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Abstract 

By their own nature Eating Disorders are very self-destructive and 

potentially life threatening behaviors. They are symptoms which may 

represent a constellation of underlying problems. This investigation 

explores the relation of shame-proneness and guilt-proneness to eating 

disorder symptomatology in a sample of 171 undergraduate women. 

Participants completed the Eating Disorder Inventory-2 and the Test of 

Self-Conscious Affect (TOSCA). Shame was significantly and positively 

correlated with drive for thinness, bulimia, body dissatisfaction, 

ineffectiveness, interpersonal distrust, lack of interoceptive awareness, 

asceticism, difficulties with impulse regulation, and social insecurity. Guilt 

was negatively or negligibly correlated with these symptoms. These two 

correlative findings impact clinical considerations by highlighting the 

necessity of therapeutic interventions to address shame in the treatment of 

eating disorders. 
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Chapter 1 

The biblical myth of Adam and Eve is a story of shame. It conveys 

the ideas that shame is re lated to becoming self-aware, aware of another's 

security, and fear of transgression against authority with its consequent 

punishment. It also attests to the antiquity of shame (Gilbert, Pehl, & 

Allan, 1994). At the turn of the century, psychoanalytic theory developed 

various ideas on shame and guilt. Freud (1894, 1905, 1909) viewed shame 

as related to exposure to sexuality. Subsequently, be subsumed shame 

under the umbre lla of guilt. Guilt, he suggested, was more closely related 

to psychopatho logy. Alexander (1938) saw guilt and shame as fear of 

punishment versus inadequacy, respectively. Piers & Singer (1958) 

regarded guilt as related to failure to meet demands of the superego 

whereas shame formed in a failure of the ego ideal. Lynd (1958) 

differentiated shame from guilt by noting that in shame the focus is on the 

self, whilst in guilt the focus is on specific acts. 

Although the terms shame and guilt are well known, their 

discrimination has often lacked clarity and at times they have been used 

interchangeably (Gilbert, Pehl, & Allen, 1994). While there are numerous 

indications that shame and guilt are important emotions to consider in 

women with eating disordered behavior, empirical research in this area is 

1 
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Jacking (Tangney, Wagner, & Gramzow, 1992). In consideration of this, 

the distinction between shame and guilt must be underlined because the 

two terms are often used interchangeably. Even though shame and guilt 

are both negative emotions, the focus of each is different, and each leads 

to distinct affective experiences (Gilbert et al, 1994; Tangney, 1994). 

For clarity purposes within this research, the most recent 

operational definitions of the terms guilt and shame are highJjghted 

through the works of Gilbert, Pehl, & Allen (1994); Meehan, O 'Connor, 

Berry, Weiss, Morrison, & Acampora (1996); Tangney (1992), Tangney, 

Wagner, & Gramzow (1992) as being experientially different. Shame is 

related to be an inner sense of being completely diminished or insufficient 

as a person. It is the self judging the self. A moment of shame may be 

humiliation so painful or an indignity so profound that one feels one has 

been robbed of her or his dignity or exposed as basically inadequate, bad, 

or worthy of rejection. A pervasive sense of shame is the ongoing premise 

that one is fundamentally bad, inadequate, defective, unworthy, or not fully 

valid as a human being. Guilt is distingwshed as being a developmentaJly 

more mature, though painful, feeling of regret one bas about behavior that 

has violated a personal value. Guilt does not reflect directly upon one's 

identity nor diminish one's sense of personal worth. It emanates from an 

integrated conscience and set of values. It is the reflection of a developing 

self which promotes the possibijjty of repair, learning and growth (Gilbert 
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et al, 1994; Meehan et al, 1996; Tangney, 1992; Tangney et al, 1992). 

While guilt is a painful feeling of regret and responsibility for one's 

actions, shame is a painful feeling about oneself as a person. The 

possibility for repair seems foreclosed to the shameful person because 

shame is a matter of identity, not a behavioral infraction. There is nothing 

to be learned from it and no growth is opened by the experience because it 

only confirms one's negative feelings about oneself (Bradshaw, 1988; 

Gilbert et al, 1994; Meehan et al, 1996). 

Some authors mention shame and guilt as feelings that are likely to 

precipitate and follow episodes of binging and purging (Leitenberg & 

Rosen, 1988; Lingswiler, Crowther, & Stephens, 1989; Schwartz & Cohn, 

1996; Zerbe, 1995). Women with eating disorders are also described as 

more prone to experience shame and guilt in general (Frank, 1991; Stober 

& Datz, 1988). Feelings of shame (e.g., feeling disgusted with oneself) or 

guilt following a binge are required for a diagnosis of Binge Eating 

Disorder as defined in the DSM IV (American Psychiatric Association, 

1994). While in fact guilt and shame are both negative emotions, they are 

distinct emotions not necessarily interchangeable as some writing's might 

suggest (Frank, 1991 ). 

Despite the lack of consistency in the literature with respect to 

shame and guilt in eating disorders, an important theme stands out. Rosen 

(1992) suggests that women whose eating behavior is disordered feel bad 
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about themselves (a phenomenon more consistent with shame) in relation 

to their bodies and their eating difficulties more so than they do about 

their behaviors (a guilt related phenomenon). Leitenberg (1993) proposed 

that instead of seeing their eating and/or body image difficulties as 

problematic set of behaviors and cognitions that are separate from the self, 

these individuals view them as reflections of their self-worth, as reflections 

of a bad self. 

