Running head: ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

Bulimia Nervosa Mental Health Literacy and Stigmatising Attitudes in
Adolescents

Submitted by
Rachel Jennifer Gold BBSc (Hons)

Submitted in partial fulfilment
of the requirements for the degree of
Doctor of Clinical Psychology

School of Psychological Science
Faculty of Science, Technology and Engineering
La Trobe University
Bundoora, Victoria 3086
Australia

September, 2013

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

2

Table of Contents
Table of Contents .................................................................................................. 2
List of Figures ...................................................................................................... 11
List of Tables ....................................................................................................... 12
Abstract ................................................................................................................ 15
Statement of Authorship..................................................................................... 17
Acknowledgements.............................................................................................. 18
Chapter One: Thesis Overview .......................................................................... 19
Chapter Two: Bulimia Nervosa - A Severe Mental Illness ............................. 22
Psychological and Physical Consequences of Bulimia ..................................... 23
Onset, Course and Prevalence of Bulimia......................................................... 24
The Aetiology of and Risk Factors Implicated in the Development of Bulimia
........................................................................................................................... 26
What are risk factors? ................................................................................... 26
The dual-pathway model of bulimic pathology. ............................................ 27
Biological and genetic factors in the development of bulimia. ..................... 28
The Treatment of Bulimia ................................................................................. 31
Cognitive-behavioural therapy and psychological interventions ................. 31
Anti-depressant treatment. ............................................................................ 32
Low Treatment Seeking .................................................................................... 33
Barriers to treatment seeking. ....................................................................... 34
The role of others in encouraging treatment seeking.................................... 35
Specific Issues Related to Eating Disorders in Males....................................... 36

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

3

Summary ........................................................................................................... 37
Chapter Three: Mental Health Literacy and Stigmatising Attitudes Towards
Bulimia in the Community ................................................................................. 39
Mental Health Literacy ..................................................................................... 39
Mental Health Literacy and Eating Disorders................................................... 40
Knowledge regarding causes of bulimia. ...................................................... 40
Knowledge about the signs, symptoms and consequences of bulimia .......... 43
Knowledge concerning the prevalence of bulimia. ....................................... 45
Knowledge pertaining to the treatment bulimia............................................ 47
Group differences in knowledge of eating disorders. ................................... 49
Mistaken belief that there are positive aspects to bulimia. ........................... 50
Summary ........................................................................................................... 51
Stigmatising Attitudes and Beliefs .................................................................... 51
Stigma and Mental Illness ................................................................................. 52
Stigma and Eating Disorders............................................................................. 54
Blame, responsibility and controllability. ..................................................... 55
Vanity, attention seeking and disgust, not dangerous. .................................. 56
Trivialising and underestimation of severity................................................. 57
Social-distancing. .......................................................................................... 58
Group differences in stigmatising beliefs...................................................... 59
Experience or knowledge of eating disorders. .......................................... 59
Gender and socio-economic factors. ......................................................... 61
Methodological limitations. .......................................................................... 62
Summary ........................................................................................................... 63
Chapter Four: Changing Stigmatising Beliefs and Increasing Knowledge ... 64

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

4

Methods of Attitude Change ............................................................................. 64
Elaboration Likelihood Model .......................................................................... 66
Factors that influence persuasion. ................................................................ 67
Message content. ....................................................................................... 68
Receiver characteristics............................................................................. 69
Message source. ........................................................................................ 70
Message format. ........................................................................................ 71
Summary ........................................................................................................... 72
Rationale for the Current Study ........................................................................ 72
General Aims .................................................................................................... 75
Chapter Five: Method ........................................................................................ 76
Participants ........................................................................................................ 76
Measures ........................................................................................................... 79
Demographics and participant information. ................................................ 79
General psychological distress. .................................................................... 79
Body appreciation. ........................................................................................ 79
Body dissatisfaction. ..................................................................................... 80
Body change strategies. ................................................................................ 81
Eating disordered behaviour......................................................................... 81
Familiarity with bulimia. .............................................................................. 82
Stigmatising attitudes and beliefs towards bulimia. ..................................... 83
Knowledge about bulimia. ............................................................................ 83
Health facts and message evaluation. ........................................................... 84
Procedure .......................................................................................................... 85
Participant recruitment. ................................................................................ 85

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

5

Survey delivery. ............................................................................................. 86
Data entry and analysis. ............................................................................... 87
Chapter Six: Description of Participant Characteristics ................................ 89
Aims .................................................................................................................. 89
Hypotheses ........................................................................................................ 89
Method .............................................................................................................. 90
Assessment instruments. ................................................................................ 90
Procedure. ..................................................................................................... 91
Data analysis................................................................................................. 91
Results ............................................................................................................... 91
Tests of assumptions...................................................................................... 91
Description of participant characteristics. ................................................... 92
Gender differences on participant characteristics. ....................................... 93
The relationship between age and participant characteristics. .................... 94
Psychological distress. .................................................................................. 95
Weight loss behaviours. ................................................................................ 96
Familiarly with bulimia. ............................................................................... 97
Discussion ......................................................................................................... 99
Summary and conclusion. ........................................................................... 102
Chapter Seven: Development of the Stigmatising Attitudes and Beliefs
towards Bulimia Questionnaire ....................................................................... 103
Aims ................................................................................................................ 104
Hypotheses ...................................................................................................... 104
Method ............................................................................................................ 104

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

6

Participants. ................................................................................................ 104
Assessment instruments. .............................................................................. 104
Procedure. ................................................................................................... 106
Data analysis. .......................................................................................... 106
Results ............................................................................................................. 106
Stigmatising beliefs in adolescents. ............................................................ 106
Sub-scales................................................................................................ 111
Calculating the stigma sub-scales. .............................................................. 113
Reliability of scales. .................................................................................... 113
Tests of assumptions.................................................................................... 114
Differences in participants’ endorsement of negative beliefs. .................... 114
Correlations between the variables. ........................................................... 116
Knowledge about bulimia. .......................................................................... 117
Total knowledge score. ............................................................................... 119
Discussion ....................................................................................................... 121
Stigmatising beliefs. .................................................................................... 122
Knowledge about bulimia. .......................................................................... 125
Summary and conclusion. ........................................................................... 129
Chapter Eight: Individual Differences in Stigmatising Beliefs and Knowledge
............................................................................................................................. 130
Aims ................................................................................................................ 131
Hypotheses ...................................................................................................... 131
Method ............................................................................................................ 132
Participants. ................................................................................................ 132
Assessment instruments. .............................................................................. 132

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

7

Procedure. ................................................................................................... 134
Data analysis............................................................................................... 134
Results ............................................................................................................. 134
Tests of assumptions.................................................................................... 134
Stigmatising attitudes towards people with bulimia and individual
differences. .................................................................................................. 135
Gender and stigmatising attitudes. .......................................................... 135
Correlates between stigma and age. ........................................................ 136
Socio-economic status and stigma. ......................................................... 136
Correlates between stigma and familiarity.............................................. 136
Correlates between bulimic symptoms and stigma sub-scales. .............. 136
Knowledge about bulimia and individual differences. ................................ 140
Gender and knowledge............................................................................ 140
Age and knowledge. ................................................................................ 140
Socio-economic status and knowledge. .................................................. 140
Familiarity and knowledge...................................................................... 140
Correlates between knowledge and bulimic symptoms variables........... 140
Partial correlation. ..................................................................................... 142
Correlates between knowledge and stigma. ................................................ 142
Discussion ....................................................................................................... 143
Individual differences in stigmatising beliefs.............................................. 144
Individual differences in knowledge about bulimia. ................................... 149
The relationship between stigma and knowledge........................................ 151
Summary and conclusion. ........................................................................... 152
Chapter Nine: Evaluation of Health Messages............................................... 154

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

8

Aims ................................................................................................................ 154
Hypotheses ...................................................................................................... 155
Method ............................................................................................................ 155
Participants. ................................................................................................ 155
Assessment instruments. .............................................................................. 155
Procedure. ................................................................................................... 159
Data analysis............................................................................................... 159
Results ............................................................................................................. 159
Development and testing of the message evaluation scale. ........................ 159
Decision making in regard to removal for scale items............................ 160
Final structure of the message evaluation sub-scale. .............................. 161
Calculating the total of the message evaluation scales. ............................. 165
Internal consistency of message evaluation scales. .................................... 165
Tests of assumptions.................................................................................... 166
Comparison of the persuasiveness of the nine health messages. ................ 167
Exploration of other message evaluation items not included in the scale. . 171
Discussion ....................................................................................................... 176
Message evaluation scale. ........................................................................... 176
Evaluation of health messages. ................................................................... 177
Summary and conclusion. ........................................................................... 182
Chapter Ten: Receiver Characteristics Associated with Message Persuasion
............................................................................................................................. 184
Aims ................................................................................................................ 184
Hypotheses ...................................................................................................... 185
Method ............................................................................................................ 185

