forms to your next class meetingng which time they will be

collected.
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This is a list of public agencies providing psydwctal services; other services are
available from private practitioners.

Individual Agency Services Available Cost Hour
East Alabama Mental Health (334) Individual Therapy Based on income
742-2700

Student Counseling Services (334)Individual and Group Therapy No charge
844-5123

AU Psychological Services (334) Individual and Group Therapy Based on income
844-4889

Crisis Center Phone Counseling No charge
(334) 821-8600

Rape Counselors of East AlabamaPhone Counseling No charge
(334) 741-0707

AU Marriage and Family Therapy Individual, Couples, and Based on income
Center Family Therapy $10-40

(334) 844-4478
Referral List of Auburn-Area Mental Health Provider s
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This is a list of public agencies providing psydwctal services; other services are

available from private practitioners.

Individual Agency

Psychological Services Center
(901) 678-2147

Midtown Mental Health Center
(901) 577-0200

Center for Counseling Learning &
Testing Services
(901) 678-2068

Church Health Center
(901) 272-0003

Crisis Hotline
(901) 678-4357

Suicide & Crisis Intervention
(877) 237-0004

Rape Crisis
(901) 272-2020

Family Services of the Mid-South
(901) 3243637

Services Available

Individual, Couples, and
Family Therapy

Individual Therapy

Individual and Group
Therapy

Individual, Couples, and
Family Therapy

Phone Counseling

Phone Counseling

Phone Counseling

Marriage, Family, and
Child Therapy

Cost Hour

Based on income

Based on income

No charge for
students with 6
hours

Sees those with no
insurance
Based on income

No charge

No charge

No charge

Based on income

Referral List of Memphis-Area Mental Health Providers
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Dear Carmilya,

The latest version of the revised, short-form THEQudes 21 items (TFEQ-R21). Three new items were
added to the Emotional eating scale which now c@aprsix items compared to three in the TFEQ-R18
version. This change was done to avoid floor arléhgeeffects. The TFEQ-R21 has been used in sévera
clinical and epidemiological studies and the expegdactor structure has been replicated. Notetlteat
wording of some items have been modified in thestaversion of the TFEQ-R21.

You have permission to use the TFEQ-R21 in youjggtol enclose the instrument (Australian version)
and scoring instructions. Do not distribute thegjiomnaire without permission.

Best regards,
Jan

Jan Karlsson, psychologist, PhD

Health Care Research Unit

Institute of Medicine

Sahlgrenska Academy at Goteborg University
SE-413 45 Goteborg

Sweden

From Carmilya Wilson <wilsoc4@auburn.edu
Sent Sun 12/10/2006 3:41 AM

To jan.karlsson@medicin.gu.se

Subject Question about the TFEQ-R18

** High Priority **
Dear Dr. Karlsson,

| am a doctoral graduate student at Auburn Unitae(gi Auburn, AL),

and | have plans to examine how different factefate to

susceptibilty of disordered eating behaviors irdgede students. | am
contacting you because | would like to setup amergurvey for
participants to complete and would like to use Theee Factor Eating
Questionnaire-Revised 18 (TFEQ-R18). | am tryimglétermine who holds
the copyright for this instrument and to obtainrpission for usage in

my study.

Thanks,
Carmilya Wilson

>>> Jan Karlsson <jan.karlsson@medicine.ge .86/2008 4:16 AM>>>

Hi Carmilya,
Thank you for the information. You have permissiomise the TFEQ-R21 (using hardcopies). It is also

OK to include a copy of the TFEQ-R21 in your disagon. | am aware that the dissertation is scanoed
be available on the Web.
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Please make sure that the copyright informatiorEQHR21 © 2000 HRQL group - Gothenburg
University on-Campus Company, Gothenburg, SweddrRights Reserved." is shown on the copy that
you include in your dissertation. You should alsdi¢ate that this is the Australien version of the
instrument. Finally, you should include the follmgistatement: Permission to use the TFEQ-R21 may be
granted by Jan Karlsson, email: jan.karlsson@ meeligi.se

Best wishes,
Jan

Jan Karlsson, Research Psychologist, PhD
Institute of Health and Care Sciences
Sahlgrenska Academy at