Similarly, several authors have noted that failure to differentiate 

feelings of self-worth from the aesthetic appearance of the body fuels 

disordered eating (Leitenberg, 1993; Rosen, 1992). Rosen (1992) argued 

that eating disordered women tend to process all information related to 

self-worth in terms of appearance, particularly in relation to body size and 

shape. Thus, women with eating disordered behavior may blur the 

distinction between their physical appearance, their self-worth, and their 

eating problems, and in doing this, succumb to a more shame-like style of 

thinking. 

Statement of Purpose 

The purpose of this research is to explore the complexity of eating 

disorder symptomatology illuminating the relative prevalence of shame and 

guilt in individuals with disordered eating. By their own nature eating 

disorders are very self-destructive and potentially life threatening behaviors. 

They are symptoms of underlying problems. Often there is so much focus 



Chapter 2 

Review of the Literature 

Eating disorders are not new. Anorexia has its roots as far back as 

the 13th century. It was seen often with religious women who were 

6 

actually canonized as being saints for their fasting practices. These woman 

are often referred to as " holy anorexics." Eating disorders probably 

occurred in other societies for different reasons than in our own. The 

cultures in which these young women lived valued spiritual health, fasting, 

and self-denial much as our own values thinness, self-control and 

athleticism. Holy anorexia provided women with a highly valued status in 

both church and society. When the definition of holiness was altered, so 

eventually was the incidence of holy anorexia. There are some hints of 

bulimia during these centuries aJso but no actual confirmed cases. Some of 

these women were suspected of binge-eating practices as well as their 

restricting (Bell, 1985; Davis & Bell, 1985; Zerbe, 1995). 

However, in the time of Caesar (700 B.C.), bulimia was 

demonstrated significantly by the presence of vomitoriums. "Eat, drink, 

and be merry" included vomiting so that a person could return for 

additional eating, drinking and merriment (Thaddeus, 1927). 

Although many eating disorders often have their origins in 

adolescence, a great percentage of those suffering with the disorder are not 
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treated at the time of onset. All three disorders, anorexia nervosa, bulimfa 

nervosa, and binge eating tend to be secretive in nature especiaJly initially. 

While anorexia and binge-eating eventually have visual side effects or 

indicators such as steady or dramatic weight loss or weight gain, bulimia 

can go undetected for years. The denial of the person suffering also plays 

a crucial role in the delaying of treatment for such disorders. Therefore, 

the percentage of adolescent-aged eating disorder clients seen in treatment 

is lower than the actual prevalent rate. Generally those suffering from an 

eating disorder will seek help when their denial drops enough to see that 

their lives are being disrupted by the destructive behaviors which 

accompany eating disorders (Bryant-Waugh & Lask, 1995; Killen, 

Hayward, Wilson, Taylor, Hammer, Litt, Simmonds & Haydel, 1994; 

Speed, 1995; Zerbe, 1995). 

There is no one reason why an individual develops an eating 

disorder. Quite frequently cultural influences play an important role in 

disordered eating symptomatology and development. There appears to be 

no universal precipitating occurrence for an eating disorder's development. 

Likewise, a deep seated psychologically traumatic event is not required for 

the evolution of an eating disorder. A significant number of individuals 

with eating difficulties report after reviewing their own history with the 

eating disorder, that their symptoms developed during or shortly after a 

diet they were following (Johnson, Tosh & Varnado, 1996; Stice, Schupak-
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Neuberg, Shaw & Stein, 1994; Rosen, J., Compas, B. & Tacy, B., 1993; 

Thornton & Russell, 1997; Yaryura, Neziroglu & Kaplan, 1995). 

Of the myriad of potential contributing factors to the development 

of an eating disorder this research wilJ examine a number of considerations 

including: Media and advertising, sociocultural influences, age and gender, 

comorbidities, self-mutilation, impulsivity, stealing, sexual abuse, 

perfectionism, and relationships. 

Influences: Media and Advertising. Society pays a significant 

amount of attention to body image and physical attractiveness, 

youthfulness, sexuality, and appearance. The covers of magazines display 

pictures of men and women alike, whose images are offered as near 

perfection in society's consensus. These photographs are often additionally 

computer-enhanced and taken in near perfect circumstances. The average 

man or woman could not possibly compete with these images. Perhaps the 

models themselves cannot live up to these expectations. Eating disorders 

are not foreign illnesses to the modeling industry. What is unfortunate but 

interesting is the fluidity of society and the alterations imposed due to its 

changeableness. The impact of these changes can be enormous to those 

who strive for that perfection. It guarantees they may never quite be able 

to reach those goals and almost ensures a sense of failure, shame, and guilt 

(Grub, Sellers, & Waligroski, 1993; Stice, Schupak-Neuberg, Shaw, & Stein, 

1994; Wiseman, Gray, Mosimann, & Ahrens, 1992). 
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One of the strongest messengers of sociocuJturaJ pressures may welJ 

be the mass media (Stice, Schupak-Neuberg, Shaw, & Stein, 1994). Irving 

(1990) discovered a direct re]ation between media exposure and eating 

disorder symptomatology over the last several decades. The increase in 

eating disorders through the years bas coincided with a decrease in 

women's idea] body weight as portrayed in the media (Wiseman, Gray, 

Mosimann, & Ahrens, 1992). 

