
Lindenwood University Lindenwood University 

Digital Commons@Lindenwood University Digital Commons@Lindenwood University 

Theses Theses & Dissertations 

1991 

A Relationship Between Birth-Order Position and the Incidence of A Relationship Between Birth-Order Position and the Incidence of 

Eating Disorders Eating Disorders 

Mary Weber 

Follow this and additional works at: https://digitalcommons.lindenwood.edu/theses 

 Part of the Clinical Psychology Commons 

https://digitalcommons.lindenwood.edu/
https://digitalcommons.lindenwood.edu/theses
https://digitalcommons.lindenwood.edu/theses-dissertations
https://digitalcommons.lindenwood.edu/theses?utm_source=digitalcommons.lindenwood.edu%2Ftheses%2F1510&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/406?utm_source=digitalcommons.lindenwood.edu%2Ftheses%2F1510&utm_medium=PDF&utm_campaign=PDFCoverPages


A RELATIONSHIP BETWEEN BIRTH-ORDER POSITION 
and the INCIDENCE OF EATING DISORDERS 

Mary Weber B.A. 

A Culminating Project Presented to the Faculty of 
the Graduate School of Lindenwood College in 
Partial Fulfillment of the Requirements for the 
Degree of Master of Arts 

1991 



, I' r::.;,r..::, 

W 3 Sir 
! S'il 

A RELATIONSHIP BETWEEN BIRTH-ORDER POSITION 
and the INCIDENCE OF EATING DISORDERS 

Mary Weber B.A. 

A Culminating Project Presented to the Faculty of 
the Graduate School of Lindenwood College in 
Partial Fulfillment of the Requirements for the 
Degree of Master of Arts 

1991 



COMMITTEE IN CHARGE OF CANDIDACY: 

Ray Becvar, Ph.D., Chairperson and Advisor 
Assistant Professor Patrick Openlander, Ph.D. 
Adjunct Professor Harry Bradley 

i 



To Goober: 

Saying Thanks hardly covers it. 

ii 



ABSTRACT 

Eating disorders, bulimia, anorexia, and 

compulsive eating are a rising concern for the 

female population as they currently affect women 

in almost epidemic proportions. Research has 

enabled us to categorize like-characteristics 

among those clients who are affected as well as, 

to develop with some consistency, portraits of the 

family systems in which these patients 

develop their symptoms. 

A key factor in the family structure is the 

role that each sibling assumes, which is often 

directly influenced by the ordinal position of 

their birth in relationship to their siblings. 

Research has also identified a categorical 

profile of characteristics associated with each 

sibling position. 

This study used the birth-order profiles of 

thirty one women from the St. Louis metropolitan 

area, diagnosed as currently or previously having 

an eating disorder. This study sought to identify 

whether or not a relationship exists between 

eating disorders and birth-order. The purpose of 

this study was to develop characteristic profiles 

of the clients affected with eating disorders. 
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CHAPTER 1 

Introduction 

Jan and Andrea are sisters from a middle 

class white American family. Jan the eldest of 

the sisters, is a married working mother. Andrea, 

also a mother, has chosen to remain in the home 

caring for her children, while her spouse assumes 

the responsibility for the family's financial 

security. Jan is confident and self-assured. 

These qualities enable her to balance the 

requirements of a professional career with the 

demands of motherhood. Andrea, although appearing 

outwardly self-confident, has been in treatment 

for several years to combat bulimia. When Andrea 

feels incapable of coping with issues that arise 

in her life, she resorts to consumption of 

thousands of calories of food each day and 

completes the act by forcing herself to physically 

purge all that she has eaten. 

To the observer, Andrea is competent, 

energetic and capable, not unlike the previous 

description of her older sister Jan. Both sisters 

attended college. Jan completed her degree. 

Andrea, who originally began her studies in 

marketing, dropped out midway through when her 

emotional state prevented her from focusing on her 
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academics. While she appears outwardly confident, 

internally Andrea feels compulsive and driven to 

extremes which she expresses in the form of a 

bizarre behavior that leaves her in state of 

self-contempt. The more her husband and family 

attempt to control her behavior, the greater 

extent she relies upon binging and purging to 

escape her escalating emotions. 

Andrea's behavior has been diagnosed as 

bulimia. This is one of the most commonly 

identified forms of eating disorders along with 

anorexia, and compulsive overeating. All three 

types are predominantly found in females and are 

ritualistic in nature. 

Jan and Andrea have the same natural parents 

and are less than two years apart in age. It 

would seem that since no significantly emotional 

traumas took place within the family until both 

girls were above the age of seven, that both 

experienced similar early years during which 

attachment and personality structure were formed 

(Mahler et.al., 1975). One significant 

difference, however, maybe the effects of their 

birth-order position. This factor may predispose 

each child uniquely to internalize 
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external events as they occur (Hoopes and Harper, 

1987; Leman, 1985; Toman, 1988). 