Gothenburg University

Box 457

SE-405 30 Gothenburg

Sweden

----- Ursprungligt meddelande-----

Fran Carmilya Wilson <wilsoc4@auburn.edu
Skickat fr 2008-09-05 22:03

Till jan.karlsson@medicine.gu.se

Arende Apology & Question

** High Priority **
Dear Dr. Karlsson,

First, the apology. | emailed you earlier to askgermission to use the TFEQ-R21 in my dissematio
study. | would like to thank you again for yourpession to do so. However, | recently realizeat th
made a mistake. After we exchanged emails, | engerhanging the design of my study (this was some
months later) from an online survey to one whickolied administering surveys in hardcopy to
participants in person (students in classroom®&gr&tably, after changing the design of my stufbyrdot
that | had asked for permission to use your inséninfor an on-line survey, and thus | failed toteahyou
again and ask for your permission to administerr yostrument using hard copies. | apologize fis th
error; obviously | am completely responsible.

The question | have is about whether or not tauidela copy of your instrument in my dissertatieelit
Auburn University has a policy which requires thhitdissertations be scanned to make them avaitable
the Web. If you prefer that your instrument notelbebedded in my dissertation, | will not includaithe
dissertation. However, if you do not object to ith&gtrument being in the hardcopy of my dissertatio
AND you do not object to it being scanned, | wiltiude your instrument in my dissertation. Pldasene
know at your earliest convenience whether you ddoonot give permission to include your instrumient
my dissertation (which, as | said, will be scanaad then available on the Web).

Sincerely,
Carmilya Wilson
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Ok, and thanks for the quick response!
Carmilya

>>> Robert Slaney <rslaney@psu.edi0/26/2006 1:20 PM >>>
Hi Carmilya,

Yes, that's OK. Let me know what you find. Hethks version we have used.
Bob S.

>Dr. Slaney,

>

>| am a doctoral graduate student at Auburn Unitseasd | have plans
>to examine how such factors as perfectionismedlasusceptibilty of
>disordered eating behaviors in graduate studdrdm wondering if it
>would be possible to use The Almost Perfect SBaleised (APS-R) to
>conduct a study online. | am asking because lidvitke to setup an
>online survey for participants to complete. | Hest you grant
>permission for the use of the APS-R for researapgses, but | wanted
>to verify that it would be ok to use it to condact online study.

>

>Carmilya Wilson

>

>Date: Mon, 23 Oct 2006 00:16:05 -0500

>From: "Carmilya Wilson" <wilsoc4@auburn.eeu

>To: <trx@psu.edw

>Subject: Question about Use of the (APS-R)

>Mime-Version: 1.0

>Content-Type: text/plain; charset=US-ASCI|I
>Content-Transfer-Encoding: 7bit

>Content-Disposition: inline

>

>Dr. Slaney,

>

>| am a doctoral graduate student at Auburn Unitseasd | have plans
>to examine how such factors as perfectionismedtasusceptibilty of
>disordered eating behaviors in graduate studdrdam wondering if it
>would be possible to use The Almost Perfect SBaeised (APS-R) to
>conduct a study online. | am asking because ldvitke to setup an
>online survey for participants to complete. | Hest you grant
>permission for the use of the APS-R for researapgses, but | wanted
>to verify that it would be ok to use it to condact online study.

>

>Carmilya Wilson

>>> Robert Slaney <rslaney@psu.edd/13/2008 9:29 PM >>>
Carmilya,

I hop Hi e you got my reply but I'll risk repeatingyself given you
have sent your apology three times. First, thereaseed for an

apology I'm pleased you used it in your study. Fesd to scan it
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and include the APS-R in your dissertation. Letkmew what you
found when you have a moment.

Best,

Bob S.
On Sep 10, 2008, at 11:01 AM, Carmilya Wilson wrote

> ** Reply Requested When Convenient **

>

> Dr. Slaney,

>

> | apologize if you have received this twice, butanted to make
> sure that the email was successfully deliveregbto | emailed

> you last week concerning my dissertation studease see the

> original contents of that email below and, if pibte, please

> respond at your earliest convenience. Pleasbelow:

>

>

>>>> Carmilya Wilson 9/5/2008 3:02 PM >>>

> Dear Dr. Slaney,

>

> First, the apology. | emailed you earlier to fmkpermission to

> use the APS-R in my dissertation study. | wdike to thank you
> again for your permission to do so. Howeveedently realized

> that | made a mistake. After we exchanged emlagisded up

> changing the design of my study (this was somethw®later) from an
> online survey to one which involved administersugveys in

> hardcopy to participants in person (studentdaesztooms).

