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ABSTRACT 
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In an effort to assess the impact of sports participation on adolescent 

eating disorders, information was obtained from 58 high school females. 

Of this sample, 20 students were athletes (soccer, track, and gymnasts), 7 

students were performance squad members (e.g., cheerleaders), and 31 

students were not engaged in these activities. A measure of adolescent 

eating disorder, the Eating Disorder Inventory Il (EDI-2), and a 

demographic survey, were administered to all participants. Although 

sports and performance squads emphasized body shape and control, 

involvement in these organized physical activity contexts did not 

differentiate adolescents most at risk. 
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Chapter 1 

INTRODUCTION 

1 

Female athletes have gone to extraordinary lengths to reduce their 

body fat stores in an effort to improve performance. Eating disorders are 

so prevalent, especially among adolescents, that they are regarded as a 

serious public health problem. Anorexia nervosa, bulimia, and exercise 

bulimia are increasingly common in young athletes. Research indicates 

that in the high school population 13%-17% of eating disorders occur by 

the average age of 15 (Rosen, McKeag, Hough, & Curley, 1986). 

Although aU adolescents are exposed to social pressure for thinness, only 

a small minority develop anorexia or any form of bulimia nervosa. The 

frequency of anorexia nervosa among adolescent girls ranges from 0. 7% 

to 4.2% (average 1%) (Crisp, Hsu & Harding, 1980; Pope, Hudson, & 

Yurgelun-Todd, 1984), and the frequency of bulimia nervosa varies from 

4% to 14% (average 6%). The incidence of eating behavior disorders in 

adolescent girls averages 40% for binging, 35% for fasting, and 10% for 

purging (Johnson, Sanson, & Chewing, 1992; Pope, Hudson, Yurgelun­

Todd, 1984). 
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Statement of Purpose 

Given the paucity of current research on the relationship between 

eating disorders and various forms of activity involvement for adolescent 

females, the purpose of this study was to determine whether adolescent 

females involved in organized physical activities were more at risk than 

nonparticipants in these activities for disordered eating tendencies. 

Female athletes have been identified as a potential risk group for the 

development of eating disorders. Although adolescents in general are 

particularly vulnerable to the onset of eating disorders, little research has 

examined the problem among high school female athletes. The present 

study explored this population by comparing female athletes and non­

athletes in terms of behavioral and psychological traits associated with 

eating disorders. 

Hypothesis 

The null hypothesis states that there was no significant difference 

in the risk for disturbed eating patterns (as measmed by scores on the 

Eating Disorder Inventory-2 [EDI-2], a paper/pencil inventory) between 

females involved in high school sport teams and performance squads 

(participants) as compared to non-participants. 
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LITERA TORE REVIEW 

3 

Many experts believe the world of sports is a likely arena for the 

development of eating disorders. Studies have shown a positive 

correlation between amount of exercise and subjects displaying tendencies 

toward eating disorders (Crisp, Hsu, & Harding, 1980; Epling, Pierce, & 

Stefan, 1984; Richert & Hummers, 1986). Athletes share many 

characteristics that have been found in anorexia patients. McSherry ( cited 

in Slavin, 1987) noted that athletes and anorexics share such features as 

dietary faddism, controlled calorie consumption, specific carbohydrate 

avoidance, low body weight, hypotension, increased physical activity, and 

amenorrhea, or menstrual irregularity. 

Leichner (1986) draws a parallel between athletes and individuals 

with eating disorders on such traits as high self-expectations, rigid and 

obsessional approach to reaching goals, perfectionism, and high emphasis 

on emotional control. Other factors include the propensity to 

self-deprivation and isolation and the intense pressure to be slim and 

perform (Gamer & Garfinkel, 1990.) 



4 

Eating Disorders 

According to the Diagnostic and Statistical Manual of Mental 

Disorders (4th ed.; American Psychiatric Association, 1994), a person 

who has anorexia nervosa weighs 15% below what is considered normal 

for his or her height and age, has an intense fear of gaining weight, has a 

disturbed body image, and, in women, has primary or secondary 

amenorrhea (mentrual irregularity). 

Symptoms of bulimia nervosa differ. They include: 

* 

* 

* 

* 

* 

* 

recurrent episodes of binge eating (a minimum of two binge 

episodes a week for at least three months), 

Jack of control over behavior during binges, 

regular use of self-induced vomiting, laxatives, and 

diuretics, 

strict dieting, 

vigorous exercise to prevent weight gain, and 

a persistent overconcern with body shape and weight 

Eating disorders fall at the extreme end of a broad range of eating 

problems. Mimi Johnson, M.D., a specialist in pediatric and young adult 

sports medicine at Washington Sports Medicine Clinic at Kirkland~ 

Washington, makes a distinction between eating disorders and disordered 
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eating. Many athletes show signs of disordered eating but don't meet the 

DSM IV criteria for an eating disorder, she says. They may restrict food 

intake significantly but not enough to become anorexic. They may binge 

and purge only once every three months or even once a week and still not 

meet the DSM IV criteria for bulimia (Nattiv & Lynch, 1994). About five 

million people in the United States suffer from eating disorders, 99 

percent of them women, according to the National Institute of Mental 

Health (McGinley, 1996). 

The emergence of a new eating disorder, exercise bulimia, has 

recently emerged. Although not listed in the DSM IV, exercise bulimia 

is achieving more and more attention. The exercise bulimic may or may 

not purge~ exercise itself becomes the purge. Exercise bulimia may exist 

by itself or it may intertwine with other aspects of anorexia and bulimia 

Essentially the individual begins to overvalue thinness. Excessive 

exercise may become payment in advance for binge foods or penance for 

foods already consumed (McGinley, 1996). 

Exercise bulimia is easy to hide, especially in athletes, because 

exercise is encouraged. For most women, exercise is an outlet~ a balanced 

part of their lives, but for some it moves out of the realm of the normal 

and becomes an obsession (McGinley, 1996). 
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No one really knows how widespread exercise bulimia may be, 

because it is just beginning to be recognized, but certainly there is 

significant pressure on women, from the time they 're young girls, to be 

thin and in shape. In 1990, 85 percent of all 12-year-old girls had been on 

a diet of some form, according to the eating disorders council. 

While exercise in moderation is by far the best medicine, 

enhancing physical and mental health, in the extreme it can do irreparable 

damage to the body. The key to determining how good or bad the exercise 

is for the individual is whether there are feelings of compulsion that 

accompany the desire to exercise (McGinley, 1996). 

Attitudes 

A nwnber of surveys have identified attitudes which are coincident 

with eating disorders in adolescent girls ( e.g., fear of being fat and 

distortion of body image). Moore (1988) found that in 77% of 

average-weight girls and in 32% of very underweight girls, weight 

dissatisfaction was accompanied by weight-loss behavior. In adolescent 

girls who wish to lose weight, more than one-third did not have a realistic 

idea of bow much to lose. 
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Gross & Rosen (1988) found no statistically significant group differences 

between bulimic girls and normal girls for socioeconomic status, race, or 

grade. However, other research indicated eating disorders occurred most 

often among young, white, affluent (upper-middle to upper class) women 

in mode~ industrialized countries (Anderson & Hay, 1985; Hsu, 1989; 

Taub & McLorg, 1989). 

The recent, dramatic increases in eating disorders have been 

postulated as resulting from the societal ideal of slimness for women and 

accompanying gender-based socialization that encourages adherence to 

traditional feminine gender norms (Boskind-White, 1985; Nasser, 1988; 

Rodin, Silberstein, & Gross, 1988; Schwartz, Thompson, & Johnson, 

1982; Striegel-Moore, Silberstein, & Rodin, 1986). In American society, 

the standard is that a slim body is the most beautiful; being overweight is 

considered not only unhealthy but also unattractive (Delong, 1980; 

Rittenbaugh, 1982; Schwartz, Thompson & Johnson, 1982). 

Extreme dieting and exercise regiments among "normal" girls, as 

well as those with eating disorders, are seen as examples of dangerous 

attempts to attain the ideal of feminine beauty (Mazur, 1986). Garner & 

Garfinkel (1990) noted that a shift toward thinness in the American ideal 

for women coincided with an increase in dieting behavior. 
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In order to comply with the societal expectation of thinness, certain 

individuals use pathogenic weight control techniques (such as laxatives, 

vomiting, fasting, and diet aids) to reach an "ideal" weight. At the 

extreme, these methods can lead to disordered eating behaviors, including 

anorexia nervosa and bulimia nervosa. 

Along with this emphasis on slimness, elements of gender-role 

orientation are associated with the development of eating disorders 

(Striegel-Moore, Silberstein & Rodin, 1986). For example, concern with 

thinness has been related to perceived and preferred femininity. In 

general, the more females diet and worry about weight, the more 

traditionally feminine they are in their actual and ideal gender-role 

orientations (Squires & Kagan, 1985). 