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

9

Participants. ................................................................................................ 185
Assessment instruments. .............................................................................. 185
Procedure. ................................................................................................... 186
Data analysis............................................................................................... 186
Bonferroni adjustment for multiple correlations. .................................... 186
Results ............................................................................................................. 187
Tests of assumptions.................................................................................... 187
Message persuasiveness based on gender. ................................................. 188
The relationship between participant characteristics and message
persuasiveness. ............................................................................................ 190
The relationship between symptoms and message persuasiveness. ............ 193
The relationship between pre-existing attitudes and message persuasiveness.
..................................................................................................................... 195
Discussion ....................................................................................................... 198
Participant demographic characteristics and ratings of messages
effectiveness. ............................................................................................... 199
Participants’ bulimic symptoms and ratings of messages effectiveness. .... 200
Pre-existing attitudes and ratings of messages effectiveness...................... 201
Summary and conclusion. ........................................................................... 202
Chapter Eleven: Summary and General Discussion...................................... 203
Study Findings ................................................................................................ 203
Theoretical Implications ................................................................................. 208
Practical Implications ...................................................................................... 211
Strengths and Limitations ............................................................................... 215
Conclusions and Future Research ................................................................... 219

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

10

References .......................................................................................................... 224
Appendix A: Participant Survey Pack ............................................................ 245
Appendix B: La Trobe University Ethics Approval ...................................... 266
Appendix C: Catholic Education Office Ethics Approval ............................ 268
Appendix D: Department of Education Ethics Approval ............................. 270
Appendix E School Principal Pack .................................................................. 272
Appendix F: Student Information and Consent Pack ................................... 279
Appendix G: Relationship Between the Persuasiveness of Messages Two,
Four, Five, Six and Eight and the Stigma Sub-Scales.................................... 287

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

11

List of Figures
Figure 1. Theoretical components of the dual-pathway model of bulimic
pathology, adapted from Stice (2001). .................................................................. 27
Figure 2. The Elaboration Likelihood Model, adapted from (B. Wilson, 2007). . 67
Figure 3. Total of Highest Familiarity Rating ...................................................... 99

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

12

List of Tables
Table 1 Response Rate for Study Participation by School Type ........................... 77
Table 2 Participant Demographic Information .................................................... 78
Table 3 Descriptive Information for the Measures of Psychological Distress, Body
Dissatisfaction, Body Change Strategies, Bulimic Symptoms and Familiarity with
Bulimia .................................................................................................................. 93
Table 4 Independent Sample T-Tests comparing Males and Females on Measures
of Psychological Distress, Body Appreciation, Extreme Weight Loss Behaviours,
Bulimic Symptoms and Familiarity with Bulimia ................................................. 94
Table 5 Pearson’s Correlation between Participant Characteristics and Age .... 95
Table 6 The Frequencies and Percentage of Participants Performance on the K10
............................................................................................................................... 96
Table 7 Frequency of Responses to Extreme Weight Loss Behaviour
Questionnaire ........................................................................................................ 97
Table 8 The Frequencies and Percentage of Participants Responding “Yes” to
Items about Previous Experience with Bulimia .................................................... 98
Table 9 Pattern Matrix for PCA with Oblimin Rotation with Kaiser Normalisation
of Four Factor Solution of Stigma Items Prior to the Removal of Items 8, 14, 29,
33 and 37. ............................................................................................................ 108
Table 10 Pattern Matrix for PCA with Oblimin Rotation with Kaiser
Normalisation of Four Factor Solution of Stigma Items .................................... 110
Table 11 Items Contained in each Stigma Sub-Scale.......................................... 112
Table 12 Internal Consistency Co-efficient Values of the Stigma Sub-Scales .... 113
Table 13 Descriptive Information for the Stigma Sub-Scales ............................. 115

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

13

Table 14 Mean Differences Between Stigma Sub-Scales One, Two, Three and
Four ..................................................................................................................... 116
Table 15 Pearson’s Correlation between Stigma Sub-Scales ............................. 117
Table 16 Frequency of Responses to Knowledge about Bulimia Scale .............. 119
Table 17 Frequency of Total Scores on the Knowledge about Bulimia Scale .... 120
Table 18 Independent Sample T-Tests comparing Males and Females on Stigma
Sub-Scales ........................................................................................................... 135
Table 19 Pearson’s Correlation between Bulimic Symptoms and Stigma SubScales .................................................................................................................. 139
Table 20 Correlations between Body Dissatisfaction and Eating Disordered
Symptoms with Knowledge.................................................................................. 142
Table 21 Correlations between Stigma and Knowledge ..................................... 143
Table 22 Erroneous Beliefs and Health Facts Presented to Participants .......... 157
Table 23 Twelve-Item Message Evaluation Scale Presented to Participants ..... 158
Table 24 Final Version of the Message Evaluation Sub-Scales ......................... 162
Table 25 Principal Components Analysis with Oblimin Rotation with Kaiser
Normalisation of Two Component Solution for the 12-Item Message Evaluation
Scale across the Nine Health Messages (Component One – Convincingness of the
Message) ............................................................................................................. 163
Table 26 Principal Components Analysis with Oblimin Rotation with Kaiser
Normalisation of Two Component Solution for the 12-Item Message Evaluation
Scale across the Nine Health Messages (Component Two-Likelihood of Changing
Beliefs) ................................................................................................................ 164

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

14

Table 27 Internal Consistency of the 4-item Convincingness of the Message SubScale and the 4-item Changing Beliefs Sub-Scale across Each Health Message as
Measured by Cronbach’s Alpha ......................................................................... 166
Table 28 Untransformed Means and Standard Deviations for the Message
Evaluation Sub-Scales Presented from Greatest to Smallest.............................. 168
Table 29 Mean Differences Between Messages One to Nine on the
‘Convincingness of the Message’ Sub-Scale ....................................................... 170
Table 30 Mean Differences Between Messages One-Nine on the ‘Likelihood of
Changing Beliefs’ Sub-Scale ............................................................................... 171
Table 31 Means and Standard Deviations for the Newness and Sympathy Message
Evaluation Scale Items in Response to the Nine Health Facts ........................... 173
Table 32 Mean Differences Between Messages One-Nine on the Newness Item 174
Table 33 Mean Differences Between Messages One to Nine on the Sympathy Item
on the Message Evaluation Scale........................................................................ 175
Table 34 Ratings of the Convincingness of Message One, Three, Seven and Nine
by Gender ............................................................................................................ 189
Table 35 Ratings of the Likelihood of Changing Beliefs of Message One, Three,
Seven and Nine by Gender .................................................................................. 190
Table 36 Pearson’s Correlation between Participant Characteristics and Message
Evaluation Sub-Scales......................................................................................... 192
Table 37 Pearson’s Correlation between Bulimic Symptoms and the Message
Evaluation Sub-Scales......................................................................................... 194
Table 38 Pearson’s Correlation between the Message Evaluation Sub-Scales and
Stigma Sub-Scales ............................................................................................... 197