> Regrettably, after changing the design of mygtiudrgot that |

> had asked for permission to use your instrumanam on-line

> survey, and thus | failed to contact you agaid ask for your

> permission to administer your instrument usingdh@opies. |

> apologize for this error; obviously | am complgteesponsible.

>

> The question | have is about whether or not ¢tuitke a copy of

> your instrument in my dissertation itself. AubWwniversity has a
> policy which requires that all dissertations barsmed to make them
> available on the Web. If you prefer that yowstinment not be

> embedded in my dissertation, | will not inclutleithe

> dissertation. However, if you do not objecthe tnstrument being
> in the hardcopy of my dissertation AND you do abject to it being
> scanned, | will include your instrument in mysistation. Please
> let me know at your earliest convenience wheyoerdo or do not
> give permission to include your instrument in digsertation

> (which, as | said, will be scanned and then atéé on the Web).
>

> Sincerely,

> Carmilya Wilson
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>>> Carmilya Wilson 10/23/06 11:31 AM >>>
Thanks so much for your permission and quick respbn

Carmilya

>>> "Ellen Conser" <conser@andrew.cmuedi®/23/06 9:17 AM >>>
Carmilya,

You have our permission to use the PSS in younerdurvey for your PhD
study. Good luck with your work. Please let me kribyou have any other
questions.

Ellen Conser

Assistant to Dr. Sheldon Cohen
Department of Psychology
Carnegie Mellon University

From: Carmilya Wilson [mailto:wilsoc4@auburn.edu]
Sent: Monday, October 23, 2006 1:27 AM

To: SCOHEN@CMU.EDU

Cc: conser@andrew.cmu.edu

Subject: Question about Use of the PSS

Dr. Cohen,

I am a doctoral graduate student at Auburn Unitaeesid | have plans
to examine how such factors as stress relate teptibilty of
disordered eating behaviors in graduate studdras wondering if it
would be possible to use The Perceived Stress §28l8) to conduct a
study online. | am asking because | would liksetup an online
survey for participants to complete which | wolkelto include the
PSS. | see that you grant permission for the GeedPSS for
research purposes, but | wanted to verify thaitilel be ok to use it

to conduct an online study.

Carmilya Wilson
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>>> "Sheldon Cohen" <scohen@andrew.cmu>€8it5/2008 4:57 PM >>>
Not a problem for me. sc

Sheldon Cohen, PhD, Robert E. Doherty ProfessBisgthology
Department of Psychology

Carnegie Mellon University

Pittsburgh, PA 15213

412-268-2336 (phone) 412-268-3294 (fax)

----- Original Message-----

From: Carmilya Wilson [mailto:wilsoc4@auburn.edu]
Sent: Friday, September 05, 2008 4:04 PM

To: scohen@andrew.cmu.edaCOHEN@CMU.EDU
Subject: Apology & Question

Importance: High ** High Priority **

** Reply Requested When Convenient **

Dear Dr. Cohen,

First, the apology. | emailed you earlier to askgermission to use the
PSS-10 in my dissertation study. | would likehark you again for your
permission to do so. However, | recently realiteat | made a mistake.
After we exchanged emails, | ended up changinglgsign of my study (this
was some months later) from an online survey tovameh involved
administering surveys in hardcopy to participantpérson (students in
classrooms). Regrettably, after changing the designy study | forgot
that | had asked for permission to use your insémninfior an on-line
survey, and thus | failed to contact you again asidfor your permission
to administer your instrument using hard copieapdlogize for this
error; obviously I am completely responsible.

The question | have is about whether or not taligela copy of your
instrument in my dissertation itself. Auburn Unisi¢éy has a policy which
requires that all dissertations be scanned to rife available on the
Web. If you prefer that your instrument not be edded in my dissertation,
I will not include it in the dissertation. Howeydfryou do not object to

the instrument being in the hardcopy of my dissiemaAND you do not
object to it being scanned, | will include yourtimsnent in my

dissertation. Please let me know at your eartiesvenience whether you
do or do not give permission to include your ingtent in my dissertation
(which, as | said, will be scanned and then avkilab the Web).

Sincerely,
Carmilya Wilson
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