Adolescence represents a particularly vulnerable period for the 

development of eating disorders. The most common ages of onset for 

anorexia nervosa (self-starvation) are early adolescence to early 20s 

(Leichner & Gertler, 1988), whereas the usual ages of onset for bulimia 

nervosa (binge ... purge syndrome) are between 16 and 19 years (Mitchell 

& Pyle, 1988). Young females are especially susceptible to the 

development of eating disorders given the existence of a pervasive 

thinness norm (Mish.kind, Rodin, Silberstein, & Streigel-Moore, 1986; 
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Polivy, Gamer & Garfinkel, 1986) and a powerful peer subculture 

emphasizing conformity to appearance expectations (Gralen, Levine, 

Smolak, & Muren, 1990). In addition, bodily changes and weight gains 

associated with puberty are often causes of concern for adolescent females 

(Rosen & Gross, 1987). 

Sports Impact 

Because the incidence of anorexia nervosa and bulimia is so high 

among athletes, it has been suggested that sports may contribute to the 

development of these disorders (Zucker, Avener, & Boyder, 1985). Some 

researchers have speculated that the media's emphasis on physical fitness 

and leanness may promote preoccupation with low or extremely low body 

weight and may even result in the development of eating disorders. The 

attempts of athletes to be more appealing to their mentors by being thin, 

and their fears that they may not make the team if desired body weight is 

not achieved, are of great concern (Calabrese, Kirkendall, & Rapoports, 

1983). The combination of social, biological, cultural, and cognitive 

variables, along with their unique and various components, have been 

presented as partial evidence to account for the progression of eating 
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disorders such as anorexia nervosa and bulimia nervosa (Garfinkel & 

Garner, 1983). 

An individual's vulnerability to disordered eating behavior may 

relate to the nature of physical activities in which they participate. 

Individuals in organized forms of physical activity may be especially at 

risk as the structure and context of these activities possess the capability 

of imposing additional pressures and expectations on adolescent females 

(Gralen, Levin, Smolak, & Muren, 1990). In particular, organized 

physical activities that focus on the body or emphasize body shape and 

control may increase one's risk for exhibiting disordered eating behavior. 

Two common organized adolescent activities that emphasize the body, and 

thus may relate to eating and weight concerns, are sport participation and 

performance squad involvement ( e.g., cheerleading). 

Relative to sport participation, athletes may receive pressures from 

coaches, parents, and team members to reduce their body size or weight 

for competitive purposes. A high percentage of body fat is assumed to 

slow movement, binder perfmmance, and cause fatigue both in quickness 

and endurance activities (Davis & Cowles, 1989; Overdorf, 1987). 

Moreover, as the body often becomes the instrument for successful sport 

performance, attention is placed on an athlete' s body shape, body 
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composition, and physical appearance (Hargreaves, 1987). Required to 

maintain exceptional control over their physique (Combs, 1982; Overdorf, 

1987), athletes may resort to pathogenic weight control methods (e.g. , 

induced vomiting, laxatives, diet aids) or other disordered eating behavior. 

Another physical activity placing emphasis on body shape and size 

for adolescent females is performance squads. Including groups such as 

cheerleaders, performance squad members commonly experience 

pressures to maintain an aesthetically pleasing appearance (Humphries & 

Gruber, 1986; Lundholm & Littrell, 1986). In some instances, weekly 

weigh-ins, arbitrary weight standards, and visual inspection of team 

members in their uniforms are used to detennine eligibility for these 

activities. Aspiring to meet appearance or body expectations, performance 

squad members may engage in various forms of disordered eating. 

Research examining the relationship between -involvement m 

performance squads and eating disorder tendencies is extremely limited. 

Among high school cheerleaders, binge-eating and purging behavior were 

reported, especially among those most desiring thinness (Lundholm & 

Littrell, 1986). 
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Although female athletes have been identified as a risk group for 

eating disorders, most research has concentrated on the intercollegiate or 

elite level athlete (Black & Burckes-Miller, 1988; Kurtzman, Yager, 

Landsverk, Wiesmeier, & Bodurka, 1989; Rosen, McKeag, Hough, & 

Curley, 1986; Warren, Stanton, & Blessing, 1990). Little focus, however, 

has been directed at female athletes participating in high school sport 

programs. The neglect of this age group is unfortunate as adolescence is 

the formative period for eating disorders (Leichner & Gertler, 1988; 

Mitchell & Pyle, 1988), and female college athletes also report that their 

disordered eating began at a younger age (Dummer, Rosen, Heusner, 

Roberts, & Counsilman, 1987). 

High Risk Populations 

Some female athletes--along with women in professions that 

demand special attention to personal appearance, such as flight attendants 

and fashion models--are particularly susceptible to eating disorders. 

According to the American College of Sports Medicine (ACSM), (Nattiv 

& Lynch, 1994), studies have shown the prevalence of disordered eating 

among female athletes to range from 15% to as high as 62%. In extreme 

cases of eating disorders, the mortality rate is 10% to 18% (Nattiv & 
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Lynch, 1994). Another study, (Johnson, Sanson, & Chewing, 1992), 

shows that female patients comprise 90% of reported cases of anorexia 

and the average age of onset is 16 years. Bulimia and anorexia sufferers 

are predominantly single, white, college-educated females from middle-to 

upper-class families (Johnson, & Tobin, 1991). 

Research indicates that dancers, models, and athletes are among 

those possibly at high-risk for developing eating disorders. Within these 

"high-risk" populations, certain subgroups may be more vulnerable than 

their counterparts. Factors such as high level of competition and leanness 

being linked to success have been cited as possible predisposing factors 

for developing eating disorders (Garner & Garfinkel, 1990). 

Many experts believe the world of high performance sports is a 

likely arena for the development of eating disorders. Studies have shown 

a positive correlation between amount of exercise and subjects displaying 

tendencies toward eating disorders (Crisp, Hsu, & Harding, 1980; Epling, 

Pierce, & Stefan, 1984; Richert & Hummers, 1986). 

Even those athletes who have disordered eating but do not meet the 

strict DSM N criteria for bulimia and anorexia risk developing endocrine, 

skeletal, and psychiatric problems, as well as full-blown eating disorders. 

Eating disorders, together with amenorrhea and osteoporosis, form what 
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a task force from the American College of Sports Medicine (ACSM) in 

Indianapolis refers to as the "female athlete triad" (Nattiv & Lynch, 1994). 

This triad potentially threatens all adolescent and young adult 

female athletes, particularly elite-level athletes, the task force determined. 

This demand for optimal leanness for better athletic performance and the 

unrealistic cultural expectation to be thin combine to create strong 

pressures on many young athletes to reject and minimize body fatness. 

This negative attitude toward fatness is perpetuated by reinforcement 

commonly received from coaches, teammates, and parents. Athletes are 

often introduced to pathogenic methods of weight control such as purging 

and self-induced vomiting by well-meaning but unknowledgeable 

teammates and coaches (Combs, 1982; Herny, 1982; Smith, 1980; Zucker, 

Avener, & Boyder, 1985). 

Athletes constitute an interesting group, given the paradoxical 

relationship between physical strength/stamina and the potentially 

debilitating effects of eating disorders. Several factors may account for 

athletes' propensity for eating disorders: (a) pressure from coaches, 

parents, and other participants to reduce body size for competition, (b) 

personality characteristics of athletes, and ( c) emphasis placed on the body 

within the sport context. 
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Current experts' opinions are further split on the reasons for eating 

disorders among athletes. Research indicates the following: individuals 

with a predisposition toward eating disorders are attracted to certain "thin" 

types of sports (Henry, 1982~ Zucker, Avener, & Boyder, 1985), the 

demand and expectations of competitive sport precipitates the onset of 

eating disorders (Borgen & Corbin, 1987; Gamer & Garfinkel, 1990; 

Rosen, McKeag, Hough & Curley, 1986), or it is a combination of both 

that causes eating disorders in sports. 
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It is impossible to determine whether a person has anorexia, 

bulimia, or even exercise bulimia on the basis of a questionnaire. 

However, one can determine which young women may be predisposed to 

various eating disorders (Borgen & Corbin, 1987). 

Subjects 

The sample consisted of ninth through twelfth grade females 

attending a public high school in a medium-sized midwestem city. The 

high school, with an enrollment of 2,400 predominately White, middle 

class students, was situated in a city with the population of 86,000. 

Those defined as athletes for the purpose of this study were track 

and field team members, soccer team members, gymnastic team members, 

and cheerleaders. All played on competitive school teams or were 

cheerleaders. Non-athlete subjects were defined as high school females 

who did not play on an athletic team or were not members of the 

cheerleading squad. Participation was completely voluntary. 
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The study comprised two groups of adolescent females totaling 58 

subjects: 27 athletes and 31 non-athletes. Characteristics of the subject 

population are reflected in Table 1 (see page 18). The athlete subjects 

were all female and ranged in age from 15 to 18 years of age (m = 16.7), 

height ranged from 61-69.5 inches (m = 65.3), and current weight ranged 

from 97 - 150 pom1ds (m = 125.4). The non-athlete subjects ranged in age 

from 14 to 18 years of age (m = 16), height ranged from 61.5 - 69 inches 

(m - 65.2), and cWTentweightranged from 101- 215 pounds (m = 127.7). 