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

15

Abstract
Although Bulimia Nervosa (bulimia) is a debilitating eating disorder,
many individuals with bulimia do not seek appropriate treatment. This is in part
due to perceived stigma and lack of knowledge about treatments. Adolescence is a
crucial time to intervene as the onset of bulimia is typically in late adolescence
and beliefs formed in adolescence typically persist into adulthood. The aims of
research presented in this thesis were to elucidate the types and prevalence of
stigmatising beliefs and the level of knowledge adolescents have about bulimia, as
well as to identify individual characteristics related to the knowledge and attitudes
they hold. Further aims were to identify health promotion messages that are most
likely to be persuasive in changing negative attitudes about bulimia and individual
differences that are related to ratings of message persuasiveness. Male and female
Victorian High School students (N = 460) completed a questionnaire designed to
evaluate knowledge and beliefs about bulimia, and to provide feedback about the
persuasiveness of nine brief health promotion messages to counteract negative
beliefs. Principal Components Analysis indicated that adolescents endorsed a
number of stigmatising beliefs that were entitled Blame and Vanity, Degree of
Severity, Perception of Desirability and Trust and Social Distancing. There
was evidence of low levels of knowledge regarding appropriate treatment of
bulimia. Messages that emphasised that bulimia is a serious mental illness and
directly countered negative beliefs (such as that the disorder is caused by vanity or
attention seeking), were rated as most convincing and likely to change attitudes.
The identified negative attitudes towards people with bulimia and low knowledge
in regard to appropriate treatment may be potent contributors to inadequate help
seeking in adolescents with bulimia. The messages identified as most likely to be
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effective in changing attitudes could contribute to health promotion interventions
in this field.
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Chapter One: Thesis Overview
Eating disorders which include anorexia nervosa (anorexia), bulimia
nervosa (bulimia) and binge-eating disorder (APA, 2013) are prevalent mental
disorders in females. They are associated with severe physical and psychological
consequences, and are often chronic in their course (Fairburn & Brownell, 2002).
There are effective treatments available for eating disorders, particularly bulimia
and binge eating disorder (Hay, Bacaltchuk, Stefano, & Kashyap, 2009). Despite
this, treatment seeking is low in this population, with research indicating that 77%
of people with an eating disorder do not seek appropriate treatment (Hart,
Granillo, Jorm, & Paxton, 2011). Barriers to treatment seeking that have been
identified in the literature include lack of knowledge about eating disorders and
their treatments and fears related to negative attitudes about people with eating
disorders (Evans et al., 2011; Hepworth & Paxton, 2007). Consequently,
elucidating these deficits in knowledge, the nature of these negative beliefs and
possible ways of changing these beliefs is essential to support the development of
targeted public education campaigns to improve appropriate help seeking in the
community. The aims of this research were: to elucidate commonly held
stigmatising attitudes and beliefs about bulimia, to understand adolescents
knowledge about bulimia, and to identify which health messages are likely to
effectively increase knowledge and reduce stigmatising beliefs about bulimia.
In Chapter Two, the nature of eating disorders, their prevalence, aetiology
and risk factors implicated in their development will be presented with a focus on
bulimia nervosa. The current evidence-based treatments available for bulimia and
barriers to help seeking for people with eating disorders will also be explored.
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Chapter Three will introduce and review research that has explored both
Mental Health Literacy (MHL) and stigmatising beliefs about eating disorders to
date. Community members understanding of prevalence, signs, symptoms and
effective treatment options will be explored. Mistaken beliefs about eating
disorders will also be highlighted. Differences in knowledge between groups in
the community (such as males compared with females) will also be discussed. The
concept of stigma will then be introduced, followed by a discussion of stigma in
relation to eating disorders. The differences in stigmatising attitudes in
community groups will also be emphasised, and deficits in the research literature
will be identified.
Chapters Four will outline different methods of attitude change and focus
on the Elaboration Likelihood Model (ELM) as a framework to devise effective
messages design to increase knowledge and alter beliefs. This chapter will also
explain why male and female adolescents are an essential target group. The
chapter will conclude with a rationale for the following empirical chapters as well
as the general aims of this thesis.
Chapter Five will provide a description of the methodology used for the
proceeding empirical chapters. This will include a description of the participants,
recruitment methods as well as outlining in detail the assessment instruments
employed in this research. Variations to the methodology for each empirical
chapter will be specified in the relevant chapter.
An exploration of participant characteristics in terms of psychological
distress, bulimic symptoms and familiarity with bulimia will be conducted in
Chapter Six (Study One). Chapter Seven (Study Two) will address current issues
in the measurement of stigmatising attitudes and knowledge about people with
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bulimia by examining the properties of the Stigmatising Attitudes and Beliefs
towards Bulimia Nervosa scale (SAB-BN) (Paxton, 2013) in adolescents.
Furthermore, this chapter will elucidate commonly held stigmatising attitudes and
beliefs about bulimia in adolescents and investigate the level of knowledge
adolescents have about bulimia. Chapter Eight (Study Three) will explore how
characteristics of the individual such as gender, age, socio-economic status (SES),
psychological distress, body dissatisfaction, bulimic symptoms, and familiarity
with bulimia, relate to the knowledge and attitudes they hold towards people with
bulimia.
Chapter Nine (Study Four) will examine the properties of the Message
Evaluation Scale and identify which health messages are most likely to be
persuasive in changing attitudes and knowledge about bulimia based on this scale.
Chapter Ten (Study Five) will investigate individual differences on ratings of
persuasiveness of the four most effective health messages, as identified in Chapter
Nine, to determine if some messages are more effective for different sub-groups
of adolescents. The concluding chapter, Chapter Eleven, will discuss the
implications of the findings for our understanding of adolescents knowledge and
beliefs about bulimia, how to intervene regarding these negative beliefs and
deficits in knowledge, and make suggestions for improving help-seeking for
bulimia in this population.
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Chapter Two: Bulimia Nervosa - A Severe Mental Illness
Eating disorders are defined in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revised (DSM-IV-TR ) (APA, 2000) as
disturbances in eating behaviour, body image, and the use of extreme behaviours
to control body weight and shape. In the recent update of the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition (DSM 5) (APA, 2013) the
section on eating disorders now includes: feeding and eating disorders from
infancy or early childhood (pica and rumination disorder), as well as three new
diagnostic categories (avoidance/restrictive food intake disorder, binge-eating
disorder and other specified feeding or eating disorder). Feeding and eating
disorders are defined in the DSM 5 as a disturbance in eating behaviour that
results in altered consumption of food, which significantly impairs physical health
or psychosocial functioning (APA, 2013). The existing diagnoses of bulimia and
anorexia nervosa from DSM-IV-TR (APA, 2000) have been refined and included
in DSM 5.
Bulimia is as an eating disorder characterised by episodes of binge eating
and maladaptive compensatory behaviours (APA, 2013). Binge eating involves
consuming an excessive amount of food in a distinct period of time accompanied
by a sense of lack of control over ones eating. Compensatory behaviours are
behaviours designed to avoid weight gain and include: vomiting, excessive
exercise, fasting, the use of laxatives, enemas or diuretics (APA, 2013). To meet
diagnostic criteria, the individuals self-evaluation and self-esteem is typically