When Jan was born, she was an only child, a 

first-born delivered to first-time parents. 

Andrea, on the other hand, was a second child born 

to parents with more actual experience and 

formulated opinions about child rearing than were 

Jan's parents. In addition, Andrea had to contend 

with an older sibling, a factor that was never a 

consideration for Jan. 

The concept of sibling position brings with 

it much controversy. Birth-order as a study 

became popularized through the work of Alfred 

Adler (1964). However, Adlerian followers tend to 

view the study of the psychological situation of 

the client in treatment and the indications that 

situation presents rather than concentrating on 

the actual birth position. (Melillo, 1984). 

The debate over birth-order as a viable 

concept in determining psychological 

characteristics is founded on the basis that it is 

difficult if not impossible, to compare sibling 

positions as a separate entity. Each child due to 

other competing factors including family size, 

socioeconomic background, and differences between 

parents are all factors that relate when studying 
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any individual. However, Hoopes and Harper (1987) 

have developed a model of four birth-order 

positions based on the original work of Bach and 

Anderson. This model suggests that significant 

and recognizable individual characteristics that 

are associated with each position. A model such 

as the one introduced by Hoopes and Harper can 

enable the therapist to identify characteristics 

associated with each sibling position, thus 

allowing them to develop a more complete client 

profile. 

Further, birth-order may be particularly 

helpful in explaining the incidence of various 

forms of disorders. The intent of this paper is 

to isolate any relationships between birth-order 

position and women who have or have had eating 

disorders. This category will include patients 

from a population diagnosed with either anorexia, 

bulimia, or compulsive overeating. While the 

scope of this study is not to identify a specific 

sibling position as the cause of eating disorders, 

it will rather attempt to isolate whether or not 

any of the four positions is associated with a 

higher incidence of eating disorders. In 

addition, it will attempt to provide an overview 

of those characteristics within each of the four 
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positions that are related to similarities in the 

personalities of identified eating disorder 

clients. 

Those disorders related to the over- or 

under-consumption of food and excessive 

preoccupation with body size and image are not 

new but show an increase of incidence. The 

earliest case documented in medical literature is 

Morton's discussion of a case of nervous 

consumption (Bruch, 1973). While they occur in 

both sexes, eating disorders are most commonly 

associated with women (Freedman, 1986; Hsu, 1990 

Orbach, 1978). In this study information was 

collected and reported only for females. 

One objective of this study is to provide 

information which illustrates the characteristics 

of each position, thereby demonstrating uniqueness 

among them. A second objective is to investigate 

the relative frequency of eating disorders for 

each of four sibling positions. 

The outcome of this study is pertinent to the 

development of treatment approaches to these 

disorders which are becoming so prevalent. By 

identifying those characteristics common to a 

birth-order position as related to the incidence 

of eating disorders, one is then able to formulate 

a plan for addressing those characteristics. 



CHAPTER 2 

Literature Review 

For the purpose of this study eating 

disorders are identified as Anorexia, Bulimia, and 

Compulsive Overeating. This section of the 

literature review will provide an overview of the 

identified categories of eating disorders, and 

some of the emotional characteristics connected 

with each of them. It is assumed that this 

identification process provides clinicians with 

information with which to develop treatment 

strategies that are appropriate for the 

personalities associated with characteristics of 

these clients. 

Eating Disorders 

This study supports the definition of eating 

disorder clients of Hilde Bruch (1973) as 

''individuals who misuse the eating function in 

their efforts to solve or camouflage problems of 

living that to them appear otherwise insoluble 

(p.l). In Bruch's studies she sought to determine 

common characteristics among eating disorder 

clients in addition to exploring the patterns 
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within and biological basis for each disorder. 

Bruch also provides a historical perspective and 

sociocultural implications for weight and body 

image. The most significant finding in Bruch's 

(1973) work related to this study is her research 

identifying common features among eating disorder 

clients. She made the following statement: 

Certain common features could be recognized 
in their [eating disorder clients] behavior 
in the treatment situation, their 
transactions with various members of their 
families and from their personal experiences 
in school, in work situations, and 
friendships: they experience themselves as 
being in control of their behavior, needs, 
and impulses, as not owning their own bodies, 
as not having a center of gravity within 
themselves. Instead, they feel under the 
influence and direction of external forces. 
They act as if their body and behavior were 
the product of other people's influences and 
actions. From detailed reconstructions of 
distorting experiences in common, namely, 
absence or paucity of appropriate and 
confirming responses to signals indicating 
their needs and other forms of 
self-expression. (p.55) 

There are other perspectives on eating 

disorder clients. Anorexia is defined as having a 

strong aversion to eating even small amounts of 

food. This aversion stems not from a lack of 

appetite, but rather "is the result of an 

implacable and distorted attitude toward weight, 

shape and fatness" (Hsu, 1990 p.3). Anorexic 
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clients may continue to avoid eating even when 

their weight drops far below that of normality for 

their body structure (Hsu, 1990; Bruch, 1973; 

Selvini-Palazzoli, 1985). 