Paralleling the rise in eating disorders was an increase in the 

number of articles and advertisements promoting weight-Joss diets in 

women's magazines (Anderson & DiDomenico, 1992). Anderson & 

DiDomenico (1992) established that women's magazines contained 10.5 

times more advertisements and articles promoting weight loss than men's 

magazines, the same sex-ratio reported by Anderson (1990) for eating 

disorders. Irving (1990) exposed women to slides of thin, average, and 

heavy models which resulted in lower self-esteem and decreased weight 

satisfaction for these women. A similar experiment utilizing pictures of 

models from women's magazines found that exposure to thin models, 

rather than average sized models, produced increased depression, stress, 

guilt, shame, insecurity, and body dissatisfaction (Stice et a], 1994). 

These associations support the assertion that exposure to the media­

portrayed thin ideal is re]ated to eating pathology and suggests that women 

may directly model disordered eating behavior presented in the media ( e.g., 
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fasting or purging) (Stice et al, 1994). Leon, Fulderson, Perry, & Cudeck, 

(1993) established strong associations between body dissatisfaction and 

eating disorders. The internalization of the media's thin ideal produces 

heightened body dissatisfaction which leads to the engagement in 

disordered eating behavior. Additionally, the focus on dieting in the media 

may promote dietary restraint which appears to increase the risk for binge 

eating (Polivy, 1996; Stice et al, 1994). 

Body dissatisfaction is a widespread and common phenomenon 

among women in general (Andrews, 1997). One of the most central 

aspects of shame pertains to individual concerns about how one is regarded 

by others and self-conscious feelings about the body have been consistently 

noted in the shame literature (e.g., Gilbert, 1989; Mallon, 1984). There is 

evidence that bulimia is related to general public self-consciousness 

(Striegel-Moore, Silberstein, & Rodin, 1993). Bodily shame aspects include 

self-consciousness and embarrassment about general appearance and about 

exposing specific body parts, concealment of different body parts, and 

feelings of disgust about oneself concerning others' comments about 

appearance and body parts (Andrews, 1997). Stice & Shaw (1994) 

demonstrated that greater ideal-body stereotype internalization predicted 

increased body dissatisfaction, which was related to heightened eating 

disorder symptoms. Consistent with these findings, Leon (1993) also drew 

a path from body dissatisfaction to eating pathology. 
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Stice & Shaw (1994) indicated a strong positive relation between 

internalization of the thin-ideal and disordered eating. Specifically, it may 

be that exposure to ideal-body images results in negative affects including 

shame, guilt, depression, and stress, as well as a lack of confidence which 

also shows a strong relation to eating pathology (Stice et al, 1994). Further 

body dissatisfaction leads to restrained eating, which has been linked to the 

onset of binge eating and bulimia (Wiseman et al, 1992). 

Although most women are exposed to the media portrayed thin­

ideal images, only a small proportion develop eating disorders. It may be 

that women with perfectionistic tendencies are more inclined to feel 

dissatisfied with their bodies when they compare themselves to those 

images presented in the media. Coping skills may also moderate the 

relation between negative affect, binge eating and restricting, as women 

with better coping skills would likely ameliorate negative affect in more 

adaptive ways (e.g., seeking social support) (Stice & Shaw, 1994; Stice et al, 

1994). 

Sociocultural Influences. Fatness among women has traditionally 

been a greater preoccupation in western societies than in third world 

countries. Women living in third world countries appear much more 

content, comfortable, and accepted with fuller body shapes. In fact the 

cultural stereotype of attractiveness within these societies includes a fuller 

figure. Women from these societies acculturating into areas in which there 
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is a greater preoccupation on thinness have tendencies toward adapting the 

thinner viewpoint and more stringent eating attitudes of the prevailing 

culture (Stice, Schupak-Neuberg, Shaw & Stein, 1994; Wiseman, 1992). 

In fitting the given cultural stereotype of attractiveness, women may 

try to overcome their natural tendency toward a fuller figure. It is 

apparently hard to "just say no" to society. Attempting to become a part 

of a new culture may encourage one to over-identify with certain aspects of 

it. Additionally, eating disorders may develop in different cultures at 

various times because of enormous changes occurring within the society 

itself (le Grange, Telch, & Agras, 1997; Wiseman, Gray, Mosimann, & 

Ahrens, 1992). One example of this type of transformation is depicted 

through the rise of eating disorder symptomatology and diagnosis since the 

massive transitional changes in what once was known as the USSR (le 

Grange et al, 1997). 

Sociocultural factors are thought to play a central role in the 

promotion and maintenance of eating disorders. These sociocultural 

pressures include the ultra-slender ideal-body image espoused for women 

in Western cultures, the centrality of appearance in the female gender-role, 

and the importance of appearance for women's societal success (Stice et al, 

1994). According to the sociocultural model of bulimia, eating disorders 

are a product of the increasing pressures for women in our society to 

achieve an ultra-slender body (Wilson & Eldredge, 1992). This societal 
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obsession with weight is so ubiquitous that moderate degrees of body 

dissatisfaction, shame, and guilt are currently nonnative among women. 

These sociocultural pressures are consistent with theories in which it is 

proposed that body satisfaction is a primary determinant of eating disorder 

symptoms (Stice, Schupak-Neuberg, Shaw, & Stein, 1994). 

The widely accepted fa lse belief that eating disorders only affect 

middle to upper-middle class white adolescent women often leads to 

incorrect diagnosis. Clinicians sometimes fail to diagnose women of color 

appropriately. This may be due to the fact that eating disorders have been 

reported much less among African Americans, Asian Americans, and 

American Indians. This oversight reflects a cultural bias and unintended 

yet prevalent bigotry. These unconscious tinges of prejudice can 

undermine appropriate treatment (Anderson & Holman, 1997; Grange, 

Telch, & Agras, 1997). 