excessively influenced by their body shape and weight (APA, 2013). For a
diagnosis of bulimia to be made, the individual should on average be participating
in binge eating and maladaptive compensatory behaviours once a week, for three
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months (APA, 2013). Individuals with bulimia are usually ashamed about their
disordered eating and attempt to conceal their disorder by eating secretly
(Pettersen, Rosenvinge, & Ytterhus, 2008). Binge eating can be triggered by
interpersonal stress, low mood, intense hunger and thoughts about body weight
and shape (APA, 2013).
Diagnostically, the eating disorder anorexia is distinguished from bulimia,
primarily by a restriction of energy intake that leads to a low body weight that is
below what is considered minimally normal for that persons developmental
stage. Furthermore, people with anorexia experience an intense fear of gaining
weight even though they are underweight (APA, 2013). Individuals with bulimia
are usually in the normal weight range (G. Wilson, Grilo, & Vitousek, 2007).
Bulimia is distinguished from binge-eating disorder, as individual with bingeeating disorder do not engage in regular inappropriate compensatory behaviours
(APA, 2013).
Psychological and Physical Consequences of Bulimia
Bulimia is associated with a substantial burden of disease on the individual
and the community as a result of the debilitating physical and psychological
consequences that accompany the disorder (Hart et al., 2011). People with bulimia
experience a high level of psychological distress (Stice, Marti, & Rohde, 2012),
which is exacerbated by psychological factors such as: intense fear of fatness, fear
of being caught engaging in bingeing and purging behaviours, self-loathing and
disgust, a sense of loss of control, and difficulty in intimate relationships. The
symptoms and course of bulimia are complicated by the very high frequency
(94.5%) of co-morbid mood, anxiety, impulse control and substance use disorders
(Hudson, Hiripi, Pope, & Kessler, 2007). Other common co-morbid mental health
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disorders include personality disorders such as borderline personality disorder (G.
Wilson et al., 2007).
Bulimia is associated with adverse physiological outcomes particularly as
a consequence of purging behaviours (APA, 2013). These include: bone damage,
cardiac problems, electrolyte imbalances and dehydration, malnutrition, loss of
dental enamel and increased dental cavities, dorsal hand calluses, infertility,
menstrual irregularity or amenorrhea, and fatal complications including:
oesophageal tears, gastric rupture, rectal prolapse and cardiac arrhythmias (Hunt
& Rothman, 2007). Bulimia is associated with higher mortality than the general
population (Stice et al., 2012). People with bulimia are more likely to engage in
self-injury (approximately 25% of the population) and suicide attempts (estimated
to be between 23-39% across outpatient and inpatient groups, respectively)
(Sansone & Levitt, 2002). Collectively, the psychological and physical
consequences associated with bulimia indicate the necessity of prompt and
accurate diagnosis and treatment for affected individuals.
Onset, Course and Prevalence of Bulimia
Bulimia typically emerges in late adolescence, between 15 and 19 years,
during a time of rapid growth, weight gain, physical changes and increased
importance placed on body weight and shape (Hudson et al., 2007). The course of
the disorder can be chronic or intermittent (Fairburn, Cooper, Doll, Norman, &
O'Conner, 2000; Fairburn & Harrison, 2003) and has been estimated to persist on
average for eight years (Hudson et al., 2007).
The reported lifetime prevalence of bulimia has been estimated to be
between 1-2.8% (Hudson et al., 2007). However, Australian estimates are about
2.9% (Wade, Bergin, Tiggemann, Bulik, & Fairburn, 2006). There are a number
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of difficulties inherent in obtaining accurate prevalence rates for bulimia
including: secrecy associated with the disorder, poor recall associated with
psychiatric disorders (after approximately 6 years following the last episode of an
illness) and a lack of empirically based diagnostic criteria that capture the full
extent of eating disorders (Wade et al., 2006). These factors contribute to a
possible underestimation of the true prevalence of bulimia in the community.
Although eating disorders are often perceived to only afflict women,
studies have found that men may account for between 10-25% of cases of
anorexia and bulimia (Hudson et al., 2007) and up to 50% of people with bingeeating disorder (Muise, Stein, & Arbess, 2003). The prevalence of men with
bulimia has been reported between 0.1% and 0.5% (Hoek & Hoeken, 2003;
Hudson et al., 2007) and the clinical syndrome across genders is very similar
(Olivardia, Pope, Mangweth, & Hudson, 1995). Interestingly, there is evidence for
the incidence of bulimia increasing for both genders in the second half of the 20th
century (Hay, Mond, Buttner, & Darby, 2008; Hudson et al., 2007).
It is concerning that epidemiological research indicates that a much greater
proportion of the population engages in what would be considered sub-threshold
bulimic symptoms such as binge-eating or purging. Hay et al. (2008) investigated
the prevalence of eating disordered behaviours in South Australian adults. They
reported that 7.2% engaged in binge eating, 1.5% engaged in purging and 4.6% of
respondents engaged in strict dieting or fasting. Furthermore, another
investigation found that 13% of adolescent girls and 7% of adolescent boys
engaged in both bingeing and purging behaviours (Ackard, Neumark-Sztainer,
Hannan, French, & Story, 2001). Similarly, an investigation by O'Dea & Abraham
(2002) found that 5 % of 10th grade males self-induced vomiting and 6 % used
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laxatives to avoid weight gain or to control their weight. Although these
behaviours do not satisfy eating disorder criteria alone, they often require medical
or psychological intervention (Pritts & Susman, 2003).
The Aetiology of and Risk Factors Implicated in the Development of Bulimia
The development of bulimia is complex and multi-factorial. A discussion
of the current state of knowledge of the aetiology and risk factors implicated in
bulimia will now be presented.
What are risk factors? A risk factor is an event, experience or
characteristic that precedes the onset of a mental disorder. The presence of a risk
factor indicates that there is an increased probability that a person will develop a
mental illness compared to the general population (Striegel-Moore & Bulik,
2007). Understanding risk factors implicated in the development of mental
disorders is important to update treatment, inform more accurate diagnostic
classification systems and to tailor interventions to high-risk groups (StriegelMoore & Bulik, 2007). Moreover, understanding risk factors can allow a greater
understanding of why some individuals develop mental disorders and others do
not.
A number of risk factors have been connected to the development of
eating disorders (Jacobi & Fittig, 2010; Stice, Shaw, & Marti, 2007). These risk
factors include: female gender, perceived pressure to be thin from family, peers
and the media, internalisation of the thin ideal promoted in Western culture for
women, body mass, body dissatisfaction and negative affect. These
aforementioned risk factors comprise the dual-pathway model of bulimic
pathology.
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The dual-pathway model of bulimic pathology. The dual-pathway
model is an integrated theory of the psychological and socio-cultural influences
involved in the aetiology of bulimia (Stice, 2001). The dual-pathway model states
that internalisation of the thin ideal and pressure to be thin fosters body
dissatisfaction. The thin ideal for women idealised by Western culture is
purported to increase body dissatisfaction as it is often unattainable. Moreover,
the increased pressure to be thin from family, peers and the media contributes to
body dissatisfaction as women are repeatedly told they are not thin enough via
these multiple avenues. Furthermore, this model proposes that the aforementioned
increases in body dissatisfaction cultivates dieting and negative affect, which in
turn increases the risk for bulimic pathology (Stice, 2001). Body dissatisfaction
possibly increases dieting as a method to change body shape, and increases
negative affect as it held as one of the most important characteristics in Western
culture. It is hypothesised that dieting increases the chance of binge eating in
response to caloric deprivation and violating strict dieting rules. Negative affect is
proposed to be a risk factor as individuals use binge-eating to soothe themselves
from emotional distress. The following Figure 1 depicts the theoretical
components of the dual-pathway model of bulimic pathology.