The educational level of the subjects were as follows: in the athlete 

group, 2 (8 percent) were seniors, 9 (33 percent) were juniors, 7 (26 

percent) were sophomores, and 9 (33 percent) were freshmen. The non­

athletic group comprised of 5 seniors ( 17 percent), 14 juniors ( 45 percent), 

10 sophomores (31 percent), and 2 freshmen (7 percent). 

Table 2 (see pages 19, 20) provides Individual Survey Information 

from the EDI - 2 Item Booklet regarding those subjects who participated 

in the study. 
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TABLE I 

DEMOGRAPHIC CHARACTERISTICS 

OF ATHLETES AND NON-ATHLETE SUBJECTS 

DESCRIPTION 

Age (years) 

Height Onches) 

Current Weight (pounds) 

Maximum High Weight (pounds) 

Minimum Low Weight (pounds) 

Maximum Loss (pounds) 

Ideal Weight (pounds) 

Athletes n = 27 

Non-Athletes n = 31 

ATHLETES 

X RANGE 

16.7 15 - 18 

65.3 61 .0-69.5 

125.4 97 - 150 

128.3 100 - 170 

107.6 93 - 135 

9.7 2 - 40 

113 95-140 

NON-ATHLETES 

X RANGE 

16.0 14 - 18 

65.2 61 .5-69.0 

127.7 101-215 

133.8 103 - 195 

113.5 87 -179 

12.0 2- 40 

122 90 - 180 
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TABLE2 

INDIVIDUAL SURVEY INFORMATION 

EDl-2 ITEM BOOKLET 

.. Curr High Low Wgt M·ax Ideal 

II Age Race Hgt Wgt . Wgt Wgt Los$ Loss· Loss2 Wgt Athlete 

1 17 1 67 120 130 120 2 5 120 120 3 

2 15 1 69.5 120 122 110 2 10 100 120 3 

3 17 1 69 112 113 110 2 2 110 -1 3 

4 16 1 66 150 170 120 1 40 120 120 3 

5 16 1 61 135 -1 -1 -1 -1 -1 -1 3 

6 16 1 66 128 133 120 1 5 120 120 3 

7 16 1 65 118 -1 -1 -1 0 -1 100 3 

8 14 3 60 97 100 93 2 7 100 95 2 

9 17 1 67 113 115 110 2 5 110 113 2 

10 18 1 65 135 135 120 2 10 120 130 2 

11 14 1 64 125 130 100 2 5 130 115 2 

12 15 1 65 127 130 120 1 7 123 120 1 

13 15 1 62 135 137 125 1 5 130 140 1 

14 14 1 64 120 130 110 1 5 115 110 1 

15 16 1 65 135 137 130 1 3 133 125 1 

16 17 1 61 130 135 110 2 15 115 115 1 

17 16 1 68 143 143 -1 -1 -1 -1 135 1 

18 15 1 67 130 135 115 1 7 120 120 1 

19 17 1 64 145 -1 135 2 10 130 130 1 

20 17 1 66 118 121 113 2 10 105 115 1 

21 16 1 67 135 137 120 1 10 120 125 1 

22 18 1 67 125 127 110 1 30 72 125 1 

23 17 1 69 111 11 1 105 2 10 95 120 4 

24 14 1 66 117 124 112 1 7 97 110 4 

25 17 1 65.5 120 127 97 2 16 97 106 4 

26 17 1 65 135 -1 120 -1 10 125 125 4 

27 15 1 62 107 110 105 2 10 100 100 4 

28 18 1 64 120 130 120 1 10 120 115 0 

29 16 1 69 127 132 113 1 7 118 120 0 

30 16 1 62 118 120 87 2 16 87 110 0 

31 18 1 67 145 150 140 1 7 142 140 0 

32 17 1 64 125 133 125 2 10 125 117 0 

33 18 1 61 .5 110 112 98 1 5 100 98 0 

34 17 1 62 104 106 94 2 10 94 102 0 



EDl-2 ITEM BOOKLET 

·• Curr Higtl_:.- U>W Wgt .. _ _.-.-Age Race .-.· Hg{· Wgt ::Wgf: Wgt 'Loss 

35 16 1 66.5 125 130 125 1 

36 17 1 62 115 115 108 2 

37 16 1 64 168 180 150 1 

38 16 1 62 106 106 92 2 

39 16 1 68 125 130 -1 2 

40 17 1 64 150 190 120 1 

41 15 1 67 103 103 103 -1 

42 17 1 68 125 130 118 1 

43 17 1 67 120 125 120 2 

44 17 1 64 101 110 94 1 

45 17 1 69 155 164 148 1 

46 17 1 62 125 138 123 2 

47 16 1 60 105 126 94 1 

48 17 1 64 116 120 114 2 

49 17 1 65 135 140 129 2 

50 16 1 67 125 135 115 2 

51 18 1 66 150 155 130 2 

52 16 1 64 108 120 100 1 

53 17 1 67 112 118 108 1 

54 15 1 68 150 160 125 1 

55 17 1 67 120 125 115 2 

56 16 1 68 140 -1 -1 1 

57 18 1 68 215 195 179 1 

58 17 1 65 117 117 110 2 

Avera es: 
A 16.00 65.30 125.-4 128.3 107.6 1.4 
N-A 16.71 65.23 127.7 133.8 113.5 1.467 

A= Athlete 
N-A = Non-Athlete 

Race: 1 = VVhite Caucasian 
3 = Asian 

# of Participants Column: 0 = Non-Athlete 
1 = Soccer Athlete 
2 = Track Athlete 
3 = Cheerleader Athlete 
4 = Gymnasts Athlete 
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Max Ideal .. 
Loss Loss2 :}Wgt· Athlete 

5 125 125 0 

3 108 105 0 

30 150 130 0 

30 100 100 0 

-1 -1 115 0 

40 145 130 0 

-1 -1 100 0 

10 120 120 0 

5 120 120 0 

12 95 98 0 

10 148 140 0 

10 125 115 0 

28 98 90 0 

2 -1 114 0 

10 129 120 0 

10 125 110 0 

10 140 130 0 

14 100 115 0 

8 110 110 0 

20 125 135 0 

5 115 115 0 

15 118 125 0 

20 164 180 0 

2 113 115 0 

# Part. 
9.7 106.6 113.0 27 
12 112 122 31 
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J>rocedures 

The procedures and data collection instrument of the study were 

reviewed and preapproved by the school's assistant principal, principal and 

district assistant director of curriculum. 

Data was collected over a three day period by means of a 

questionnaire distributed during health classes and at the beginning of 

appropriate athletic practices (see Appendix A, page 50 for a sample of 

this questionnaire). 

Initial contact was made with health teachers and coaches at the 

school who assumed responsibility for organizing the data collection 

process (see Appendix B, page 55 for this letter). The health classes, 

required for graduation, were chosen to represent the nonathletic 

participants. Cheerleading squads, girls soccer, track and gymnastics 

teams were chosen to represent the athletic participants. Coaches and 

teachers solicited volunteers from the appropriate classes and teams, 

allowing the first 20 volunteers from each athletic program and each 

health class to quality for the program, while maintaining a waiting list for 

the remainder. 

All subjects were given a Parent Consent Form (see Appendix C, 

page 57) and Demographic Sheet (see Appendix D, page 59) stating that 
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"at risk" information gained from the EDl-2 would be shared with parents 

upon request. Otherwise inf onnation obtained from the study was 

confidential and would be presented in group form in the final published 

paper. One hundred (100) parent consent forms were distributed and 

fifty-eight (58) were returned, signed by parents. 

The researcher emphasized that participation in the study was 

voluntary and that students could quit at any time. To help alleviate 

possible problems associated with classroom questionnaire administration 

and to decrease homogeneity of responses, students were separated from 

one another in their seating arrangement and asked not to talk with their 

classmates or to look at others' responses. It was announced that if an 

individual chose not to participate, she would remain seated and do 

independent work. Completion time for the questionnaire averaged 25 

minutes. 

Instrumentation 

To measure the impact of sports participation on adolescent eating 

disorders, the Eating Disorder lnventory-2 (EDl-2), a widely used 

self-report measure of symptoms commonly associated with anorexia 

nervosa (AN) and bulimia nervosa (BN) was administered to 58 students 



23 

(see Appendix A, page 50). A standard EDI-2 Answer Sheet was used for 

the participants to record their responses to the questionnaire ( see 

Appendix E, page 61 ). 