Not only can a diagnosis of an eating disorder be culturally 

determined but no culture appears immune to the possibility of eating 

disorders. Moreover, individuals from other cultures should not 

automatically be excluded from the potential of an eating disorder 

diagnosis. A point in case is how Westernization bas affected Japan 

(Wiseman, et al, 1992). In densely populated urban areas it has been 

found that anorexia nervosa affects 1 in 500, but Wiseman, Gray, 

Mosimann, & Ahrens (1992) discovered the incidence of bulimia is 
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markedly higher then that of anorexia. Gandi (1991) reported anorexia has 

been found within the American Indian and Indian populations. 

Age and Gender Considerations. Middle-aged women as well as 

children are not immune to the development of eating disorders. The 

development of these disorders again appears linked to the cultural 

standards Oe Grange et al, 1997; Shapiro, Newcomb, & Loeb, 1997). 

Zerbe (1995) states that in women over the age of 62 the second greatest 

concern for them are changes in their body weight. The "double standard 

of aging" reveals how aging women in Western society consider themselves 

less attractive or desirable and become fixated on their bodies (Wiseman et 

aJ, 1992). 

Gender and age also have their voice in the acceptableness of body 

dissatisfaction. Children as young as five have expressed concerns about 

their body image (Feldman, Feldmann, & Goodman, 1988). Historically 

through the decades children have also been found to have negative 

attitudes regarding obese individuals, dislike an obese body build, express a 

fear of becoming obese (Feldman et al, 1988) and do not like to play with 

fat children (Schapiro, Newcomb, & Leob, 1997). 

A real tragedy and some of the scariest statistics of all are those 

surrounding eight to ten year old girls and boys and are presented by 

Shapiro, Newcomb, & Leob (1997). Their research indicates that children 

at this young age have internalized a sociocultural value regarding thinness 
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on a personal level. Boys as well as girls reported very simiJar perceived 

social pressures. These children have demonstrated an ability to reduce 

their anxiety about becoming fat by implementing early weight control 

behaviors. These weight control behaviors are believed linked to a sense of 

body dissatisfaction, guilt, and shame. Shapiro, Newcomb, & Leob (1997) 

found that 10% to 29% of boys and 13% to 41 % of girls reported using 

dieting, diet foods, or exercise to lose weight. One concern expressed 

involves the possibility of using more extreme measures, such as vomiting 

or using medication if the earlier methods fail or the pressure to be thin 

intensifies. At tender ages children have apparently equated success and 

popularity with thinness, potentially planting the seeds for shame, guilt, and 

the development of an eating disorder (Killen, Hayward, Wilson, Taylor, 

Hammer, Litt, Simmonds, & Haydel, 1994; Shapiro et al, 1997). 

Men typically have been excluded from eating disorder diagnosis. 

However, Anderson (1992) points out that about 10% of eating disorder 

patients in western society are men. Men and eating disorders are said to 

be under-studied and tend to "fall through the cracks." Anderson & 

Holman (1997) address the issue that advertising has begun to target men 

encouraging them to change their body shape. It goes on to state that 

"capitalism woke up and realized there is a lot of money to be made" as it 

has with women for decades (DeAngelis, 1997). 

Theoretical Shifts. While the eating disorder field is still in its 
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infancy, its clinical development reaching back only 60 years, there have 

already been significant theoretical shifts and clinical transformations that 

are continuing to unfold today (Ash & Piazza, 1995; McFarland, 1995). 

One of these changes can be seen in diagnosis of the disorders. It is clear 

that the diagnosis of bulimia nervosa and atypical eating disorder have 

increased significantly over the last three decades (Ash et al, 1995). Ash & 

Piazza (1995) studied the changes in diagnosis made and reported that: 

None of the patients in 1970 received a diagnosis of pure bulimia 

nervosa, 3.1 % and 29.0% of the cases in 1980 and 1990 were 

diagnosed with bulimia nervosa while 3.1 % and 16% received 

diagnoses of both anorexia and bulimia nervosa, respectively. 

Similarly, while none of the cases in 1970 received a diagnosis of 

atypical eating disorder, 6.5% of the cases in both 1980 and 1990 

received such a diagnosis. It is unclear whether such changes 

represent true changes in the incidence of bulimia and atypical 

eating disorders or merely reflect the improvements made in 

diagnostic practices over the last 30 years. However, it is clear that 

with the advent of better classification systems more eating-disordered 

patients are receiving secondary Axis I and Axis II diagnoses. 

Whereas only 9.4% of the 1970 group received secondary diagnoses, 

51.6% and 54.8% of the 1980 and 1990 groups received such 

diagnoses. Similarly, the number of Axis II diagnoses increased from 
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3.1 % in 1970 to 6.4% in 1980 to 12.8% in 1990. (p. 36) 

Other notable changes presented by Ash & Piazza, (!995) included: 

The essential cliagnostic criteria for anorexia neivosa, the somatic 

criterion of 15% less than expected body weight was met by 

significantly fewer cases in 1990 (58%) than in 1970 (88%) and 1980 

(90% ). The symptom of amenorrhea decreased significantly from 

1970 (96%) and I 980 (93%) to 94% in 1990. Similarly, drive for 

extreme thinness increased significantly from 44% in 1970 to 71 % in 

1980 to 94% in 1990! 