Figure 1. Theoretical components of the dual-pathway model of bulimic
pathology, adapted from Stice (2001).
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There has been sound empirical support for this model. Stice (2001)
conducted a longitudinal study across two years utilising 231 females aged 13 to
17 years to test the dual-pathway model. They found prospective evidence to
support six out of the seven hypothesised main effects (which were described
earlier). The relationship between dieting and growth in negative affect was
reportedly marginally significant. They reported that this model was able to
account for 23% of the variance in growth in bulimia pathology. They were also
able to highlight the clinical utility of the model due to the specificity of the
models ability to predict bulimic symptoms, rather than growth in shape and
weight over-evaluation, or growth in body mass or an alternative model using
similar constructs (Stice, 2001). Finally, the use of a longitudinal design rather
than cross-sectional provides further evidence of the direction of the effects, and
the presence of the risk factors prior to the emergence of the disorder add strength
to support for this model. The lack of longitudinal design is a major limitation in
this field.
Support for this model has also been garnered by more recent research by
Stice, Marti, and Durant (2011) who utilising an eight year prospective study with
496 adolescent girls found that body dissatisfaction was followed by depressive
symptoms and dieting which reflects the structure of the dual-factor model.
Although the model explains 23% of the variance, there are other factors to be
explored. Therefore it is worthwhile to examine some other factors that are likely
to impact on the development of bulimia.
Biological and genetic factors in the development of bulimia. As well
as psychological and socio-cultural factors, genetic factors appear to have a key
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role in explaining the development of eating pathology. Genetic research has the
potential to explain the development of bulimia through a range of effects: either
by increasing an individuals vulnerability to the development of the disorder as a
consequence of their genetic makeup, or through the interaction of genetics and
the environment to create the bulimia syndrome (Striegel-Moore & Bulik, 2007).
To date, a comprehensive model of genes and environment in bulimia has not
been established, however, research on this field is progressing.
The transmission of bulimia, anorexia and binge-eating disorder within
families has been established (Striegel-Moore & Bulik, 2007; Walters et al.,
1992). Increased rates of eating disorders are seen in family members of people
with eating disorders. Family members of people with bulimia are 3.7 times more
likely to have bulimia and family members of people with anorexia are 12.1 times
more likely to develop anorexia (Slof-Op't Landt et al., 2005). A range of
methodologies have been utilised to elucidate the role of genetic factors in bulimia
including twin studies and molecular genetic studies. These will be briefly
described.
Twin studies are utilised to elucidate the pattern of genetic and
environmental factors on disease vulnerability by utilising the similarities and
differences of monozygotic and dizygotic twins. For further explanation of this
methodology please see Striegel-Moore and Bulik (2007). This research has found
high heritability estimates from 50% (Walters et al., 1992) to 83% (Bulik,
Sullivan, & Kendler, 1998) with unique environmental factors (to each individual
twin member) accounting for the rest of the variance. Interestingly, Bulik et al.
(1998) and Walters et al. (1992) found that common environmental factors
(between twin pairs) did not contribute to vulnerability for bulimia, suggesting the
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family environment has a limited causal role in the development of bulimia. One
limitation of these conclusions and accurately delineating the impact of common
environmental factors in the development of bulimia more generally is the
absence of adoptions studies in this field. Adoption studies examine twin pairs
who have been raised in separate environments and allow for a more accurate
assessment of the effects of genetic makeup versus environment influences on the
development of a disorder (Striegel-Moore & Bulik, 2007). Nonetheless, genetic
research to date points to an interaction of the individuals unique environment
and genetics in the development of bulimia, and not a pathological family
environment as purported in earlier theories of the development of eating
disorders (Striegel-Moore & Bulik, 2007).
Molecular studies are designed to find genes (through association studies)
or chromosomal regions of interest (linkage studies). Several association studies
have implicated genes in the serotonergic and dopaminergic systems which play a
role in the regulation of mood and appetite (Slof-Op't Landt et al., 2005; StriegelMoore & Bulik, 2007). A linkage study also implicated a chromosomal region in
the heritability of self-induced vomiting (Bulik, 2003).
Genetic research to date, although limited by low statistical power and
differences in diagnostic classifications (Slof-Op't Landt et al., 2005), provides
evidence for an interaction of the environment and genetic factors in the
development of bulimia. Interestingly, Reichborn-Kjennerud et al. (2004)
proposed that binge-eating and vomiting appear to be mediated by genetic factors
whereas over-emphasis on body weight and shape appears to more influenced by
the environmental factors. This suggests that the different aspects of the
constellation of symptoms that make up bulimia may be mediated by different
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factors. Future research is required to delineate the complex relationship between
environment and genetics in the development of bulimia.
The Treatment of Bulimia
The negative and distressing psychological and physical consequences
associated with eating disorders cannot be overstated; however, there are effective
treatments available for eating disorders, in particular, bulimia and binge-eating
disorder.
Cognitive-behavioural therapy and psychological interventions. There
is good evidence for the use of Cognitive Behavioural Therapy (CBT) for the
treatment of bulimia and it is recommended by a number of best-practice
guidelines such as the National Institute for Clinical Excellence Guidelines
(NICE, 2004). Fairburn and Brownell (2002) developed a specific type of CBT
for bulimia (CBT-BN). The goal of CBT-BN is to stabilise eating behaviour, and
help the person develop more helpful or rational thoughts and feelings around
their body weight and shape (Hay, Darby, & Quirk, 2009). A review by Hay,
Bacaltchuk, et al. (2009) compared CBT for adults with bulimia to waitlist
control. Eight studies, with a total of 349 participants found that CBT was
significantly better in terms of remission of the disorder compared to waitlist or
no treatment. Furthermore, twelve studies, with 465 participants, found that CBT
was significantly better at improving bulimic symptoms compared to no treatment
or waitlist control (Hay, Bacaltchuk, et al., 2009).
Interpersonal Therapy (IPT) has also been shown to be somewhat
efficacious in the treatment of bulimia (Fairburn et al., 1991). Interpersonal
therapy focuses on the interpersonal aspects of the disorder such as their current
life and interpersonal relationships (Fairburn et al., 1991). A randomised control
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trial by Agras, Walsh, Fairburn, Wilson, and Kraemer (2000) compared IPT and
CBT treatment for 220 patients meeting DSM-III-R criteria for bulimia. They
found that CBT was significantly superior to IPT at the end of treatment for
percentage of participants who had recovered (29% versus 6%) and the percentage
in remission (48% versus 28%). However, at one year follow up there was no
significant difference in those who had recovered (CBT, 40%; IPT, 27%). T.
Wilson, Fairburn, Agras, Walsh, and Kraemer (2002) reported similar findings in
another randomised control trial which support the conclusion that the effects of
CBT are more rapid and supports the use of CBT as the preferred psychotherapy.
Finally, self-help approaches that used structured CBT treatment manuals
with limited guidance have some support for their efficacy and warrant further
research (Hay, Bacaltchuk, et al., 2009). Thus, the research to date suggests CBTBN is most effective mode of psychological treatment of bulimia, but further
research comparing the effectiveness of IPT and other modes of delivering CBT
are warranted.
Anti-depressant treatment. The NICE guidelines (NICE, 2004) as well
as a systematic review by Shapiro et al. (2007) of the randomised controlled trials
pertaining to the treatment of bulimia also report evidence for the use of
antidepressant medication treatment (in particular, fluoxetine). Shapiro et al.
(2007) found that fluoxetine was shown to reduce binge-eating and purging,
however high discontinuation rate means that the evidence only supported short
term effectiveness of anti-depressant medication. To date, there have been no
empirical research studies that support the effectiveness of alternative therapies or
treatments in bulimia (Hay, Bacaltchuk, et al., 2009).
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The above research and guidelines indicate that there are effective
inventions for the treatment of bulimia, namely CBT and anti-depressant
medication. In spite of this, the majority of people with an eating disorder seek
either inappropriate or do not seek treatment (Hart et al., 2011). The lack of
appropriate treatment seeking in people with eating disorders will be discussed in
the next section.
Low Treatment Seeking
As discussed in the previous section, there are efficacious treatments
available for bulimia. Despite this, there is evidence of low and inappropriate
treatment seeking in people who have eating disorders (Hart et al., 2011). Hay,
Marley, and Lemar (1998) found that more people were more likely to seek help
for a perceived weight problem (62%) compared to an eating disorder (8%).
People were more likely to had obtained treatment from lay organisations such as
Weight Watchers (54%) compared to their family Doctor (39%). They also
reported that approximately one third of participants have sought help from
natural therapies (such as acupuncture and herbal remedies) for which there is no
supporting evidence.
A nation-wide study of health service utilisation in New Zealand revealed
that treatment seeking for bulimia often occurs after significant delay (median
time is 10 years after initial onset) (Oakley Browne, Wells, & Mcgee, 2006).
Furthermore, a systematic review by Hart et al. (2011) reported that across 14
studies, between 67% and 83% of participants had not had their treatment needs
met. Additionally, of those who sought treatment, the majority were provided with
medical treatment for weight loss. This is not in line with clinical treatment
guidelines, particularly for bulimia and binge-eating disorder (NICE, 2004). Of