The EDI-2 consists of the original EDI which is a 64-item, 6-point, 

Likert-type scale, with responses ranging from always to never (Gamer, 

Olmsted, & Polivy, 1984). The current version of the EDI-2 retains the 

original 64 items and, with 27 additional items, adds three new constructs. 

The eight original subscales measured by the EDl-2 are: (1.) Drive for 

Thinness, (2.) Bulimia, (3.) Body Dissatisfaction, (4.) Ineffectiveness, 

(5.) Perfectionism, (6.) Interpersonal Distrust, (7.) lnteroceptive 

Awareness, (8.) Maturity Fears, with three additional provisional 

subscales consisting of (9.) Asceticism, (10.) Impulse Regulation, and 

( 11.) Social fnsecurity. In subscales one, two, and three, attitudes and 

behaviors relative to eating and body shape are emphasized. In subscale 

four through eight, interpersonal issues and ego-functioning are the focus 

measures. The three remaining subscales are provisional scales. A 

glossary describing these eating disorder subscales is found in Appendix 

F, page 64. 

The manual reported that the clinical utilization of the inventory 

indicated that resulting scores were not only sensitive to "differentiation 
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of inruviduals who may have anorexia nervosa and bulimia nervosa" but 

those individuals who display "symptoms of a disorder but are less 

psychologically disturbed" (Garner & Olmsted, 1984, p. 10). 

Internal consistency estimates for each subscale were reported by 

Garner, Olmsted, and Polivy (1984) as yielding a minimum .80 alpha 

coefficient The valjdation of the Eating Disorder Inventory - 2 involved 

a criterion group of eating disordered females with a predominance of 

anorexic females over bulimic females. A comparison group consisted of 

female university students who were enrolled in psychology courses. Test 

items selected were those that significantly differentiated the eating 

disordered from the college sample and those that were highly correlated 

with only the subsca]e to which the items were cataloged. According to 

Gamer, Olmsted, and Polivy (1984) the measure identified college women 

as weight preoccupied if their scores were at or above the mean (see 

Figure 1, the EDI-2 Profile Chart, page 25 showing the range for eating 

disorders and college females). 
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Reliability and validity data for these two groups was reported in 

the Eating Disorder Inventory - Professional Manual (Gamer, Olmsted & 

Polivy, 1983). The total correlation of the eight subscales was .63 

(SD = . 13). Reliability coefficients for the anorexia nervosa group (n = 

155) ranged from .83 to .93 with a standard error of measurement across 

the subscales ranging from 1.9 to 2.9. Reliability coefficients for the 

female co1lege students (n = 271) ranged from .72 to .92 with a standard 

error of measurement from 1.3 to 2.3 across the subscale. 

Observation for each subscale was plotted on a profile form to 

allow comparison with normative subscale scores for eating disorder and 

female university students (see Figure 2, page 27, 28). Elevated scores on 

subscales were an indication that an individual was possibly vulnerable for 

an eating disorder. 

Used extensively by researchers, the EDI - 2 has been found to be 

both valid and reliable (Rosen, Silberg, & Gross, 1988). Shore and Porter 

(1990) indicated that the EDI " ... has great potential as a screening 

instrument to detect young people particularly at risk for developing eating 

disorders or already in the early stages" (p. 206). 
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FIGURE 2 (CONTINUED) 

Eating Non-Athlete Athlete 

Sub-scale Disorder Raw % Raw % 
Range Score Score Score Score 

Drive for Thinness 12.0 - 16.5 5.2 47% 6.2 50% 

Bulimia 8.5 - 13.0 1.5 58% 1.9 58% 

Body Dissatisfaction 14.5 - 19.0 12.45 73% 11 .85 73% 

Ineffectiveness 9.0 - 14.0 2.7 49% 4.2 49% 

Perfectionism • 6.5 - 11 .0 5.74 62% • 7.56 62% 

Interpersonal Distrust 4.0 - 8.0 2.19 33% 2 .44 33% 

lnteroceptive 
8.0 - 13.5 3.29 55% 3.4 55% 

Awareness 

Maturity Fears • 3.0 - 6.5 • 3.5 52% • 4.2 52% 

Asceticism 5.5 - 10.5 3.3 60% 4.8 60% 

Impulse Regulation 4.0 - 8.5 3.35 77% 3.5 77% 

Social Insecurity 6.5 - 11 .0 3.12 66% 3.1 66% 

* Falls with.in eating disorder range. 
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To determine differences in disordered eating patterns among 

athletic teams, and students who were nonparticipants on athletic teams, 

11 separate analyses of variance were employed to analyze responses 

onthe EDI - 2. The overall EDI - 2 score did not significantly vary among 

the two student groups. Mean scores on the overall EDI - 2 and its 11 

subscales, along with the total number of females in grades 9 through 12, 

are shown in Figure 2, pages 27, 28. Across the two student groups, 

responses on the EDI - 2 total score and its subscales for the present 

sample were generally not significantly different from college age nonns 

and were generally not within the eating disorder range. However, two 

ED] - 2 subscales did fall within the lower eating disorder range. These 

subscales were Maturity Fears which included both athlete and non-athlete 

and Perfectionism reflecting only athletes. Thus the present sample does 

not generally appear to be atypical for age norms for girls in grades 9 

through 12. 

To determine if there was a statistically significant difference 

between non-athlete and athlete, the mean and standard deviation on the 
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EDI-2 were computed for each of the samples. The delta index was used 

to calculate effect size as a measure of significance with an index of .05 

considered statistically significant. 

A total of 58 EDl-2 Profile questionnaires were returned by high 

school female students. These questionnaires were divided into two 

categories; non-athletes and athletes. 

The 31 non athletes were high school students who did not 

participate in any organized sports teams. Their ages ranged from 15 

years to 18 years with the average age of 16.71 years. Their height ranged 

from 60 inches to 69 inches with an average height of 65 .23 inches. The 

weights of these students ranged from 101 pounds to 215 pounds with an 

average weight of 127. 7 pounds. According to these students, their ideal 

weight ranged from 90 pounds to 180 pounds with an. average ideal weight 

of 122 pounds. Another question identified the maximum number of 

pounds lost by these non-athletes. This ranged from 2 pounds to 40 

pounds with an average of 12 pounds. 

The 27 athletes consisted of 7 soccer players, 4 track participants, 

11 cheerleaders, and 5 gymnasts. Their ages ranged from 14 years to 18 

years with an average age of 16.0 years. Their height ranged from 60 

inches to 69.5 inches with an average height of 65.3 inches. The weight 
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of these students ranged from 97 pounds to 150 pounds with an average 

weight of 125.4 pounds. The ideal weight cited by these same students 

ranged from 95 pounds to 140 pounds with an average ideal weight of 

113. The maximum number of pounds lost by these student athletes 

ranged from 0 pounds to 40 pounds with an average of 9. 7. 

Figure 3 shows that there was not a significant difference between 

the non-athletes and athletes in any categories, including: age, height, 

weight, high weight, low weight, weight loss, maximum weight loss and 

ideal weight (see Figure 3 on page 32). 



# Age 

1 17 

2 15 

3 17 

4 16 

5 16 

6 16 

7 16 

8 14 

9 17 

10 18 

11 14 

12 15 

13 15 

14 14 

15 16 

16 17 

17 16 

18 15 

19 17 

20 17 

21 16 

22 18 

23 17 

24 14 

25 17 

26 17 

27 15 

28 18 

29 16 

30 16 

31 18 

32 17 

33 18 

34 17 
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TABLE 2 

INDIVIDUAL SURVEY INFORMATION 

EOl-2 ITEM BOOKLET 

Race Hgt 
Curr High 
Wgt Wgt 

Low 

Wgt 

1 67 120 130 120 

1 69.5 120 122 110 

1 69 112 113 110 

1 66 150 170 120 

1 61 135 -1 -1 

1 66 128 133 120 

1 65 118 -1 -1 

3 60 97 100 93 

1 67 113 115 110 

1 65 135 135 120 

1 64 125 130 100 

65 127 130 120 

62 135 137 125 

64 120 130 110 

65 135 137 130 

61 130 135 110 

68 143 143 -1 

67 130 135 115 

64 145 -1 135 

66 118 121 113 

67 135 137 120 

67 125 127 110 

69 11 1 11 1 105 

66 117 124 112 

65.5 120 127 97 

65 135 -1 120 

62 107 110 105 

64 120 130 120 

69 127 132 113 

62 118 120 87 

67 145 150 140 

64 125 133 125 

1 61 .5 110 112 98 

1 62 104 106 94 

2 5 120 120 3 

2 10 100 120 3 

2 2 110 -1 3 

1 40 120 120 3 

-1 -1 -1 -1 3 

5 120 120 3 

-1 0 -1 100 3 

2 7 100 95 2 

2 5 110 113 2 

2 10 120 130 2 

2 5 130 115 2 

7 123 120 1 

5 130 140 1 

5 115 110 1 

3 133 125 1 

2 15 115 115 1 

-1 -1 -1 135 1 

1 7 120 120 1 

2 10 130 130 1 

2 10 105 115 1 

10 120 125 1 

1 30 72 125 1 

2 10 95 120 4 

7 97 110 4 

2 16 97 106 4 

-1 10 125 125 4 

2 10 100 100 4 

10 120 115 0 

7 118 120 0 

2 16 87 110 0 

1 7 142 140 0 

2 10 125 117 0 

1 5 100 98 0 

2 10 94 102 0 



EDl-2 ITEM BOOKLET 

Curr High Low Wgt 
# Age Race Hgt Wgf Wgt Wgt Loss 

35 16 1 66_5 125 130 125 1 

36 17 1 62 115 115 108 2 
37 16 1 64 168 180 150 1 
38 16 1 62 106 106 92 2 
39 16 1 68 125 130 -1 2 
40 17 1 64 150 190 120 1 
41 15 1 67 103 103 103 -1 
42 17 1 68 125 130 118 1 