Additionally the trends associated with the secondary symptoms of 

bulimia, vomiting, laxative/diuretic abuse, and excessive exercise were 

unmistakable. The presence of bulimia (episodes of binge eating) 

increased three-fold between 1970 (16%) and 1990 (52% ). The 

prese nce of vomi ting doubled from 25% in 1970 to 55% in 1990. 

Sixty percent of the vomiting was reportedly noninduced as compared 

to only 5% of the 1990 cases. Finally, laxative and/or cliuretic abuse 

jumped from a mere 3% in 1970 and 6% in 1980 to 32% in 1990. 

Such findings suggest that the conscious symptoms associated with 

binging and purging have increased significantly over the last three 

decades. (p. 37) 

Pryor, McGilley, & Roach (1990) suggest that all eating disorder 

patients probably will not have a similar response to the same treatment. 
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It has become apparent that eating disorders are multidimensional and 

have significant psychological components. Factors involved should not 

only include additional diagnoses but also personality structure, patient age, 

chronicity of the illness, patient weight, family history, and family structure 

(Speed, 1995; Zerbe, 1995). 

While many questions continue to be unanswered regarding theory 

and treatment of eating disorders as well as the constellation of problems 

associated with these diagnosis, a combination of treatment modalities 

appears comprehensive. To date, the combining of psychotropic 

medications, nutritional counseling, cognitive-behavioral approaches, 

psychodynamic techniques, group therapy, ego-state therapy, and family 

therapy have been shown to be effective (Pryor, McGilley, & Roach, 

1990; Schwartz & Cohn, 1996; Torem, 1992; Zerbe, 1995). 

Comorbidity: Mood Disorders. It is not uncommon that clients 

presenting with an eating disorder also have additional diagnosis 

concurrently. Depression is often seen accompanying a diagnosis of an 

eating disorder. Grubb, Sellers, & Waligrosk:i (1993) reported a high 

percentage of depressive disorders among ea ting-disordered women and 

contend that often the depressive symptoms decrease after treatment of the 

eating disorder. Depression has been described as a prominent, though not 

the exclusive form of psychopathology in these disorders (Wexler & 

Cicchetti, 1992). Additionally, measures of depression are often influenced 
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by the subject's current state or illness. It is not uncommon that 

depression, rather than eating disturbances, is the symptom for which 

women seek psychological counseling (Grubb, Selle rs, & Waligroski, 1993; 

Schwartz & Cohn, 1996; Zerbe, 1995). 

Bi-polar Disorder. Kruger, Shugar, & Cooke (1996) addressed the 

comorbidity of binge eating disorder, partial binge eating syndrome, and 

bipolar disorder. The work of Kruger, Shugar, & Cooke (1996) was the 

first to describe and link the consistent occurrence of night binging 

syndrome between 2:00 and 4:00 a.m. This behavior was thought this to be 

of significance in the bipolar population because the early morning hours 

are also the time in which mood switches are reported to occur in subjects 

with bipolar disorder. Kruger, Shugarr, & Cooke (1996) encouraged along 

with others that there is a definite need for developing useful diagnostic 

categories by redefining the eating disorders not otherwise specified ( de 

Zwaan, Nutzinger, & Schoenbeck, 1993; Devlin, Walsh, Spitzer, & Hasin, 

1992; Fichter, Quadflieg, & Brandl, 1993). 

Eating is more than just food intake; eating plays an important role 

in our social interactions, and it can also be used to alter emotional states, 

and even to influence brain function. Serotonin, or 5-hydroxytryptamine 

(5-HT), is a neurotransmitter that plays an important role in the regulation 

of circadian and seasonal rhythms, the control of food intake, sexual 

behavior, pain, aggression, and the mediation of mood (Wallin & Rissanen, 
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1994). Dysfunction of the serotoninergic system has been found in a wide 

array of psychiatric disorders: Depression, anxiety, disorders of the sleep­

wake cycle, obsessive-compulsive disorder, panic disorder, phobias, 

personality disorders, alcoholism, anorexia nervosa, bulimia nervosa, 

obesity, seasonal affective disorder, premenstrual syndrome, and even 

schizophrenia (van Praag, Asnis, & Kahn, 1990) 

While the background of eating disorders is complex, the disorders 

probably involve dysregulation of several neurotransmitter systems. The 

involvement of impaired hypothalamic serotonin function in these disorders 

is well documented (Leibowitz, 1990; Kaye & Weltzin, 1991). There is 

good evidence from experimental and clinical studies to suggest that 

serotoninergic dysfunction creates vulnerability to recurrent episodes of 

large binge meals in bulimic patients (Walsh, 1991 ). There is also evidence 

that bulimic behavior bas a mood-regulating function, (e.g., binging and 

purging are used by the patients to relieve psychic tension). However, 

bulimic behavior seems to have different functions for different subgroups 

(Steinberg, Tobin, & Johnson, 1990). Binging may be used to relieve 

anxiety, but it may result in an increase in guilt, shame, and depression 

(Elmore, De Castro, 1990). 

Obsessive-Compulsive Disorder. Obsessional personality traits and 

symptoms have been reported in between 3% to 83% of eating-disordered 

cases depending on the criteria used. Up to 30% of anorexia nervosa 
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patients have been reported to have significant obsessional personality 

features at first presentation. Clinical similarities between obsessional 

personality and the dieting disorders have led to the contention that 

obsessional personality traits might predate the onset of the eating disorder 

(Fahy, 1991; Thornton & Russell, 1997). 