Levenkron (1982) found that the anorexic 

patient "is distinctly not in the spotlight at 

home-certainly not in any negative sense. 

[Rather], she attracts little attention for her 

accomplishments and is careful to avoid criticism" 

(p.7). Further, anorectic patients are generally 

found to be outwardly compliant, exceedingly 

ritualistic (Levenkron, 1982; Selvini-Palazzoli 

et.al., 1989), and more often from white middle 

class families (Levenkron, 1982). Johnson and 

Connors (1987) identified anorectic patients to 

also possess character traits which included a 

high degree of fear associated with the 

maturational process and high tendencies towards 

perfectionism. 

Bulimia Nervosa, in contrast, exists when the 

identified client is willing and is frequently 

compelled to consume large quantities of food only 

to purge what was eaten from the body. Various 

forms of purging are included in this condition 

including vomiting, use of laxatives, stringent 

dieting and excessive amounts of exercise 
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(Baskind-White & White, 1987; Hsu, 1990). 

According to Johnson and Connors (1987), it is 

through the purge process that the bulimic usually 

maintains a normal weight. 

Like the anorectic, bulimics also tend to 

have high needs for self-perfection. This often 

manifests by way of the bulimics dichotomous 

cognitive patterns. 

Bulimics consider themselves totally good and 
in control when they are dieting stringently 
and avoiding "bad" foods. Yet often one bite 
of a "bad" food is enough for bulimics to 
conclude that they have "blown it"and they 
are all bad. Frequently this conclusion 
triggers a binge; since one has already 
failed one might as well "go all the way" get 
rid of all the "bad" food by binging on it, 
and then purge. The syllogism "Food is bad-I 
eat food-I am bad" illustrates the negative 
self-evaluation based on eating behavior. 
Because the bulimics standards as she views 
herself are so polarized, it could take as 
little as one bite or a one pound weight gain 
to cross the line from all good (thin, in 
control) to all bad (fat, weak, loathsome). 
Consequently, the self-estimation of the 
typical bulimic is predominantly negative. 
(Johnson and Connors, 1987 p.83-84) 

Like the bulimic, the compulsive eater while 

consuming food in quantity, may or may not be 

overweight. The distinction between these two 

conditions is that the act of purge is removed 

from the description of the compulsive eater. 

However, the compulsive eater may attempt to 
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compensate for the periods of eating by engaging 

in periods of dieting. The periods of abstinence 

are frequently followed with a binge of eating 

thus creating a cyclical pattern for the 

compulsive eater (Roth, 1984; Hirschmann & Munter, 

1988). 

The term "Bulimarexia" was developed by 

Marlene Boskind-White and William White (1987) to 

describe those clients who expressed similarities 

and cross over characteristics of both bulimia and 

anorexia. In their studies of Bulimarexic 

patients, the Whites found a similarity among them 

in that these women typically had been 

overprotected as children. Consequently, most of 

them had not sufficiently acquired the necessary 

skills to cope with the world beyond the safe 

walls of the home. Instead, these women were 

raised to believe they were the 'best', and they 

learned to expect lavish praise and encouragement. 

"They also had little exper·ience with failure and 

rejection. In addition, these women were found to 

have "dynamics that include perfectionism, low 

self-esteem and a strong commitment to please 

others, often at the individual's expense" 

(Boskind-White and White, 1987, p.20). 

Stark et. al. (1989) developed a profile 



of bulimic patients from their own clinical 

experience which includes the use of dance 

therapy. The characteristics they identified 

include a distorted body perception, reduced 

capacity to trust others, lack of a sense of 

11 

self and boundaries, minimal self-esteem and 

difficulty in asserting self-expression. These 

characteristics then become the targeted goals in 

dance therapy which focuses on released body 

movements during which clients learn to replace 

self abusive behavior with relaxed movements as a 

means of nonverbal self-expression. 

Hsu (1990) divides personal characteristics 

of eating disorder clients by the category of 

disorder. 

For the anorectic, affective overcontrol and 
intolerance, lack of self-direction and 
personal effectiveness, and relative absence 
of adaptive functioning to the maturational 
tasks of adolescences have been identified as 
the possible causal factors; while for the 
bulimic, affective instability and poor 
impulse control are considered to be 
important. (p.94) 

Mara Selvini-Palazzoli (1981) described a 

family system conducive to the existence of 

anorectic patients whereas, the parental system 

avoids responsibility for the decision-making 
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process. A consequence of such avoidance for the 

child is that when no family members are willing 

to accept responsibility, when something goes 

wrong, this sets up a pattern in which family 

members look to place blame outside themselves. 