43 17 1 67 120 125 120 2 

44 17 1 64 101 110 94 1 

45 17 1 69 155 164 148 1 

46 17 1 62 125 138 123 2 

47 16 1 60 105 126 94 1 

48 17 1 64 116 120 114 2 

49 17 1 65 135 140 129 2 

50 16 1 67 125 135 115 2 
51 18 1 66 150 155 130 2 

52 16 1 64 108 120 100 1 

53 17 1 67 112 118 108 1 

54 15 1 68 150 160 125 1 

55 17 1 67 120 125 115 2 

56 16 1 68 140 -1 -1 1 

57 18 1 68 215 195 179 1 

58 17 1 65 117 117 110 2 

65.30 125.4 128.3 107 .6 1.4 
6523 127.7 133.8 11 3.5 1.467 

A =Athlete 
N-A = Non-Athlete 

Race: 1 = VVhite Caucasian 
3 = Asian 

# of Participants Column: 0 = Non-Athlete 
1 = Soccer Athlete 
2 = Track Athlete 
3 = Cheerleader Athlete 
4 = Gymnasts Athlete 
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Max ldeaJ 
Loss Loss2 Wgt Athlete 

5 125 125 0 

3 108 105 0 

30 150 130 0 

30 100 100 0 

-1 -1 115 0 

40 145 130 0 

-1 -1 100 0 

10 120 120 0 

5 120 120 0 

12 95 98 0 

10 148 140 0 
10 125 115 0 

28 98 90 0 

2 -1 114 0 

10 129 120 0 

10 125 110 0 

10 140 130 0 

14 100 115 0 

8 110 110 0 

20 125 135 0 

5 115 115 0 

15 118 125 0 

20 164 180 0 

2 113 115 0 

# Part. 
9.7 106.6 113.0 27 
12 112 122 31 
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Using the EDI-2 profile form, see Figure 2, page 27, identifying the 

various cut off scores and disturbed eating patterns (Gamer & Garfinkel, 

1990), it was apparent that the means for the two groups of students did 

not reflect a serious eating problem. 

In summary, little evidence exists to indicate that membership in 

either activity group (athletes or non-athletes) is related to disordered 

eating tendencies for adolescent females. The lack of statistical 

significance, however, should not overshadow the finding that 39% of 

athlete females and 32% of non-athlete females in this sample had scores 

on the EDI - 2 reflective of disturbed eating patterns. 

An analysis of each of the subscales resulting from the 

questionnaire answered by the subjects of this study foJlows. Each of the 

EDI-2 subscales is addressed comparing the non-athlete to the athlete 

participants. 
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Drive for Thinness 

Drive for thinness is defined as a cardinal feature of anorexia 

nervosa. It is an ardent wish to lose weight and fear of weight gain. In 

comparing non-athletes and athletes there was no significant difference. 

The mean of the non-athletes sample (n=31) was 31 with a standard 

deviation of 5 .231. The mean of the total athletes sample (n=27) was 

6.222 with a standard deviation of 6.835 (see Table 3, below). Neither 

non-athletes 49°/o nor athletes 500/o scored within the eating disorder range 

(12.0 - 16.5) but were consistent with the range of scores for college 

females (3.2 - 7.0), (see Figure 2, page 27). 

TABLEJ 

DRIVE FOR THINNESS 

# of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 5.135 5.2310 

Total Athletes 27 6.2222 6.8352 
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Bulimia 

Bulimia (binging), the tendency to think about and engage in bouts 

of uncontrollable overeating, is helpful in distinguishing subtypes of 

anorexia nervosa. Bulimia has also been described in women with no 

history of anorexia nervosa. 1n comparing non-athletes and athletes, there 

was no significant difference. The mean of the non-athlete sample (n=3 l ) 

was 1.5161 with a standard deviation of 2.365. The mean of the total 

athletes sample (n=27) was 1.926 with a standard deviation of 3.245, (see 

Table 4, below). Neither non-athlete 58% nor athlete 62% scored in the 

eating disorder range (8.5 - 13.0) but were consistent with the range of 

scores for college females (.50 - 2.1) (see Figure 2, page 27). 

TABLE4 

BULIMIA 

# of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 1.5161 2.3650 

Total Athletes 27 1.9259 3.2450 
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Body Dissatisfaction 

Body dissatisfaction is related to body-image distortions considered 

to be a basic deficit in anorexia nervosa. This subcategory scored the 

largest variance between non-athletes 71 % and athletes 73 %, but still did 

not fall within the eating disorder range (14.5 - 19.0) and was consistent 

with college females (9.0 - 15.0). The mean of the non-athlete sample 

(n=31) was 12.451 with a standard deviation of 7. 999. The mean of the 

athlete sample (n=27) was 11.851 with a standard deviation of 10.193, 

(see Table 5, below). This subscale is plotted on Figure 2, page 27. 

TABLES 

BODY DISSATISFACTION 

# of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 12.4510 7.9990 

Total Athletes 27 11 .851 10.193 
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Ineffectiveness 

Ineffectiveness assesses feelings of general inadequacy, insecurity, 

worthlessness, and lack of control on one's life, a feature described as the 

fundamental disturbance in anorexia nervosa. In comparing non-athletes 

and athletes there was no significant difference. The mean of the non­

athlete sample (n=31) was 2.7419, with a standard deviation of 5.428. 

The mean of the total athletes sample (n=27) was 4.22 with a standard 

deviation of 5.886. (See Table 6, below). Neither non-athletes 49% nor 

athletes 66% were within the eating disorder range (9.0 - 14.), but a 

greater variance existed between non-athletes and athletes. The athletes 

were slightly above the range for college females and slightly in the eating 

disorder range (1 .0 - 4.0), (see Figure 2, page 27). 

TABLE6 

INEFFECTIVENESS 

#of 
Category Mean 

Cases 

Non-Athletes 31 2.7419 

Total Athletes 27 4.2200 

Std. 

Dev. 

5.4280 

5.8860 
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Perfectionism 

Perfectionism is a characteristic theme in anorexia nervosa and is 

often associated with a dichotomous cognitive style. In comparing non­

athletes and athletes there was no significant difference. The mean of the 

non-athlete sample (n=31) was 5.7409, with a standard deviation of 4.796. 

The mean of the total athletes sampJe (n=27) was 7.556 with a standard 

deviation of 4.644, (see Table 7, below). Non-athletes scored well within 

the range of female college students at 62%, but there was a 14% or a raw 

score of l. 82 gap between non-athletes and athletes. The athletes scored 

on the low end of the eating disorder range with a percentage score of 

76% and a raw score of 5. 79. Both were still within the college females 

range (3. 75 - 8.0), however, the athletes score overlapped into the eating 

disorder range (6.5 - 11 .0), (see Figure 2, page 27). 

TABLE 7 

PERFECTIONISM 

# of 
Category Mean 

Cases 

Non-Athletes 31 5.7409 

Total Athletes 27 7.5556 

Std. 

Dev. 

4.7960 

4.6440 
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Interpersonal Distrust 

Interpersonal distrust is an individual's general feeling of alienation 

and reluctance to form closer relationships. It involves measurement of 

the person's reluctance to express thoughts or feelings to others. In 

comparing non-athletes and athletes there was no significant difference. 

The mean of the non-athlete sample (n=31) was 2.1935, with a standard 

deviation of 2.822. The mean of the total athletes sample (n=27) was 

2.4444 with a standard deviation of 3.154, (see Table 8, below). Neither 

non-athletes (33%) nor athletes (38%) scored within the eating disorder 

range (4.0 - 8.0), but both scored within the range for college females 

(1.0 - 3.0), (see Figure 2, page 27). 