Thornton & Russell (1997) discovered that 21 % of the eating 

disorder patients were found to have comorbid Obsessive-Compulsive 

Disorder (OCD) but even more significant was that 37% of anorexia 

nervosa patients had comorbid OCD. By contrast, individuals with bulimia 

nervosa had much lower rates of comorbidity for OCD (3% ). Thornton & 

Russell (1997) stressed the likelihood that the impact of starvation 

exaggerates an already (premorbid) obsessional personality in those with 

eating disorders. When individuals with a premorbid obsessional 

personality and symptoms focus on food, weight, and shape issues, these 

may become enmeshed into their series of obsessions and compulsions. 

These obsessions and compulsions may result in feelings of guilt, shame, 

and a sense of "loss of control" for the individual (Fahy, 1991; Thornton et 

al, 1997). 

Within these obsessions and compulsions, Andrews (1997) found 

one explanation for the concurrent occurrence of bodily shame with 

bulimic and anoretic symptomatology may be that the shame itself taps 

directly into a central component of the disorders - undue preoccupation 
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with body shape and dread of getting too fat. Bodily shame was shown to 

have a significant association with disordered eating patterns but it was 

unclear whether shame was an antecedent concomitant or consequence of 

the eating rusorder (Andrews, 1997; Thornton e t al, 1997). 

Self-Mutilation. Yaryura-Tobias, Neziroglu, & Kaplan (1995) 

presented the relationship between OCD and self harm and explored this 

connection with respect to anorexia. Four observations were found: 

First, there was a rusturbance of the limbic system resulting in both 

self-mutilation and menstrual changes. Second, pain stimuJation 

releases endogenous endorphins which produce a pleasant feeling, 

control dyspboria, and actively maintain the analgesia-pain-pleasure 

circui.t. Third, 70% of their patients studied reported a history of 

sexual or physical abuse. Finally, the administration of fluoxetine, a 

selective serotonin reuptake blocker, has been successful in treating 

self-injurious behavior. (p. 36) 

With these observations, Yaryura-Tobias, Neziroglu, & Kaplan (1995) 

encouraged clinicians treating OCD and eating disorders to be aware of the 

possibility of self-mutilation among their patients. Conversely, those 

treating self-mutilation may look for symptoms of OCD and eating 

disorders (Chu & Dill, 1990; Favazza & Conterio, 1989). 

lmpulsivity: Stealing Behavior. Closely linked to OCD is an aspect 

of impulsivity seen in eating disordered patients. In anorexia nervosa, 
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stealing behavior was first connected with the sometimes strange habit of 

hoarding foods or objects (Norton, 1985). The association of stealing and 

anorectic behavior even in non-Western countries has stimulated various 

interpretations, ranging from biological to psychodynamic views (Lee, 

1994 ). In early reports on bulimia, a connection was made between 

compulsive eating and stealing (Ziolko, 1988). Some reports have made 

mention of stealing behavior as an aspect of " impulsivity" in eating 

disordered patients (McElroy, Hudson, Pope, & Keck, 1991; Wellbourne, 

1988). However, Vandereychen & Houdenhove (1996) proposed that 

stealing is more likely when the eating disorder includes "Bulimia-like" 

behavior (binge eating, vomiting and laxative abuse). 

The majority of bulimic shoplifters reported stealing something 

which was involved with their eating disorder (e.g., food money, laxatives, 

diure tics, or diet pills) and they indicated that embarrassment and shame 

over buying these items was the main reason to shoplift (Vandereychen, et 

al, 1996). 

From the opposite ·viewpoint, in recent years studies on kleptomania 

paid attention to its frequent connection with eating disorders (McElroy, 

1991). Stealing has been related to the new phenomenon of "compulsive 

buying," a lifetime diagnosis of an eating disorder was found in 17% to 

20.8% of these subjects (Christenson, Faber, de Zwaan, Raymond, & 

Mitchell, 1994; Schlosser, Black, Repertinger, & Freet, 1994) 



24 

Substance Abuse. lmpulsivity is a key feature of both bulimia and 

substance abuse. The self-medication hypothesis suggests that eating 

disordered individuals begin abusing chemical substances in an effort to 

treat their eating problems, as a means of coping with the worry caused by 

these problems. Additionally, an association between eating disorders and 

familial drug abuse, usually alcoholism, suggests the possibility of biological 

similarities or links between substance abuse and eating disorders 

(Holderness, Brooks-Gunn, & Warren, 1994). 

Sexual Abuse. The relationship between sexual abuse and eating 

disordered symptoms in women from nonpsychiatric or college student 

populations indicate that the impact of sexual abuse on eating disordered 

behavior is a variable (Calam & Slade, 1989; Bulik, Sullivan, & Rorty, 

1989; Smolak, Levine, & Sullinhs, 1990; Beckman & Burns, 1990). Despite 

the lack of definite links between sexual abuse and specific eating 

disordered symptoms, Root & Fallon (1989) and Root (1991) suggest that 

binge eating, starvation, or chronic purgative use may develop as a 

maladaptive attempt to cope with or escape from the negative effects of 

prior abuse. 

Sexual abuse is associated with the development of a variety of 

psychiatric symptoms in women. Although eating disorder patients may be 

adversely affected by sexually abusive experiences, it must not be 

universally assumed that eating disorder symptoms are responses stemming 
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1993). 
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Shame-proneness may mediate the relationship between early abuse 

and depression because it leads to an increased sensitivity to depressogenic 

life-events involving hostile reactions and rejection in intimate relationships 

(Andrews 1995). Abused women may, in addition, be more susceptible to 

prevailing sociaJ attitudes about the way women should look. It bas been 

proposed that such attitudes encourage feelings of shame in many, as they 

cannot ever meet society's ideal. In tum, shame influences eating habits as 

women strive to meet this ideal. Young women who have been abused 

would appear to be particularly susceptible to such feelings. As a result of 

their experiences they may have an especially high need for social approval 

and a need to avoid others' real or imagined scorn (Andrews, 1997; 

Schwartz & Cohn 1996; Root, 1991). 