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the studies Hart et al. (2011) reviewed, the studies that investigated treatment
seeking from mental health services (psychologist, psychiatrists or counsellors) as
opposed to medical treatment (inpatient, outpatient and general practice) or selfhelp, reported lower rates of treatment seeking. For example, Meyer (2005) found
that as few as 15% of participants with an eating disorder (predominately bulimia
or sub-threshold bulimic symptoms) were currently engaged in treatment with a
mental health professional. An earlier study by Meyer (2001) found even lower
rates of treatment engagement in a study of adolescent females with primarily
bulimic disorders (bulimia, or sub-threshold bulimia or binge-eating disorder).
None of the adolescents surveyed were engaged in counselling or mental health
treatment and only 23% felt they required psychological counselling for their
symptoms. Thus, an extremely low number of people with a diagnosable eating
disorder are seeking and receiving the mental health care they require for the
treatment of their eating disorder, particularly adolescents. This is concerning as
this is typically at the time disordered eating develops and due to the progressive
nature of these illnesses, early intervention is warranted.
Barriers to treatment seeking. As mentioned before, while there are
effective psychological and pharmacological treatments available, only a small
portion of individuals with bulimia seek and receive appropriate treatment.
Individuals with bulimia are frequently unwilling to seek treatment due to: lack of
knowledge about available treatments, feelings of shame, fear of stigma, denial
regarding the severity of the problem, ambivalence about change (such as
concerns about gaining weight), the belief that one should be able to handle the
problem independently, concerns about the competence of professionals and
effectiveness of treatments, cost of treatment, long waiting lists and restrictions on
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eligibility for services due to geographic location (Evans et al., 2011; Hepworth &
Paxton, 2007; Meyer, 2005; G. Wilson et al., 2007).
An investigation by Hepworth and Paxton (2007) utilised a concept
mapping approach to identify themes in interviews with sixty-three people with a
history of bulimic disorders to delineate the central barriers to help seeking. They
found that the main barrier to help seeking was fear of stigma, followed by low
mental health literacy or perception of need of treatment, then fear of shame or
embarrassment. Fear of change and cost of treatment were the other salient themes
identified. Hepworth and Paxton (2007) reported that an individuals own
experience was not always enough to prompt treatment seeking, and they often
required comments or input from friends or family to support problem recognition
which in turn is proposed to prompt help seeking. This highlights the important
need for members of the broader community to have good mental health literacy
regarding bulimia.
Due to the adverse psychological and physiological consequences of
bulimia, and the progressive nature of eating disorders, it is crucial that
individuals with this disorder are appropriately diagnosed and treated. It is
essential that the main barriers to treatment seeking, including stigma and low
mental health literacy, are better understood and deficits ameliorated so that
people can obtain appropriate treatment and recovery can occur.
The role of others in encouraging treatment seeking. Bulimia is often
undetected by others for a number of reasons: low problem recognition by people
with the disorder, ambiguity of symptoms, presence of co-morbid symptoms, lack
of familiarity amongst physicians, and unwillingness of the individual to seek
treatment (Evans et al., 2011; Hunt & Rothman, 2007). Furthermore, studies have
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found that people with an eating disorder are most likely to disclose their disorder
to friends or family (Becker, Thomas, Frankco, & Herzog, 2005) and that
comments from family and friends are often required to prompt treatment seeking
(Hepworth & Paxton, 2007). Therefore it is essential that lay people have accurate
knowledge of the behavioural, physical and psychological characteristics of this
disorder and effective treatment options (Jorm, Christensen, & Griffiths, 2006).
Specific Issues Related to Eating Disorders in Males
There are a number of specific issues relating to males with eating
disorders that interfere with treatment seeking. These include: a failure to
recognise the symptoms of the disorder, a lack of understanding of the true
prevalence of eating pathology in males and that they are even less likely to seek
treatment due to stigma associated with having a female illness.
The way in which diagnostic criteria for eating disorder pathology have
been developed and validated may interfere with the identification of accurate
prevalence rates of eating disorder pathology in males. Currently, diagnostic
criteria are biased towards women as they measure thinness and dieting as
opposed to factors such as low body fat or muscularity which are more likely to
be idealised and pursued in males (Jones & Morgan, 2010). Thus, the current
diagnostic standards do not take into account pathology such as muscle
dysmorphia which has been proposed to have similar risk factors, and overlap in
clinical presentation as the current eating disorder criteria (Jones & Morgan,
2010). Thus, the lack of more comprehensive diagnostic categories makes
elucidating the true prevalence of eating disorder pathology in males problematic.
Regardless of the nosological debate, of the current eating disorder
diagnoses available, research has revealed that men are less likely to recognise
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their eating disorder, are more likely to be misdiagnosed and are less likely to
seek and receive appropriate treatment (Jones & Morgan, 2010; Olivardia et al.,
1995). Furthermore, the shame typically experienced by sufferers of eating
disorders is compounded by the shame of having a stereotypically female or
homosexual disorder. Although there is some research to suggest there may be a
higher incidence of eating disorder pathology in homosexual males (M. Feldman
& Meyer, 2007) findings are inconclusive (Jones & Morgan, 2010; Olivardia et
al., 1995). These are complicated by rapidly changing societal and cultural
pressures on heterosexual men, and an increased understanding of the continuum
of sexual orientation (as opposed to a dichotomy of homosexual versus
heterosexual) (Morgan & Arcelus, 2009). A study by Morgan and Arcelus (2009)
found body dissatisfaction was equivalent across both homosexual and
heterosexual men, however, gay men were more aware of media and peer
pressures on body image. Interventions designed to increase recognition of eating
disorders, help seeking, and stigma reduction directed towards males as well as
females are warranted.
Summary
In summary, this chapter has introduced bulimia, its characteristics,
prevalence, severity and risks factors that lead to the development of the disorder.
Evidence for effective psychological and pharmacological treatment for eating
pathology, in particular bulimia and binge eating disorder, contrasts with very low
appropriate treatment seeking by those afflicted by these disorders. Barriers to
treatment engagement have been highlighted and suggest the importance of
further exploring the two major factors that interfere with treatment seeking:
stigma and low mental health literacy. These factors will be explored in greater
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detail in Chapter Three and the need for a better understanding of the level of
knowledge and types of negative stigmatising beliefs will be described to provide
a context for the research undertaken in the later empirical chapters of this thesis.
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Chapter Three: Mental Health Literacy and Stigmatising Attitudes Towards
Bulimia in the Community
Mental Health Literacy
The term mental health literacy (MHL) was conceived by Jorm et al.
(1997) and refers to knowledge and beliefs about mental disorders which aid in
their recognition, management and prevention (p. 182). Public knowledge of
mental health disorders is poor in comparison to physical health conditions such
as cancer (Jorm, 2000). Poor MHL is associated with a lower ability to recognise
the symptoms of mental disorders and is associated with increased time between
symptom onset and support seeking (Hepworth & Paxton, 2007; Jorm, Barney, et
al., 2006). Recent research has found that public knowledge regarding the most
efficacious treatment for a range of mental illnesses is low (Jorm, Barney, et al.,
2006; Mond, Hay, Rodgers, Owen, & Beumont, 2004b). However, there is
evidence to suggest that there have been some improvements in MHL over the
last eight years in Australia in regard to better recognition of depression and
schizophrenia in the community. Jorm, Christensen, et al. (2006) surveyed a large
sample of Australian adults at two time points (1995 and 2003/2004) to explore
their knowledge about depression and schizophrenia. They found significant
increases in the percentage of the population using the appropriate psychiatric
label (e.g. depression or schizophrenia) for the vignettes, for example, recognition
of depression improved from 39% to 67.3%. They also found an improvement in
positive beliefs about a range of evidence-based interventions. However, they still
found that deficits in knowledge, with respondents still rating vitamins (50.4%)
more helpful than anti-depressants (47.8%) for depression. Evaluation studies
have suggested these improvements could be in part attributed to population-
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based interventions such as beyondblue: the national depression initiative (Jorm,
Christensen, & Griffiths, 2005; Jorm, Christensen, et al., 2006). Nevertheless,
several studies indicate that adults and adolescents have limited levels of MHL in
regarding to eating disorders, which will now be discussed (Hunt & Rothman,
2007; Mond, Hay, Rodgers, & Owen, 2008; Smith, Pruitt, Mann, & Thelen,
1986).
Mental Health Literacy and Eating Disorders
Investigation of MHL regarding eating disorders is limited. To date, the
majority of research into MHL and eating disorders has focussed on universityaged females (Huon, Brown, & Morris, 1988; Mond, Hay, Rodgers, Owen, &
Beumont, 2004a), and as a consequence, there is a deficit of research in other
samples, particularly adolescents and males. Investigation into MHL regarding
eating disorders has explored anorexia, and to a lesser extent bulimia and bingeeating disorder (Mond & Hay, 2008). Research pertaining to knowledge in
bulimia will be presented, and studies focusing exclusively on anorexia will not
be explored. However, where relevant, differences in MHL between the two
disorders will be reported. Research regarding MHL about bulimia in terms of
causes, prevalence, signs, symptoms, consequences, treatment, mistaken beliefs,
and lastly differences in MHL based on individual differences will be explored.