In family systems where outside 

communication patterns are closed, it is highly 

probable that if the parents develop a coalition 

in this blame assigning process, then it is 

reasonable to expect a child to develop a victim 

mentality as a coping mechanism to return 

stability to the family (Minuchin, 1984). 

Agreeing with Minuchin, Hoopes and Harper (1987) 

suggested it was logical to assume that a child 

whose role pattern emphasizes family stability 

would be willing to accept this sacrifice. 

Wilson (1985) presents an overview of the 

psychological profile of the anorexic family. In 

this profile, the key characteristics include a 

prevailing feeling of perfectionism within the 

family and the child, and encouraged repression of 

emotions. Wilson also found that the emotional 

selection for the development of anorexia was 

restricted to one child within the family 

structure. However, Levenkron (1982) found that 

this child was most likely not the first born. 
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When a child's primary role is related to the 

emotional stability within the family, it would 

seem especially frustrating to be stifled in an 

environment that does not permit them to carry out 

this role. Wilson (1985) also found that in 

several cases, parents kept such strict control 

over their emotions that they never quarreled in 

front of their children. Aggressive behavior in 

the children was not permitted and aggression in 

general was denied. Thus, it is logical for that 

child to adapt a dysfunctional state in order to 

have permission for failing to carry out his/her 

function (Bruch, 1985). Likewise, disorder is a 

seemingly normal alternative for the child who is 

unable to fulfill the perfectionistic expectations 

of either their parents or themselves 

(Boskind-White and White, 1987). 
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Birth Order 

Two of the key researchers in the field of 

birth-order are Margaret Hoopes and James Harper 

of Brigham Young University. In their book Birth 

Order Roles & Family Therapy, the authors work 

with a systemic model and identify four primary 

birth ordinal positions. Beginning with the fifth 

child patterns tend to repeat, paralleling the 

first four positions, i.e. the fifth parallels the 

first, the sixth parallels the second etc. The 

difference in the second set of four is measurable 

in the degree to which these roles are carried 

out. 

Later birth children are born into more complex 

systems due to the additional number of possible 

interactions which results from the presence of an 

increase in the number of family members, than are 

earlier children. Also, there may be a difference 

in actual birth-order versus perceived birth-order 

(Hoopes and Harper, 1987). Children may be 

assigned birth-order roles to replace other 

children who have died. These later born children 

may also be expected to fulfill the role of 

another child who is unable to fill their natural 

birth-order role, for a variety of other reasons 

including illness. 
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Family patterns tend to develop over time and 

with some variation repeat over several 

generations (Bradshaw, 1988; Hoopes and Harper, 

1987; Kerr and Bowen, 1988). Often these 

repeating patterns may cross generational lines 

involving coalitions between family members from 

more than one generation such as a child, parent 

and grandparent. These patterns and the changes 

that result from them can be both internally due 

to relationships within the family, including the 

birth of additional children (Leman, 1985), as 

well as, externally from both environmental and 

social forces (Minuchin, 1984). As a means of 

coping with this state of change, families will 

structure themselves and their members to 

accommodate enough change while maintaining 

stability (Minuchin, 1984). 

This accommodation process sets up methods 

of processing information which in turn requires 

the need to assign roles to each family member to 

assist in processing that information. It is 

through this process that birth-order roles are 

developed and played out. Whatever condition the 

family is in at the time a child is born will help 

to contribute to the development of the sibling 

role for that child (Kerr and Bowen, 1988). In 
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addition, in dysfunctional families, these roles 

will be distorted and will vary to the degree of 

the dysfunction (Minuchin, 1984). 

The four ordinal positions are outlined as 

follows: 

First-Born Sibling 

When the first child is born, it's parents 

have no previous experience upon which to base 

their own parenting skill. As a result, 

the hopes, desires and dreams of parents, as 
well as, those of multiple generations of 
the family, are carried by the first child. 
Everything the child does is being done for 
the first time in the eyes of the parents and 
the extended family. (Hoopes and Harper, 
1987 p.35) 

The first-born child is on display (Leman, 1985) 

because how the child performs and how the parents 

adapt to that performance, shows the extended 

family and the rest of the world, how well the new 

parents have transitioned from a couple into a 

family. 

This pressure that the world is watching 

sends a message to first-born children that they 

are a central focus and that "their actions have 

consequences far beyond themselves" (Hoopes and 

Harper, 1987 p.36). As a result, first-born 

children tend to rely on an external validation to 

adopt either an overachieving position in order to 
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accommodate the demand or the other extreme of an 

underachiever if the pressure on them becomes 

unmanageable. Either way, these children tend to 

believe that whatever they do accomplish, it is 

still not enough (Hoopes and Harper, 1987; Kerr 

and Bowen, 1988; Leman, 1985). More specifically 

the job assignments of the first-born child 

include supporting and enforcing the family rules 

and values and in doing so they uphold the family 

image (Hoopes and Harper, 1987). Conversely, 

these children are less responsible for 

maintaining family stability (Kerr and Bowen, 

1988) then are later born children because the 

family is naturally more stable with only three 

members. 