Perfectionism. Perfectionism is a personality style that has been 

described frequently as a central feature of eating disorders (Bauer & 

Anderson, 1989). Several theorists have hypothesized a pathogenic role for 

perfectionistic tendencies in these disorders (Hewitt, Flett, & Ediger, 1995). 

A strong need for perfectionistic self-presentation can influence eating 

behavior by not allowing the person to display imperfections, or admit to 

difficulties (Herwitt, Flett, & Fairle, 1993). It may be that women with 

perfectionistic tendencies are more inclined to feel shame and 
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dissatisfaction with their bodies when they compare themselves to the 

sociocuJtural expectations of the thin-ideal. These sociocuJturaJ influences 

may interact in a complex fashion with biological, cognitive, and personality 

influences to uJtimately produce disordered eating behavior (Hewitt et al, 

1995; Stice & Shaw, 1994) . 

There is a commonJy reported belief that individuals with eating 

disorders feel that they must do everything perfectly and that these beJiefs 

are self-imposed. This reflects the tendency of eating disordered 

individuals to view achievements in black and white terms such that 

anything less than perfection is failure (Bauer & Anderson, 1989.) Some 

perfectionistic striving seen in eating disordered behavior is motivated by 

strong needs to conform to a model or ideal of perfection that is perceived 

as demanded of the self by others. The critical de terminant of this 

motivation is the central belief that one must be acceptable to others by 

meeting their perceived perfectionistic requirements (Herwitt et aJ, 1995). 

Herwitt, Flett, & Ediger (1995) have conceptualized perfectionism 

as a multi-dimensional construct that incorporates self-related and 

interpersonal trait components, and self-presentational components. This 

construct describes sociaJ facets of perfectionism as involving self­

presentational styles that enta il striving to create an image of flawlessness 

to others. For the perfectionist, mistakes and flaws represent failures to 

live up to one's own perceived expectations of perfection and may be 
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interpreted as evidence of personal deficiencies. Mood disorders as well as 

any other disorders can be painful reminders of personal inadequacies 

intensifying shame experiences for the perfectionist. Denial, deception, 

and secrecy are characteristic of individuals with eating disorders which 

clearly suggests unwillingness to admit problems and shortcomings, both to 

others and to themselves (Herwitt & Flett, 1990; Herwitt et al, 1995; 

Holderness et al, 1994; Rosen et al, 1993). 

Intimacy: Empathy. and Relationships. When anorexia nervosa or 

bulimia netvosa patients are married or live together with a partner 

unmarried, the question arises as to what impact an eating disorder has on 

the relationship with a partner or, alternatively, how an intimate 

relationship with a partner influences the course of an eating disorder. 

Despite valuable implications, the marital re lationships of adult eating­

disordered patients have not received much attention in the form of 

empirical research (Van den Broucke, Vandereycken, & Vertommen, 

1995). One of the major impressions emphasized in this clinical literature 

is that married eating disordered patients and their partners often report a 

significant degree of dissatisfaction with their relationships (Van den 

Broucke & Vandereycken, 1988). Marital intimacy is one aspect of a 

relationship which may be conceived both as a process which includes 

empathy, (e.g., a characteristic way of relating of two partners), and as a 

state, (e.g., a relatively stable, structural quality of a relationship which 
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emerges from this process) (Waring, 1988). 

Van den Broucke, Vandereycken, & Vertommen (1995) see 

intimacy as a quality of a personal relationship at a certain point in time 

primarily referring to a relational phenomenon, (e.g., the degree of 

connectedness or interdependence between two partners). As such it 

includes affective, cognitive and behavioral aspects. These three types of 

interdependence are reflected in the couples' emotional closeness, empathy 

and commitment, the validation of each other's ideas and values, and the 

implicit or explicit consensus about the rules which guide their interactions 

(Van den Broucke et al, 1988). 

Additionally Van den Broucke, Vandereycken, & Vertommen 

(1995) suggest that there are two additional levels of intimacy, individual 

and situational. On an individual level, intimacy implies two aspects, one 

being authenticity, or the ability to be oneself in the relationship with the 

partner, and openness, or the readiness to share ideas and feelings with the 

partner. The situational level entails an aspect of exclusiveness: As the 

partners' individual privacy decreases with the enhancement of their 

intimacy, the dyadic privacy is likely to increase. 

Communication difficulties and the lack of openness in eating 

disordered patients' marriages were found and considered to be a serious 

relational deficiency, which may represent an important obstacle to the 

growth and enhancement of their marital intimacy. The intimacy deficiency 
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of these patients' marriages does not necessarily imply that this deficiency 

is the cause of the eating disorder but probably more accurately is 

described as a circular enigma (Van den Broucke et a l, 1995). 