TABLES 

INTERPERSONAL DISTRUST 

# of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 2.1935 2.8220 

Total Athletes 27 2.4444 3.1540 
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lnteroceptive Awareness 

Interoceptive awareness measures confusion and apprehension in 

recognizing and accurately responding to emotional states. It also taps 

uncertainty in the identification of certain visceral sensations related to 

hllllger and satiety. In comparing non-athletes and athletes there was no 

significant difference. The mean of the non-athlete sample (n=31) was 

3.2903, with a standard deviation of 5.008. The mean of the total athletes 

sample (n=27) was 3.4707 with a standard deviation of 4.227, (see Table 

9, below). Neither non-athletes (55%) nor athletes (57%) scored within 

the eating disorder range (8.0 13.5), but both scored within the range for 

female college students (1.0 - 5.0), (see Figure 2, page 27). 

TABLE9 

INTEROCEPTIVE AWARENESS 

#of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 32903 5.0080 

Total Athletes 27 3.4074 4.2270 
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Maturity Fears 

Maturity fears has been described as the centraJ psychopathology 

in anorexia nervosa. It assesses the desire to retreat to the security of 

childhood. The mean of the non-athlete sample (n=3 1) was 3. 5161, with 

a standard deviation of 3.855. The mean of the total athletes sample 

(n=27) was 4.2963 with a standard deviation of 3.593, (see Table 10, 

below). Both non-athletes (52%) and athletes (61%) were within the 

eating disorder range (3.0 - 6.5), however, only the non-athletes scored 

within the college females range (1.5 - 4.0). This is an area of concern for 

both non-athletes and athletes at the high school level, (see Figure 2, page 

27). 

TABLE 10 

MATURITY FEARS 

# of 
Category Mean 

Cases 

Non-Athletes 31 3.5161 

Total Athletes 27 4.2963 

Std. 

Dev. 

3.8550 

3.5930 
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Asceticism 

Asceticism measures the tendency to seek virtue through the pursuit 

of spiritual ideals such as self-discipline, self-denial, self-restraint, self­

sacrifice, and control of bodily urges. The mean of the non-athlete sample 

(n=31) was 3.2581, with a standard deviation of2.294. The mean of the 

total athletes sample (n- 27) was 4.8148 with a standard deviation of 

3 .1380, (see Table 11, below). Neither non-athletes (78%) nor athletes 

(60%) were within the eating disorder range (5.5 - 10.5), but both were 

within the college females range (2.0 - 5.0), (see Figure 2, page 27). 

Category 

Non-Athletes 

Total Athletes 

TABLE 11 

ASCETICISM 

# of 
Mean 

Cases 

31 3.2581 

27 4.8148 

Std. 

Dev. 

2.2940 

3.1380 
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Impulsive Regulation 

Impulsive regulation assess the tendency toward impulsivity, 

substance abuse, recklessness, hostility, destructiveness in interpersonal 

relationships, and self-destructiveness. The mean of the non-athlete 

sample (n=31) was 3.3548, with a standard deviation of 4.128. The mean 

of the total athletes sample (n=27) was 5.5185 with a standard deviation 

of 4.552, (see Table 12, below). Neither non-athletes (77%) nor athletes 

(76%) scored within the eating disorder range ( 4.0 - 8.5), but both were 

close. Both non-athletes and athletes scored at th.e top of the range for 

the college females (2.0 - 4.0), (see Figure 2, page 27). 

TABLEU 

IMPULSE REGULATION 

#of Std. 
Category Mean 

Cases Dev. 

Non-Athletes 31 3.3548 4.1280 

Total Athletes 27 5.5185 4.5520 
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Social Insecurity 

Social insecurity measures the belief that social relationships are 

tense, insecure, disappointing, unrewarding, and generally of poor quality. 

The mean of the non-athlete sample (n=3 l) was 3 .1290, with a standard 

deviation of 3 .2630. The mean of the total athletes sample (n-27) was 

3.1481 with a standard deviation of 3.6130, (see Table 13, below). 

Neither non-athletes (60%) nor athletes (68%) scored in the eating 

disorder range (6.5 - 11.0) but did score within the range of college 

females (2.0 - 4.75), (see Figure 2, page 27). 

TABLE 13 

SOCIAL INSECURITY 

#of 
Category Mean 

Cases 

Non-Athletes 31 3.1290 

Total Athletes 27 3.1481 

std. 

Dev. 

3.2630 

3.6130 
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Past research identified adolescents as a vulnerable group for the 

development of eating disorders but has targeted specific populations as 

most susceptible. Among high risk groups are females and individuals 

engaged in sports activities that focus on the body (Black Burckes-Miller, 

1988; Brooks-Gunn, Burrow, & Warren, 1988; Humphries & Gruber, 

1986; Lundholm & Littrell, 1986; Warren, Stanton, & Blessing, 1990). 

Given these previously found patterns, most of which focused on college­

age women, it was hypothesized that adolescent females participating on 

sport teams would be at greater risk for disordered eating than would 

nonparticipants on sport teams. 

Results from this study did not generally support the hypothesized 

relationships. High school females participating on sport teams were no 

more at risk for disordered eating patterns than their classmates who did 

not participate in these activities. These results suggest that athletics roles 

may not be so central as to dictate decisions such as eating behavior. 

Given the multiple roles with which adolescents identify ( e.g., family, 
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peer, student), athletes are not defined solely by their physical activity 

role. 

As previous research on eating disorders has concentrated primarily 

on the college female, it may be possible that the athlete becomes 

increasingly salient in highly competitive and stressful sport or activity 

contexts. As argued by Stryker and Serpe (1982), the more salient a role 

is to the individual, the more likely expectations associated with the role 

will guide behavior in a variety of situations. Other factors may account 

for the lack of significant findings relative to organized physical activity 

involvement in these high school females. At this level, athletes may not 

receive intense pressures from coaches to maintain a certain level of 

weight. Moreover, high school coaches may not have the same degree of 

control or influence over participants as do supervisors at the college 

level. 

Even though athletic status did not differentiate those students most 

vulnerable, these adolescent females remain a risk population for 

disordered eating. The EDI - 2 scores in some subscales are a cause for 

concern. For example, 390/o of students in this sample had EDI - 2 scores 

reflective of disturbed eating patterns. 
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Such results suggest that disordered eating tendencies, rather than 

being associated with certain organized physical activities, are distributed 

throughout the population of female adolescents. A focus on physical 

appearance and the body does not appear limited to athletes. Rather, a 

multitude of factors encourage emphasis on body size during adolescence 

(Hsu, 1989). Gender-role socialization prescribing a thin body and the 

accompanying peer pressure to conform to appearance expectations direct 

attention to one's physique (Gralen, Levine, Smolak, & Muren, 1990). 

Moreover, changes associated with puberty increase concern for weight 

and body distribution among adolescent females (Rosen & Gross, 1987). 

This preoccupation with the body occurs during a time period when 

adolescents often feel a lack of control in their lives (Hsu, 1989). Thus 

one way through which adolescents can gain self-autonomy is by 

controlling their bodies through disordered eating. 

As adolescent females are at risk for eating disorders, high school 

personnel should be educated about its etiology and symptoms. In 

particular, school nurses, counselors, psychologists, and teachers should 

be aware of community resources for student referral. Information about 

eating disorders and the harmful effects of improper weight loss methods 

should be included in the health and physical education curricula. 
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Limitations 

Before concluding that adolescent athletes are not risk groups for 

eating disorders, further research is needed. The present study was based 

on one school within a specific geographical, social, and ethnic context. 

In addition, the high school sport teams used in this study may not include 

the full range of sport activities in a high school setting. For example, 

other high school sport teams, including swimming, diving, and pommers, 

might impose different body and weight standards that impact 

vulnerability to eating disorders. Moreover, the length of time individuals 

have participated in their sport may influence eating behavior and thus 

should be included in future research. Competitiveness of sport programs 

can vary from school to school and thus affect prevalence of eating 

disorders. 

Future Research 

Additional research is needed to enhance understanding of a 

problem termed epidemic among females (Gordon, 1990). Although the 

EDI - 2 was used in the present study, other measures of eating disorders 

might tmcover differences not observed with the current instrument. For 

example, the EAT (Garner, Olmsted, Bohr, & Garfinkel, 1982) and the 
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Restraint Scale (Herman & Mack, 1975) could be used to assess 

differences among adolescent female athletes, and students not engaged 

in these activities. Studies also should incorporate samples with a diverse 

range of ethnicity and social class groupings. Furthermore, the vast 

majority of what is known about anorexia nervosa and bulimia nervosa 

has been derived from questionnaires and standardized eating disorder 

inventories or from clinical populations. To comprehend the motives, 

meanings, and experiences of all adolescent females in terms of their 

eating attitudes and behavior, researchers should consider using in-depth 

interviews. Identifying unique features of the activity contexts that impact 

adolescents' decisions about body size, weight control, and body image 

may be useful in promoting changes that lessen the prevalence of 

disordered eating in this population. To compliment existing knowledge, 

the voices of adolescents themselves need to be heard. 
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APPENDIX A 

~-.. • 2_ --■•■ ITEM BOOKLET 

Da,·id M. Gamer, Ph.D. 