Knowledge regarding causes of bulimia. The dual pathway model of
bulimia in conjunction with family studies and genetic research provides the best
evidence for the risk factors, and thus the possible causes of bulimia to date and
suggest a biopsychosocial model in the development of the disorder (Stice, 2001;
Striegel-Moore & Bulik, 2007). A small number of studies have investigated
community knowledge pertaining to these causes of bulimia. Mond et al. (2004b)
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investigated perceived causes and risk factors for the development of bulimia in a
community sample of women. The main cause nominated by participants was
having low self-esteem (40.5%). Other causes that were cited, but to a much
lesser extent were: problems from childhood (13.2%), portrayal of ideal body
weight/shape in the media (12.7%), day to day problems (9.3%) and being
overweight as a child or adolescent (6.3%). The implication that the problem was
genetic or inherited was described as not likely by 45.9 % of participants, and as
very likely by only 11.6%, downplaying the importance of genetic vulnerability.
They also found, correctly, that women and people under 25 years were rated as
being most likely to develop bulimia.
A later study with university students by Hunt and Rothman (2007) found
that 29.2% of males and females attributed biological causes (mainly genetic) to
the development of bulimia. Similar to Mond et al. (2004b), they found that a
greater percentage of participants endorsed psychological and social factors in the
development of bulimia. These factors included: low self-esteem (35.4%),
psychological problems (31.3%), concern with weight and appearance (16.7%),
social problems or insecurities (14.6%), and family problems (4.2%).
Furthermore, approximately half of the participants reported that women were
more likely to develop bulimia. Again in a study by Mond et al. (2010) who used
a sample of low risk, high risk and symptomatic women with bulimia, they found
that the modal response for the cause of the problems of a woman described in a
vignette as having bulimic symptoms were low self-esteem (low risk: 37.3%;
high-risk: 34.2%; symptomatic: 30.9%), followed by portrayal of the ideal body
shape in the popular media (low-risk: 13.7%; high-risk: 18.4%; symptomatic:
19.1%). When considered together, these studies reveal the tendency for members
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of the community to downplay the role of genetic factors involved in the
development of bulimia. These studies reveal that members of the community
have a fairly accurate understanding of the psychological and socio-cultural
factors implicated in the development of bulimia. Although women were correctly
identified as more likely to develop eating disorders, it is possible that these
findings might reveal that the likelihood of men developing an eating disorder is
underestimated by people in the community, thus interfering with problem
recognition and treatment seeking in men.
To date, two studies have investigated adolescents knowledge of the
causes of bulimia. Smith et al. (1986) found that a sample of high school and
college students nominated emotional problems (83%), followed by influence of
friends (54%) and family (51%) as the most likely cause of bulimia, whereas
physical problems (37%) and influence of movies and Television (36%) were
rated lower. This study did not assess whether there was a biological or genetic
cause to eating disorders. In a more recent study, Rousseau, Callahan, and
Chabrol (2012) investigated knowledge about eating disorders in a large sample
of male and female French adolescents (mean age 16.4 years). They reported that
adolescence and being female were believed to be associated with increased risk
of developing bulimia. They also found that body disatisfaction and psychological
problems were seen as the major cause for bulimia by French adolescents. The
conclusions that can be drawn from these studies, however, are limited by not
having provided particpants with the opportunity to nominate biological causation
(Smith et al., 1986) and by post hoc elimination of questions regarding aeitology.
Considering adolescence is time of emergence of bulimia, it is imperitive to
understand what this cohort believes are the underpinning causes of bulimia.
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By considering these studies in combination, it appears that generally, the
psychological and socio-cultural explanation of causes of bulimia is well-known
in the community, whereas knowledge of biological and genetic vulnerability is
not as widespread. Participants across studies also appear to be aware that women
are more at risk of developing bulimia, and that the disorder typically emerges in
adolescence. This, however, may be at the detriment of knowing that men are also
vulnerable to developing eating disorders or that people older than 25 can develop
bulimia, and may inhibit the recognition of bulimia in men and adults.
Furthermore, it has been proposed that a biological explanation of a disorder has
the effect of reducing perceived responsibility for developing a disorder; this may
be an avenue for reducing stigma. Therefore the apparent lack of knowledge
pertaining to the biological component to bulimia may be a potent contributor to
stigmatising attitudes. This will be discussed shortly.
Knowledge about the signs, symptoms and consequences of bulimia.
Earlier research studies suggested poor knowledge regarding bulimia in college
students (Chiodo, Stanley, & Harvey, 1984; Huon et al., 1988), and found
respondents were better able to define anorexia (Huon et al., 1988; Smith et al.,
1986). Murray, Touyz, and Beumont (1990) investigated knowledge of bulimia in
young adults. They found that 16% of males and 70% of females were familiar
with bulimia. They also found that of the people who were familiar with bulimia,
had less detailed knowledge of bulimia compared to anorexia. Therefore, there is
evidence in the literature to suggest that members of the community have better
knowledge about anorexia than bulimia (Huon et al., 1988; Murray et al., 1990;
Smith et al., 1986).
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More recent research suggests that community members knowledge about
the general symptoms of bulimia, particularly the behavioural components of
bingeing and purging have improved, although further research is required to
confirm this. Hunt and Rothman (2007) found that 89.6% of male and female
college students used bingeing and purging to describe bulimia. Furthermore, they
reported that 65.7% of participants mentioned psychological characteristics such
as depression, distorted body image and excessive concern about weight and
appearance and 59% of respondents mentioned physical characteristics such as
poor health, changes in hair or skin, damage from vomiting, or lack of energy.
Hunt and Rothman (2007) reported that participants were more aware of the short
and long-term physical consequences of bulimia compared to the psychological or
social consequences for people with the disorder. Lastly, they also reported that
college students perceived anorexia as a more serious health problem, longer
lasting, less likely to be cured and more likely to be fatal.
Similarly, Rousseau et al. (2012) also reported that participants had more
general knowledge about the behavioural characteristics of bulimia (particularly
vomiting) (males: 69.8%, females: 90.4%), but were less aware of more specific
behavioural characteristics such as other compensatory behaviours like laxative
abuse (males: 1%, females:2.9% ). Furthermore, although participants reported
general psychological problems as characteristics of bulimia (males: 50.4%,
females: 60.7%), there was low endorsement of more specific psychological
characteristics such as body dissatisfaction (males: 8.5%, females: 17.7%).
A number of studies by Mond and colleagues (Mond & Arrighi, 2011;
Mond et al., 2010; Mond et al., 2008) have found men, women and people with
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bulimic symptoms frequently describe the symptoms of bulimia as a problem of
low self-esteem and not accurately as bulimia.
The research literature to date suggests a number of patterns: better
knowledge of anorexia than bulimia; those who are familiar with bulimia have
better knowledge of the general symptoms such as bingeing and purging; and a
substantial portion of the community may mistake bulimia as a problem of low
self-esteem and not an eating disorder. It is concerning that bulimia appears to be
perceived as less severe compared to anorexia and may allow people to downplay
the severity of bulimia. In part this may because of the relatively low knowledge
of the severe physical, psychological and social consequences of the disorder
(Hunt & Rothman, 2007) and may be alleviated by increasing public knowledge
of these consequences.
Incorrectly identifying bulimia as one of low self-esteem could be
problematic as people might seek treatment for that and not for an eating disorder
(Mond et al., 2008), contributing to the low rates of and inappropriate treatment
seeking. This might be addressed by increasing community knowledge about the
specific aspects of eating disorders, as current research suggests only general
knowledge of bulimia.
Knowledge concerning the prevalence of bulimia. Several studies have
found that lay people typically greatly overestimated the prevalence of eating
disorders, in particular, bulimia (Hunt & Rothman, 2007; Mond et al., 2004b;
Mond & Marks, 2007). Hunt and Rothman (2007) found that participants
overestimated the prevalence of bulimia. For example, participants rated the
prevalence of bulimia for white females as 36%. Another investigation by Mond,
Hay, Rodgers, Owen, and Beumont (2004c) found that a community sample of
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females greatly overestimated the point-prevalence of bulimia in the community.
They reported that 48.6% of participants indicated more than 10% but less than
30%, and 23.1% of participants selected more than 30% but less than 50% and
18.8% of participants said over 50% of people in the community have bulimia.
Interestingly, only about 10% of the participants believed that less that 10% of
women would have bulimia (as described in the vignette) which was the closest
response available to epidemiological data. However, the findings of this study
may be impacted by respondents understanding of probabilities and how
prevalence ratings are calculated.
Using a similar design, but with adolescents, (mean age 15.1 years) Mond
and Marks (2007) found that adolescent girls modal response to point prevalence
of bulimia was more than 10% but less that 30% which was selected by 37% of
respondents. Approximately 28% indicated that the prevalence would be less than
10%, thus 35% of participants endorsed over 30%. Compared to Mond et al.
(2004c), a higher percentage of these participants appeared to select more accurate
prevalence rates, although a large percentage significantly overestimated the
prevalence of bulimia. Interestingly after conducting further analysis, they found
that the older members of the cohort, rated prevalence as higher (mean of 16.3