First-born children have a tendency to not 

only be responsible to, but for their parents 

(Hoopes and Harper, 1987). The child's parents 

who were originally a dyad prior to the child's 

arrival, may now incorporate the child into 

a triangle (Kerr and Bowen, 1988). Part of the 

reason for the ease in triangulation is that with 

only adults as role models from which to base 

their social interaction on, the first-born child 

becomes most used to interacting with adults as 

opposed to sibling peers. It is also as a result 
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of this adult interaction that "first-born 

children learn to focus on the rational, 

rule-governed aspects of reality, using rational, 

analytical thought to create meaning for what they 

see in the world" (Hoopes and Harper, 1987 p.40), 

primarily because this is the way adults tend to 

portray images to the child. 

This need to explain in terms of rationality 

carries over into the first-born child's affective 

experiences as well. First-borns tend to base 

their self-esteem on the performance as measured 

and recognized by others (Hoopes and Harper, 

1987). As a result, first-borns will often work 

towards remaining a central focus in relationships 

and will attempt to seek approval from others to 

maintain their sense of self and well being. 

Second-Born Siblings 

The most significant factor for the second 

child is that of "place". First time parents, 

although unprepared practically for the birth of a 

first child, will at least realize the centrality 

of that child. With the pending arrival of a 

second birth however, parents may face 

uncertainties about what place that child will 

have within the family. "For example, the parents 

may wonder if they can love the second child as 
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much as they love the first, if they can 

decentralize their focus on the first child and 

make psychological room for the second child" 

(Hoopes and Harper, 1987 p.47). This issue is 

worked out as the second child enters the family 

but it is through this process of resolution that 

the formation of the second birth role perceptions 

are formed. 

A key factor in the second child's 

interactions are thats/he is born to a more 

complex family system than was his/her older 

sibling (Kerr and Bowen, 1988; Toman, 1988). 

While the first child was born to a couple, the 

second child is born in to a family which 

increases the number of possible interactions for 

this second child. These increased interactions 

further intensify the complexity of informational 

processing that takes place within the family 

structure as the family attempts to once again 

regain_ its stability, while at the same time 

accommodating this additional member (Kerr and 

Bowen, 1988). The degree of maintenance that is 

required to achieve this stability will also help 

to define the role assignment for the second 

child. 

Because of the confusion over psychological 
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placement of the second birth, this child often 

has difficulty developing a strong identity of 

his/her own and as a result is more likely to 

remain emotionally emeshed with other family 

members (Hoopes and Harper, 1987). Most likely 

this emeshment becomes strongest with the mother, 

whom the second child views as the one most 

responsible for the mental health and stability of 

the family (Chernin, 1985; Minuchin, 1984). "They 

learn implicitly from her what needs in the family 

should be expressed and the appropriate manner of 

the expression. Although they are not responsible 

for the mother's position in the family, second 

children are closely connected to the underlying 

tone that she creates" (Hoopes and Harper, 1987 

p.49). 

While the first born child had only adults to 

serve as role models for appropriate social 

interaction, the second-born child is able to also 

base their perceptions on another child. This too 

helps to filter the perceptio~s and broaden the 

experience base of the second child. However, 

while it may lessen the second child's needs to 

perform on an adult level, it does provide an 

additional pressure to perform at least, as well 

as, the first-born child who s/he perceives the 
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parents to have as a basis of comparison (Leman, 

1985; Toman, 1988). Because they compare 

themselves to the first-born and first-borns are 

often required to help out with subsequent 

children, a hierarchy of power within the family 

system is developed (Hoopes and Harper, 1987). 

Second-born children are more attuned to the 

implicit communication in the system and focus on 

the symbolic and imaginative meanings contained in 

the family dialog (Hoopes and Harper, 1987). With 

less emphasis on logic and more on intuition, the 

second child tends to perceive issues in terms of 

polarities rather than balance (Leman 1985). This 

coupled with their difficulty in establishing 

clear boundaries (Hoopes and Harper, 1987) results 

in affective patterns that include feeling other's 

feelings and tensions often to the point of 

polarized extremes. If these feelings become 

unmanageably intense, it may become necessary for 

the second child to act out in ways that may seem 

crazy at times (Kerr and Bowen, 1988). 

Third-Born Siblings 

With the arrival of each new child the 

complexity of the family system interactions 

increases (Kerr and Bowen, 1988). The third child 

does not have to deal with the issue of placement, 
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however, they do have their own unique 

circumstances to be reckoned with. Stability 

becomes a key focus for the family because of the 

uneven balance in the number of family members. 