DIRECTIONS 

Enter your nam". th,· date. yc,u1 age. sex. marital s tatus. and occupation. Complete rhe question~ on the r<es l of tin• page 
llien tum to the ms1de of the booklet and carefully follow the ins tructions. 

Dar._ _____ _______ ______ _ 

~.--\ge - --- Se, - - -- J\lantal s talw 
Oc.cupatian ___________________ _ 

A. ~c urrent \\C.ighl - --- pound~ 

B . ~Height ___ feet ___ mchcs 

C. High<>I pa•I ,, eight =luding pregnanc) · _ ___ pounds 

H ow long ago did you first reach thi, weight 1 _ ___ mon1h, 

H O\, long did you wrigh thts wero:ht? ____ months 

D. ~t..owc>t "-eight as an adult ; _ ___ pound, 

H O\,. long ago did you first reach thi, weight 1 month, 

Ho" long did you w•igh th,s "'"1gh1i ____ months 

E. Whal ,,eight ha,e you b«n al for the longest penod of tune? ___ pound, 

At wha1 age did yoo first reach thi, wteight1 _ ___ vcars old 

E If your weight has chang,,d a lot ove,· the year>. 1s there a "eight that you keep coming back to 

when you are not dieting? __ Yes __ No 

If yes. what is this weight? _ _ __ pound, 

At what "i'C did ) 'OU first reach this weight ? ____ )'Nn old 

G. What is the most weight you ha,c ever lost? _ ___ poundo 

D id you lose this ,.,.,jghJ on purpose} -- 'fo -- N0 

What weight did you lose 10? ____ pounds 

At what a ge did }l;MJ reach this w,-ig ht? ____ years old 

H . W hal do you tltink yoor weighl would be if you did nol cons,::iou•ly lry to conlrol your ""Ci~hr1 ___ pound, 

I. H ow much would you Iii«, to weigh? _ __ pounds 

J. Age al ,vb,ch WtJlihl problems began (if any)· ___ years old 

K. Father'• occupation: ------ ----------------------------

L. Mother·, occup,,hon: ----- ---- ------------ --- ----------

PAR Psychological Assessment Resources, Inc. 
- P.O. Bo~ 998/0dessa. Florida 33556/ Toll-frP.f> 1-800·331·TEST 

Cw \111rhs l'l84 loq11~ Ps}'Chol.~K111I .\,""=',_,.r,,,nt ~C'JUl <tt, in.... Al1 rnd1h rr-Y."f'\rd ~1.,~ not lw- n:product-d 10 -...hok-or m pa.rt w d l11' form,., l)) -1n" lflc',trl\ "-11J,out 
"TIHffl r,on111,-,1tWH.d P•\.c11Ck,'e'f.11I A~~tn!'nl R~"lUIU'~ Inc.. Cow."n• tlw, ... ngtna.l F..01 --c:~ ~".bpe-<J b~ G .. ma. OLnitnJ. ~ P,c,l1n I 10s.: , 

987654321 Pnnlt'dmthrl 5A 
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INSTRUcnONS 

First. w rite ,·our name ,md lht- dale 011 w,ur EDl-2 • ..\n•wer Shcel ) ""' ralmg• "" 1h.• llem< b~I,,._, wrll I ,• m,,d~ on 1he 
EDl-1 A ns" "'' Sh,:el. Th.: ,rems ask dbout ~-our .illltudo. F.,d111g, . und beha\lor. S,,me uf the rlem• rd~te lo l<'<"' ,r ~atrnc 
Other rlems a.sk aho..rt your feelings ahom your<elf 

For each item. decide ,f th.e item is true ahout ,·o" A L";.\ YS 1.-\ J. L.SL ALLY 1L·1. OITF' H1 1 ~O.\IETI.\IE:· 
( · ). R.,\RELY (R) . or \IE\'ER (NI Crrck tbe le11er 1ha1 corresponds 10 you, ra tr~ <in th~ EDl-2 ...\n, ,",r _::1,..,. r ,, 
c.-....mpL ii )"Olff ratin& fo, an >tern " OFTE;-.:. you would c,rcle the O 1or 1ha1 11em on ilie . ..\n,"..-r :,neet 

Respond to all of th~ ttem, . makmg <ur• th,,t you circle the letter for the ralmg that 10 I rue ubou1 , ou. DO ;\0 1 ER. \SE' 
If ,-ou nectl lu diang~ an am"·er. make an ··x·· through the incorrec:1 le11e, and then c ircle th~ rnrrect one 

I c at swttts and carbohydrates \\'l ll)()Uf leit!lmg ~\"OUS. 

!.. I ti.ink that my , tomacl. os too h.g 

3. I ,_,,J, Lbat I could return lo tho s,,-u, it) of chikllKxxl 

"". I ~a! "'hr-n I am upu-l 

.1 I , tuff m)·,df " ''"' food. 
0. I " ·i,I, 1ha1 I could be )ou"!'er 

i I chink about diering. 

8. I !l<I frightened '-1l<fl m.1 fod11lg$ arc too strong. 

9 I 1h10k 1lrn1 my th,gh, are too lorg,> 

10 I fe.,I meffocli\'C a, ape-son. 

11 I fe.,I eurom.-1,• guilty aitcr ovcrealmg. 

12 1 thmk lhat m,- , tom.,d, ,, ju• t the right srz.e 

13. Only out,tandrng pe,formanr~ i, good aK>Ugl, in my famll). 

14 Tl,., happi«t limo in life i, when rou arc a child 

15. I am open abou1 my li,dmg, 

16 I am terrified of gaming ,,,rght 

I I . I 1ruol others. 

18 I feel alono in 1hc ,...,,Id. 

I 9 I foel satJ,6ed ,_,,h the ,har.,e of m)· body, 

10. I fod g,:r1t.'Tally rn control o! ih111gs m my hfe. 

21 I ger confused abou1 1>1la1 emouon I am fed,ng 

12 I would rather he an adult 1han a child. 

23 I can comrrwnicali" with nt.hcn cas1h, 

24. I w,sh I were ,omeone else. 

25. I exaggerat~ or magnify the importnnr:o of w,:ight, 

26. I Cil.Jl dearl) i<knlify ,,hat emotion I am feeli"!'-

27 I fc,,,I inadequate. 

28 I have goae on e.irmg binges where I foh tha1 I could ool slop_ 

29 As a ch,kl. I tned verv ha,·d to avo,d duappomtil\ll my p,.,-mt• and te.ichn-5. 

30 I have cl0>e rdatt<>nsh,f>'. 

31 I like the ,hap,, of my buttoclu. 

32. I nm prroccupied with the desire lo be lhinner. 

33_ I do111 ~- what'• going on msido me. 

3➔• I have lroubk- cxpn,s.srng my emotJoru to olhr.rs. 

3). The demand. of adulthood arc 100 greaL 

36. I hale being le.. than best at thing>. 

37. I feel securc aboul myself. 



38 I thin.I-. 1;h,rul bm~iru:! ( rw\•1rat11l2t 

3Q I r,..i h.,p1~ 1h,11 I am""' • ~h,ld ul\nM>re. 

-Hi I 1tt1 cM1fuc-e<l a:: In hhr-llk1 Ill not I .:mt hungn 

-I I 1 h,1\<" I'", •~"""'" ~r rm,elf. 

-12 I f.-,1 1h,11 I can acho,w my Slandard, 

43 ~·lv parent~ h;n-c l"~!).t"ltf:d t..:u:dlerKe of me 

-H I ,,-orr~ rn,11 11w teeln1$!~ w1tl t;et out uf c nn1uJ 

H I 1h,nk m, hr1» arc 10n b,g. 

-lb I e~,t mockrJtdv m twm ot other5 and 5tufi rn,nelf ,\ht:n the_, ·re- ~-one 

-4/ I ft."d Lloatrd ,ltlt!-r ealmg a nonnal rncdl 

~i; I fed 1h,11 propk are happ1e,I " hen 11,,,· "'~ d uld, ,-,,_ 

4Q. If I gam a poond. I ""rry 1h11t I will ktt1> gnining. 

'>0 I icel 1h11t I am • " w1l1"hil.- I""'°" 

SI \\"hen I am upS<I. I don·, km," if I am <ad. fr'!!h,en,d. or angr} 

j1 I feel 1ha1 I musl d,) lhmg, pem,crl} ur nol do them al all 

33 1 ha,·c the 1hough1 nf tnmg to ,·00111 m order lo lose ,,«ghl 

5--t.. I need to keep people al a certain d15laocc ~ ft"d uncomfot1ahle 1f :someone lne:s lo g.t'f lc.lfl do~~ l. 