With empathy holding a key position in the construct of intimacy, 

Tangney's (1991) research discovering a positive correlation between 

proneness to guilt and empathetic responsiveness but inversely related to 

the tendency to experience shame, may provide some insight into the 

relational difficulties described by Van den Broucke, Vandereycken, & 

Vertommen (1995). Bateson (1990) defined empathy as including feelings 

of sympathy and concern, but distinguished empathy/sympathy from 

personal distress, the latter representing an observer's own feelings of 

distress in response to a distressed other. This other-oriented empathic 

concern, not self-oriented personal distress, has been linked to altruistic 

helping behavior (Bateson, 1988). Other-oriented empathy is generally 

viewed as the good moral affective capacity or experience because it is 

presumed to foster warm, close interpersonal relationships, to facilitate 

altruistic and prosocial behavior, and to inhibit interpersonal aggression 

(Bateson, 1990). 

Shame, an ugly feeling, draws the focus away from the distressed 

other, back to the self. This preoccupation with the self is inconsistent with 

the other-orientated nature of empathy. When faced with a distressed 

other, shame-prone individuals may be particularly likely to respond with a 
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personal distress reaction, in lieu of a true empathetic response. The acute 

pain of shame may motivate a variety of intrapersonal and interpersonal 

processes that are incompatible with a continued empathic connection. 

Shame-prone individuals have a tendency to externalize cause or blame, as 

a defense maneuver against the overwhelming pain of the shame 

experience, in addition to making internal, global shame-type responses 

(Tangney, 1990; Tangney, 1991; Tangney, Wagner, Fletcher, & Gramzow, 

1992). 

While shame involves the selfs negative evaluation of the entire self, 

guilt involves the selfs negative evaluation of specific behaviors. Guilt's 

consequent motivation and behavior tends to be oriented toward reparative 

action. Guilt seems less likely to motivate the defensive maneuvers, 

antithetical to empathy, that are frequently associated with shame. Guilt­

prone individuals are clearly not disposed to blame external factors or 

other people for negative events allowing room for empathetic 

responsiveness (Tangney, 1990, Tangney, 1991; Tangney et al, 1992). 

Tangney (1991) dfacovered that individuals who are generally 

empathic are also prone to feelings of guilt, exclusive of shame. The 

perspective-taking component of mature empathy requires the ability to 

make a clear differentiation between self and other. Guilt requires making 

a clear distinction between self and behavior, an ability to see behaviors as 

related but somewhat distinct from the self. Both guilt and empathy hinge 
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on a capacity for differentiation, a more mature level of psychological 

development similar to such constructs as psychological differentiation, ego 

development, and cognitive complexity (Bateson, 1990; Tangney, 1991; 

Tangney et al, 1992). 

Shame-prone individuals may have difficuJty maintaining an other­

oriented empathic response, and instead may drift into a more self-focused 

personal distress reaction. They are likely to experience the resonant pain 

of personal distress as well as the pain of shame for "being the kind of 

person who wouJd inflict such harm" (Bateson, 1990; Tangney, 1991). This 

wash of negative affect may be problematic as Berkowitz (1989) has 

demonstrated, negative affect in general can foster angry, hostile feelings 

and subsequent aggressive responses. 

Consistent links have been found between proneness to shame and 

anger (Berkowitz, 1989; Tangney et al, 1992). Such anger may be fueled 

not onJy by the pain of shame itself, but aJso by the discomfort inherent in 

personaJ distress reaction to distressed others. The unpleasant 

interpersonaJ exchange may be so overwhelming that it may motivate a 

variety of defensive maneuvers that are fostered and reinforced by such 

anger. Finally, in the midst of a personal distress reaction the shamed 

individual may subsequently blame the distressed or injured party as a 

means of reducing their own pain. Thus shame-prone persons bring to 

their relationships a number of liabilities that may be particularly 
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exacerbated during unpleasant interpersonal exchanges (Berkowitz, 1989; 

Tangney, 1991; Tangney et al, 1992). 

Summary. The literature on disordered eating behavior and the 

constellation of potential contributors to the exacerbation or development 

of these serious disorders, consistently reflects the constructs of shame and 

guilt without differentiating these emotions. The studies reviewed here 

represent only a small portion of the research on eating disorders. 

However, these studies which include: Media and advertising influences, 

sociocuJtural influences, age and gender considerations, comorbidities such 

as mood disorders, obsessive-compulsive personality traits, self-mutilation, 

stealing behavior, substance abuse, sexual abuse, perfectionism, and marital 

relational difficulties all illuminate the repetitiveness with which the terms 

shame and guilt are characteristically woven into the literature without a 

clear interpretation of their respective meanings. It might be valuable for 

an increased understanding of these potentially life-threatening disorders 

to see the latent relation each may have to eating disorder 

symptomatology. 
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A total of 259 students attending a large mid-western university 

participated in this research. However, all responses were not useable in 

this aspect of the study, primarily since its focus is solely on female 

students. Hence, 85 male students or (32.8%) were eliminated, another 4 

students or (1.5%) were excluded due to absence, leaving 171 or (66%) 

female respondents. The female subjects ranged in age from 17 to 54,(M 

= 21, SD = 4.37). The sample bad a mode of 21 (see Table 1). The 

height ranged from 58 to 79 inches, (M = 64.5 inches, SD = 2.96), and in 

weight from 80 to 275 lbs., (M = 128 lbs., SD = 27.89). 

TABLE 1. Stem and Lear Plot of Participants Age 

Frequency Stem Leaf 

2 17 00 

21 18 000000000000000000000 

30 19 000000000000000000000000000000 

21 20 000000000000000000000 

58 21 0000000000000000000000000000000000000000000000000000000000 

16 22 0000000000000000 

7 23 0000000 

2 24 00 

2 25 00 

2 26 00 

2 28 00 
I 29 0 

I 30 0 

2 31 00 

35 0 

42 0 
45 0 
54 0 
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