With four family members it was possible for each 

child to bond with a specific parent which 

balanced out the interactions. When the third 

child arrives, relationships become uneven and 

become the focus of the third child to balance the 

didactic relationships including developing a 

sense of responsibility for the marriage itself 

(Hoopes and Harper, 1987). The result is that 

this child is able to remain more independent and 

observe these relational dynamics and to "discover 

appropriate degrees of closeness, conflict, 

dependency, intrusiveness and loyalty in the 

marriage" (Hoopes and Harper, 1987 p.60). This 

may result in the third child"s need to try and 

secure family relationships between parents even 

when the child appears to be uninvolved. 

Because of the need to remain separate in 

order to maintain balance, third-barns generally 

develop outside social interactions slowly and 

cautiously until they are certain of establishing 

trust (Leman, 1985). Once in-depth relationships 

are established however, third-borns are generally 
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intensely committed to and will attempt to remain 

in the relationship at all costs (Hoopes and 

Harper, 1987). Part of what allows them to do 

this is the power they receive as a byproduct of 

their ability to remain both separate and attached 

at the same time (Kerr and Bowen, 1988). While 

third-borns do not necessarily seek it, these 

children learn early on of their power in the 

effect they have on other's didactic relationships 

when they keep them balanced by remaining 

separated, or upsetting the balance through 

triangulation (Hoopes and Harper, 1987). 

The major focus of third-borns, therefore is 

on the relationships themselves rather than the 

feelings and needs of the individuals involved. 

They are less motivated by the details except in 

relationship to the whole (Hoopes and Harper, 

1987). While they may remain separate in order to 

resolve conflict, they can often appear apathetic 

yet in reality, these children are often intensely 

emotional and have "retreated psychologically to 

determine how the pieces of an issue fit together. 

Such distancing is a survival mechanism that helps 

third children maintain an identity" (Hoopes and 

Harper, 1987 p.62). As a result, the third 

child's sense of well being is directly connected 
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to the stability of didactic relationships both in 

childhood and adult life (Hoopes and Harper, 1987; 

Leman 1985). 

Fourth-Born Siblings 

By the time the fourth child enters the 

family system there must be coordination between 

six family members. Therefore, the implicit 

message that these children receive is to maintain 

the harmony of that system (Hoopes and Harper, 

1987). To fulfill that role, they must be keenly 

aware and sensitive to the emotions of everyone in 

the family and feel a sense of blame when family 

goals are not met. This is a shared trait with 

first-born siblings. "A first-born child, a 

first-born child of a particular sex, and a 

youngest child are often targets of family anxiety 

because of occupying those unique positions" (Kerr 

and Bowen, 1988 p.13). As a result, these 

children tend to end up as "emotional garbage 

collectors" (Hoopes and Harper, 1987 p.71) as they 

take on everyone else's individual tensions in 

order to relieve overall family stresses. 

Because fourth children tend to view things 

in terms of the whole (Hoopes and Harper, 1987), 

which is at their point of arrival extremely 

cumbersome, they are often forced to develop 
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relationships that are somewhat superficial in 

order to encompass them all. These children must 

learn to withdraw sometimes even abruptly in 

order to keep from becoming too overburdened from 

the complexity of interaction taking place within 

the family system (Hoopes and Harper, 1987). 

In order to integrate all of the parts of the 

system into a whole, fourth-barns often view the 

members in terms of their purpose or contribution 

to the family. This includes the fourth-barns own 

purpose which is to maintain harmony within the 

whole (Hoopes and Harper, 1987). This then 

becomes the key to the fourth-barn's sense of well 

being in the degree thats/he is able to fulfill 

that task. As a result, fourth-barns are often 

demonstrative with their affections often to the 

point of telling everyone they are loved as an 

effort to maintain that harmony (Hoopes and 

Harper, 1987). 

Several researchers (Eckstein, 1984; 

Marjoribanks, 1978; Melillo, 1984) have focused on 

specific birth-order positions in relationship to 

various social identifiers (i.e. occupation, 

educational achievement, popularity). This 

information is valuable if we can use it to 

identify affective, behavioral or cognitive 
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patterns attached to social patterns or illness 

and identify a relationship between birth-order 

positions which are associated with those 

tendencies. Once relationship is identified we 

can begin to address those tendencies to enhance 

treatment strategies. Some examples of these 

studies are outlined as follows: 

Predominantly as a result of the woman's 

movement over the past three decades, greater 

numbers of women have attained and currently hold 

higher positions in both social, industrial and 

professional settings. Melillo (1984) studied the 

correlation of birth order to such achievements in 

the area of Doctoral awardment (defined as Ph.D., 

Ed.D, D.S.W. and M.D.). Melillo used a mailed 

survey postcard asking only three questions which 

identified the actual birth order and the family 

size of the subject. The results indicate that "a 

significantly greater number of the women 

doctorates are only or oldest children (Melillo, 

1984 p.59). 