53. I thrnk 1ha1 m,· thHzh, an, Jml the ngh1 •12e 

Sb. I f..,J empty msi<k tmiot,on• lli l 

5,. I can talk about pcY50l1nl 1hough1> <>r feehng,s. 

58 TI>t" hdt yt"aN of your life are- '"·hen '-"OU become an <Jdolt . 

SQ_ I thmk my buuoch a rc loo large 

60. I havo f.ding, l can·1 quilr id.:nlif, 

b I I cal or drink in «crc<J,. 

61. l think 1ha1 my hip, are JU>I the nglu ,w, 

6) I have ex1remely high goal, 

64 When I am up,,l. I '""" that I will na, t e;,tins-

65 People I really like end up disapporntmg me 

66. I am o,hanied of m,· human weakn=es. 

oi. Other people -.,,,,Id , a, 1ha1 l am cmohon11lli unstable. 

68_ I ,-oo]d lik.- to Ix ill 10101 control of rm bodilJ urge>. 

6Q l Ii,,! relaxed in most group 31tuahoru 

70. I ;ay things impuluvely that I regr,I hn,fog said. 

71. I g<> oul of my "'"'' 10 cxpcnare pleasurr 

72 I have 10 be, careful of my 1<:neknq 10 abwe drug>. 

73 I am oulg;,ing wi1h most pc<opie 

74 I feel !rapped on relahon.lnps. 

7, S..11-demal makes me r .. , >I rong,r ,prrilualb 

76 People under!tand my rral prnblems. 

77 I cant ~"ti ,u-ange thoughts out of Ill\' head 

78. Eaun2, for pleiUure 1s a sign of moral \\"eakness 

79 1 am prom: to outbuNl~ of an~ ,,r ra.gr>. 

80. I feel tha t peq>le give rue th. crod,1 I de,;er,-.. 

BI l hav, to b. careful of my tendency lo abrne alcohol. 

82 I Ldic:<o 1ha1 rdaxing i, , imply a " ""' of time 

83. O thcn """Id "1}' th31 l get 1m10t.d oasily. 

8-1. I feel like I am losing out e,·erywhere. 

(Conlmuedl 
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s; I exp,rienc• lllilTk,,d mood .Jutt. 

8o I .,m embarr.iuo:d b\' rm· hvd,I, ur{h'' 

87 I would r.ith--r sp.-nd 11,nr 11' m;·•elf riLrn "1th othtt< 

SR ~ultm n~ r11i,~""" wtu I lM"tte-r per,,,n 

89 I ~""'' 1na1 p,'flPI,• l,,w m< 

90 I r..,1 hk, I mu,1 hurl IO) ,elf or others 

QI I i,..,1 1h01 I really know who I am 

AddllionaJ copies avallable from, 

PAR PsychologicaJ Assessment Resources, Inc. 
- P.O. Bo~ 998/ 0dcssa, Aorida 33556/ Tofl.f ree 1-800-331-TEST 
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May 4, 1997 

TO: Hogan 
Ruff 
Merritt 
Cofer 
Zang 
Hanke 
McClintock 
Eagen 

APPENDIXB 

Teacher Solicitation Letter 

FROM: Joyce Barker, Guidance 

RE: Research Project 
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I need your help to complete research for my graduate thesis. I am 
researching eating disorders in adolescent female athletes compared to 
adolescent female non-athletes. 

I have targeted four areas to solicit volunteers for my research. 
These areas in.elude: Girls soccer team, girls track team, cheerleaders, and 
health classes. I need to meet with you briefly Wednesday morning, May 
7 at 7:00 a.m. in the guidance conference room to discuss the process. 

If you cannot attend the meeting Wednesday morning, please drop 
by sometime Wednesday or Thursday and rn explain my research 
proposal to you. 

Thank you for your help on this very important project. 
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Parents, allow me to introduce myself. I am Joyce Barker, a part­
time counselor at Francis Howell North High School, working toward my 
Master's Degree in Counseling from Lindenwood College. 

I am requesting your permission to allow your daughter to 
participate in a survey for my graduate thesis. With your permission, your 
daughter will be administered the EDI (Eating Disorder Inventory). This 
testing instrument focuses on attitudes and behaviors regarding eating 
patterns and weight. 

All participants will remain anonymous. Information obtained will 
be treated confidentially. However, upon request, specific information 
regarding your child will be supplied to you. 

I have read and understand the above condition. I ----
_ ___ __, parent and/or legal guardian of _______ __, do 
hereby give my permission for Joyce Barker to administer the EDI to my 
daughter. I further give my pennission for information gathered from that 
test to be published anonymously as group data in Mrs. Barker's Master's 
thesis. 

I, ---- - - - - ---~ a student at Francis Howell 
North High School, understand the terms as stated above, and agree to 
participate in a study that requires me to take the "Eating Disorder 
Inventory." I further agree if information gained from that inventory 
categories me at risk, Mrs. Barker will contact my parents and discuss 
results specific to me. 

Parent Signalllre Date 

Student Signalure Date 
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Demographic Survey 

Name Birth Date - - --- - - ----- ------ -

Ethnic Background: Caucasian __ Black -- Hispanic _ _ 

Asian Native American Other - - -- --

Height _ ___ _ Weight ____ _ 

Are you currently participating in competitive* sports? Yes No 

If yes, list sport(s) _ _ _ _____ _ _ _ _ ___ _ _ 

Have you participated in competitive* sports in the last two years? 

Yes No If yes, please list sport(s) _ _ _ ___ _ _ 

Person(s) who influenced you the most to participate in competitive* 

sports? ____ _ _ ___ _ ____ _ _ _ ___ _ _ _ 

List other members of your family who have been or are cWTently 

participating in competitive sports. _ _____ _ ____ _ 

* competitive sports: a member of a team that competes with other 
teams for sports recognition. 
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1'.,n,, _ ______ ______ __________ Dare: _______ _ ___ _ 

A=ALWAYS lJ = USUALLY 0 = OFTEN S = SOMETlMES R = RARELY N = NEVER 

I A L' 0 3 R~ zo AL'OS R ~ 39 AL' 0 3 R 1' 58 -\ L 1..) S R \. 7b -\. L 1..1 :3 R ' 
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~.llllt _______________________ _ Dare ____________ _ 
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APPENDIXF 

Eating Disorder Inventory Subscales 

Attitude/Behavioral 
Subscales 

Drive for Thinness 

Bulimia 

A cardinal feature of anorexia nervosa. Items 
on this scale reflect an ardent wish to lose 
weight and fear of weight gain. 

The Bulimia subscale assesses the tendencies to 
think about and to engage in bouts of 
uncontrollable overeating (bingeing). Helpful 
in distinguishing subtypes of anorexia nervosa. 
Bulimia has also been described in women with 
no history of anorexia nervosa. 

Body Dissatisfaction Related to body-image distortions considered to 
be a basic deficit in anorexia nervosa. This 
subscale measures dissatisfaction with the 
overall shape and with the size of those regions 
of the body that are of greatest concern to those 
with eating disorders (i.e., stomach, hips, 
thighs, buttocks). It is generally viewed as a 
major factor responsible for initiating and then 
sustaining the weight controlling behaviors of 
those with eating disorders. 

Ineffectiveness Assesses feelings of general inadequacy, 
insecurity, and lack of control on one's life-a 
feature described as the fundamental 
disturbance in anorexia nervosa. 



Psychological Trait 
Subscales 
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Perf ectioo This subscale measures the extent to which one 
believes that personal achievements should be 
superior. Items on the Perfectionism subscale 
measure that belief that only the highest 
standards of personal performance are 
acceptable and the belief that outstanding 
achievement is expected by others. 

Interpersonal Distrust 

1 oteroceptive 
Awareness 

Maturity Fears 

This subscale assess an individual's general 
feeling of alienation and reluctance to form 
closer relationslups. [t also measures the 
person's reluctance to express thoughts or 
feelings to others. Has been identified as an 
important factor in the development and 
maintenance of anorexia nervosa. 

This subscale measures confusion and 
apprehension in recognizing and accurately 
responding to emotional states. It also taps 
uncertainty in the identification of certain 
visceral sensations related to hunger and satiety. 

The maturity fears subscale assesses the desire 
to retreat to the security of childhood. A voiding 
psychological maturity has been described as 
the central psychopathology in anorexia 
nervosa. 



Provisional I 
Subscales 

Asceticism 

Impulse Regulation 

Social Insecurity 

*Source: Gamer et al. 9 
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This subscale measures the tendency to seek 
virtue through the pursuit of spiritual ideals 
such as self-discipline, se]f-denial, self­
restraint, self-sacrifice, and control of bodily 
urges. 

The impulse regulation subscale assesses the 
tendency toward impulsivity, substance abuse, 
recklessness, hostility, destructiveness in 
interpersonal relationships, and self­
destructiveness. 

This subscale measures the belief that social 
relationships are tense, insecure, disappointing, 
unrewarding, and generally of quality. 
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