Eckstein (1984) studied women college 

students at Virginia Interment College from the 

academic years of 1971-1975 to identify female 

campus leaders and popularity of women as deemed 

so by other class mates. The result of his study 
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indicated that 

first born females were significantly 
overchosen for positions of leadership and 
popularity as compared to the first born in 
the total student population (40% vs. 26%). 
Conversely, youngest females were 
significantly underchosen for 
leadership/popularity roles (23% vs. 39%). 
p.75 

Eckstein (1984) postulates these findings are a 

result of first barns being more frequently found 

in campus elected offices because they are 

characteristically more assertive. In contrast, 

last barns may be less represented in popularity 

because they tend to be more dependent on older 

siblings for leadership due to earlier family 

interactions. An example offered is, how often is 

"a youngest child left in charge of the family 

when mom or dad is away" (Eckstein, 1984 p.77). 

Majoribanks (1978) studied birth-order and 

cognitive performance. Using a model which 

suggests that the relationship between birth-order 

and intelligence was based on the spacing between 

siblings. Majoribanks found that intellectual 

performance decreases with later births if those 

births are relatively close together because there 

is less opportunity for parental intervention with 
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those children. Conversely, if those births can 

be spaced out, to induce a "more first-born like" 

perceptual birth-order, those conditions can be 

arrested. "For younger children it is suggested 

that it is to their intellectual advantage to have 

their births postponed, as the later they arrive 

the more mature will be the family environment 

into which they enter and in which they will 

develop" (Majoribanks, 1978 p.115). 

In a study to view the correlation of 

sibling position to mental illness, and 

specifically schizophrenia, Grosz (1968) 

found that in cases of depressive patients, 

youngest-horns recorded the lowest incidence. 

Conversely, middle-born and oldest positions were 

significantly over-represented. However, when 

testing the subject of depression using children 

as subjects, researchers at the University of 

Southern Mississippi found first-born children to 

score significantly lower than -second-, third- or 

fourth-born and youngest children (Gates et. al., 

1988). While the results between Grosz and Gates 

et.al. are contradictory, both studies are 

significant in that they indicate that some 

sibling positions are at a higher potential risk 

for mental illness and or depression than are 

others. 



CHAPTER 3 

Methodology 

This chapter describes the methodology used 

by the researcher to conduct this study. 

The subjects used in this study to determine 

relationship between birth-order and the incidence 

of eating disorders consisted of thirty-one women 

from the St. Louis metropolitan area. Subjects 

were selected by contact through professionals who 

treat clients that are diagnosed as having an 

eating disorder. For the purpose of this study, 

eating disorder categories were identified as 

anorexia, bulimia, and compulsive overeating. 

Diagnosis in one of these categories was made 

prior to being selected for participation in the 

study. Since the thesis of this study is based on 

the incidence of eating disorders rather than the 

classification, definitions of each disorder were 

not provided to the subjects. Rather, they were 

according to the instructions, to answer the 

question regarding their diagnosis, as they best 

understood it. Their response may have been the 

result of a professional diagnosis or their own 

understanding of the three categories. 

29 
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These female subjects ranged in age from 

seventeen to forty-seven with a mean age being 

thirty-two. The modal age was eighteen. All 

subjects were or had been in treatment for an 

eating disorder. The treatment settings included 

private practice and hospital in-patient settings. 

The subjects were contacted by their therapist and 

given a questionnaire to obtain information about 

their classification of eating disorder and birth­

order. Subjects were volunteers and were notified 

prior to participation via the cover letter (see 

Appendix A) that the study was for the purpose of 

a student's masters thesis. Instructions for 

completing the questions were included at the top 

of the survey form. A consent/release form 

(Appendix B) accompanied the survey form although 

some participants declined to complete this in 

full tQ protect their anonymity. 

The survey was administered in most cases, 

by the therapist's handing them the questionnaire 

at the end of a counseling session. In one of the 

settings, the questionnaires were posted in the 

waiting room of the mental health professional's 

office. The subjects were allowed to answer the 

questions taking as much time as needed. 

No communication took place between the 
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Dear Survey Participant: 

Thank you for agreeing to participate in this survey. 
The information recorded in you response will be used to 
help me in the completion of my Master's thesis. My 
research will attempt to identify any relationship between 
birth order position and the incidence of eating 
disorders. 

You have been selected to participate only on a 
voluntary basis. Your participation in this survey is in 
no way connected to the therapy process in which you are 
currently engaged. Because your participation is 
completely voluntary, please read and sign the consent 
form attached to the survey. 

Please answer the questions on the attached survey 
form. Write your answers directly on this form and please 
answer all questions to the best of your ability as best 
as you understand them. When you have completed your 
answers, fold the survey form and the attached consent 
form and place it in the envelope that has been provided 
for you. When you have placed your completed survey in 
the envelope, please return the envelope to your 
therapist. He/she will mail your response back to me. 

Thank you very much for your participation. I will 
tabulate your answers along with other participants in the 
St. Louis area. Your time has been greatly appreciated. 

Sincerely, 

Mary Weber (281-6323) 
A Graduate Student 
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Name of Participant 
Phone ________ Address 

Title of Project: The relationship between birth order 
position and the incidence of eating 
disorders. 

1. Mary Weber who is a master's degree candidate at 
Lindenwood College, has requested my participation in 
a research study at this institution. 

2. I understand the purpose of the study is to examine 
the relationship between birth order position and the 
incidence of eating disorders. 

3. My participation will involve my completion of a 2 
page survey. I understand that my participation in 
completing the survey is completely voluntary. 

4. I understand that there are possible risks to me if I 
agree to participate in the study. There is a 
possibility that some unresolved emotional issues 
might surface during and after completing the survey. 

5. I understand that my name will not be used in this 
study and that any details which might identify me to 
another reader will be disguised. Surveys will be for 
the researcher's use exclusively and they will be 
destroyed immediately following the collection of 
data. 

6. I understand that my participation in this research 
study will be extremely valuable to others who have 
experienced a similar event. I also understand that 
there are no direct benefits to me. 

7. I understand that I reserve the right to refrain from 
responding to individual questions on the survey. 

8. It is not the policy of Lindenwood College to 
compensate me or provide medical treatment for me in 
the event the research results in injury. 

9. Any questions that I have concerning the research 
study or my participation in it, before or after my 
consent, will be answered by Mary Weber. 

10. I understand that my participation is voluntary and 
that refusal to participate will involve no penalty 
to me, or loss of benefits to which I am otherwise 
entitled. I also understand that I may withdraw from 
the research study at any time without penalty or 
prejudice. 
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11. I have read the above statements and have been able 
to ask questions and express concerns, which have 
been satisfactorily responded to by the investigator 
or her agent. I believe I understand the purpose of 
the study as well as the potential risks and benefits 
that are involved. I hereby give my informed and 
free consent to be a participant in this study. 

Signature of Participant 

Date 
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PERSONAL DATA FORM 

1. Age: 

2. Sex: Male Female 

3. Education (years completed) 

High School Grade School 
Vocational School 
Graduate School 

College or University __ _ 

4. Marital Status (circle the classification that 
describes your current status): 

Single (never married) Married Divorced Widowed 

5. Eating disorder classification: (Please circle the 
diagnosis) 

Anorexia Bulimia Compulsive Eating 

6. Age at which you developed your eating disorder 

7. Briefly describe what was happening in your life 
and/or family at or immediately before you developed 
your eating disorder. 
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BIRTH ORDER SURVEY 

1. IN THE SQUARES BELOW, PLEASE LIST IN ORDER, FROM OLDEST 
TO YOUNGEST, THE SEX AND AGE OF EACH CHILD, LIVING OR 
DECEASED (INCLUDING MISCARRIAGES), IN THE FAMILY IN WHICH 
YOU GREW UP. 

2. PUT AN X ON TOP OF THE SQUARE WHICH REPRESENTS YOU. 

3. PUT AN D ON TOP OF THE SQUARE(S) WHICH REPRESENT 
DECEASED SIBLING(S) AND INDICATE THE AGE AT WHICH THEY 
DIED. 

4. PUT AN A ON TOP OF THE SQUARE(S) WHICH REPRESENT 
ADOPTED CHILDREN. 

5. PUT AN S ON TOP OF THE SQUARE(S) WHICH REPRESENT 
STEP-SIBLINGS. 

SEX SEX SEX SEX SEX SEX SEX 

AGE AGE AGE AGE AGE AGE AGE 

1 2 3 4 5 6 7 

OLDEST 

6 . IN YOUR PARENTS' FAMILIES, EACH WAS WHICH CHILD OF 
MANY? EXAMPLE: MY MOTHER WAS NUMBER 3 OF 4 
CHILDREN. 

YOUR MOTHER: ______ OF 

YOUR FATHER:-,------ OF 
(BIRTH ORDER) (NUMBER OF CHILDREN) 

7. PRESENT DATE 

SEX 

AGE 

8 

YOUNGEST 

HOW 

> 



Raw Data 

Current Age 
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Appendix E 

17 18 18 18 20 21 22 22 25 26 29 30 30 31 32 32 33 
34 36 37 38 39 40 40 41 41 44 45 46 47 47 

X =22 

Age at Onset 
3 4 4 5 9 10 11 11 11 11 12 12 13 13 13 14 15 15 
16 16 16 17 18 20 20 20 21 23 26 31 35 

X =15 

Education 
grade school 0 
high school 11 
vocational 3 
college 10 
graduate school 7 

n= 31 

Marital Status 
single 12 
married 14 
divorced 4 
widow 1 

n= 31 

Diagnosis 
multiple diagnosis 
anorexia 12 
bulimia 14 
compulsive 20 

single diagnosis 
anorexia 3 
bulimia 3 
compulsive 13 

Birth Order 
first born 
second born 
third born 
fourth born 

(self) 
15 

8 
4 
4 

n= 31 