year versus 14.2 years). Thus, inaccuracies in knowledge about the prevalence of
eating disorders appear to be formed in adolescence, possibly later adolescence.
This would indicate that any intervention designed to improve knowledge would
be best targeted at this cohort.
The finding that the modal estimates for bulimia are reported to be around
30% of the population is concerning not only because it illustrates inaccuracies in
MHL regarding bulimia but because if members of the community perceive
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bulimia as common it might suggest that people in the community interpret the
symptoms in themselves or someone close to them as typical or normal, thus
reducing the likelihood they may seek help or encourage help seeking. This notion
is supported by findings in two studies (Huon et al., 1988; Mond & Marks, 2007).
These investigations found that participants with eating disorder symptoms were
more likely to rate symptoms of bulimia as more common and more acceptable
that asymptomatic respondents. If people with bulimia see themselves as having a
condition which is both acceptable and common, it may undermine their
appreciation of the severity of the eating disorder and reduces their likelihood of
seeking appropriate treatment.
Knowledge pertaining to the treatment bulimia. As mentioned earlier,
current research supports CBT and antidepressant medication as effective
interventions for bulimia (Hay, Bacaltchuk, et al., 2009). A small number of
studies have investigated participants knowledge about the treatment of eating
disorders as well as helpful professionals to either implement or facilitate eating
disorder treatment.
Research to date has reported that although psychologists and mental
health specialists are rated as helpful in the treatment of bulimia, members of the
community tend to endorse family general practitioners as most helpful for the
treatment of bulimia (Mond et al., 2010; Mond et al., 2008; Mond et al., 2004a).
Also, many respondents reported that they would first go to family or friends for
support. Smith et al. (1986) suggested that in particular, adolescents and college
students may be sceptical or unaware of the helpfulness of mental health
professionals.
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In relation to treatment modality, evidenced based treatment such as CBT
are often endorsed as helpful by adults (90.8%) (Mond et al., 2010; Mond et al.,
2008; Mond et al., 2004a). However, a range of other approaches including:
counselling (97.1%), information about the problem (98.1%), just talking
about the problem 92.3%), getting out and about more (89.3%) and getting
advice about diet or nutrition (82.2%) are often reported to be helpful (Hunt &
Rothman, 2007; Mond et al., 2010; Mond et al., 2008; Mond et al., 2004a)
(reported statistics from (Mond et al., 2004a)). These may be useful adjuncts to
CBT, but their efficacy in isolation is not supported by current research (Hay,
Bacaltchuk, et al., 2009). Of concern is that alternative therapies have often been
cited as helpful by members of the community (40.7%) (Mond et al., 2010; Mond
et al., 2008; Mond et al., 2004a). This highlights that a proportion of respondents
endorse therapies that have no evidence base.
In terms of medication, although anti-depressant medication has evidence
supporting its efficacy, members of the community less frequently endorsed
antidepressant medication as helpful in the treatment of bulimia (35.7%),
compared to vitamins, minerals, (67.8%) and herbal medicines (42.8%) (Mond et
al., 2010; Mond et al., 2008; Mond et al., 2004a).
In summary, the finding that friends and family were rated by 40% of
young people as the first person they would go to for help, suggests that
intervention and prevention efforts may need to be targeted beyond the at risk
individual (Mond et al., 2004a). There also appears to be less knowledge
regarding the helpfulness of antidepressant therapies as endorsed by the current
clinical practice guidelines (NICE, 2004), which needs to be addressed.
Furthermore the endorsement of alternative therapies and vitamins which do not
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have any evidence for treatment needs to be counteracted as individuals with
eating disorders might receive unhelpful or damaging treatment and advice.
The research to date is limited regarding community beliefs about the
treatment for bulimia, particularly with adolescents. Thus, further research is
required to clarify knowledge among this cohort who are particularly vulnerable,
as this is when the disorder first emerges. To allow people to seek appropriate
treatment for bulimia, accurate knowledge regarding effective treatment and
appropriate treatment providers is vital.
Group differences in knowledge of eating disorders. Findings across
several studies suggest that there may be differences in eating disorder knowledge
by age, gender and socio-economic status. Several studies have reported that
women were more likely than men to have a better understanding of eating
disorders (Darby, Hay, Mond, & Quirk, 2012; Furnham & Davidson, 2012; Hunt
& Rothman, 2007; Lee, 1997; Murray et al., 1990; Smith et al., 1986). Darby et
al. (2012) found that knowledge about anorexia was better in females, particularly
those with higher level of education, younger age and residing in metropolitan
areas. In contrast, it was poorer in males and those with higher social and health
disadvantage. Furthermore, gender differences have been found in knowledge
regarding bulimia. Murray et al. (1990) found that 16% of males and 70% females
could define bulimia. Furnham and Davidson (2012) also found that females had
more factual knowledge regarding bulimia than males. They reported that females
were more aware of the main cognitive and physical characteristics, as well as the
longer term physical consequences such as electrolyte imbalance and renal failure.
Therefore, there is evidence in the literature to suggest that there may be
differences in MHL based on gender, age and socio-economic status. More
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research is required to delineate social, age or sex differences in knowledge to
tailor interventions to ameliorate any deficits and encourage problem recognition
and treatment seeking.
Mistaken belief that there are positive aspects to bulimia. A number of
studies have reported that members of the community hold the mistaken belief
that there are positive aspects to eating disorders or that eating disorders might not
be that bad (Branch & Eurman, 1980; Katterman & Klump, 2010; Mond et al.,
2004c; Mond & Marks, 2007). Katterman and Klump (2010) found that
individuals with eating disorders were rated highly on positive dimensions such as
perfectionistic, strong willed, sociable and outgoing by female
undergraduate participants. Also, a brief investigation by Branch and Eurman
(1980) who elicited feedback from family and friends of patients with anorexia.
They found that although family and friends reported concern for the person, they
also reported that they envied the patients self-control and described her as neat
and fashionable. Katterman and Klump (2010) concluded that these patterns of
findings may be a consequence of the glamorisation of eating disorders by
respondents, and raised concerns about the possible link between this and
increased risk for eating disorder pathology.
Mond et al. (2004c) presented a community sample of women with a
vignette of a woman with bulimia. They found that over one third of participants
had at some point thought it might not be too bad to have the problem described
in the vignette. In a similar study by Mond and Marks (2007) with adolescent
girls, they found that although the participants reported that bulimia was a
distressing disorder, a large proportion (58.3%) had at some point thought that it
might not be too bad to have bulimia. Mond and Marks (2007) concluded that
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this might reflect the belief held by both adolescent girls and women in the
community that an eating disorder might be tolerable or even desirable. These
findings did not translate to the cross cultural setting (Lee, 1997). These types of
beliefs could interfere with treatment seeking as people would be unlikely to
support someone seeking help if they believe what they are experiencing is
desirable or not serious enough to warrant professional intervention.
Summary
In summary, a small number of studies have examined bulimia MHL in
the community. In particular, knowledge of this disorder in males, adolescents and
older adults has been neglected. Good MHL is essential as it is closely linked with
appropriate recognition and treatment of mental health disorders and more helpful
attitudes towards people with mental illness (Hepworth & Paxton, 2007).
Participants knowledge regarding eating disorders has been linked to stigmatising
beliefs (Crisafulli & Thompson-Brenner, 2010; Wingfield, Kelly, Serdar, Shivy,
& Mazzeo, 2011). These attitudes towards mental illness will be explored next.
Stigmatising Attitudes and Beliefs
Stigma is a social construction and process that defines an individual by a
distinguishing characteristic or mark and devalues, discredits or taints them as a
consequence (Dinos, Stevens, Serfaty, Weich, & King, 2004; Goffman, 1963).
Stigma portrays an identity that is devalued in a particular social context,
potentially leading to discrimination and prejudice (Link & Phenlan, 2001; Major
& O'Brien, 2005). Stigma can be manifest in several ways including: stereotypes,
beliefs and expectations about a group of individuals; prejudice, negative
cognitive or emotional reactions to a stereotype; and discrimination, behavioural
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reactions to prejudice such as rejecting someone as a partner because they have a
mental illness (Corrigan & Watson, 2007).
Stigma and Mental Illness
Stigma theories are useful for providing a framework for understanding
social attitudes about eating disorders and attitudes that individuals with these
disorders hold about themselves. Stigma theory suggests that individuals develop
concepts of mental illness early in life based on family, personal experiences, peer
relationships, and media portrayals of mental illness (Corrigan & Watson, 2007).
Three forms of stigma have been identified as most relevant in the research
literature on mental illness. These include: self-stigma, perceived stigma and
direct stigma (Barney, Griffiths, Jorm, & Christensen, 2006; Jorm & Wright,
2008). Self-stigma occurs when the individual internalises the negative attitudes
held by society and directs them at themselves; perceived stigma is the belief that
other people hold negative attitudes. Furthermore, direct or overt stigma occurs
when the individuals are discriminated against (Link, Struening, Neese-Todd,
Asmussen, & Phelan, 2001) and can include derogatory comments or verbal abuse
(Dinos et al., 2004; Link & Phenlan, 2001).
The individual who is a target of self, perceived or direct stigma can suffer
an array of negative consequences such as shame, lower self-esteem, social
isolation, lower life satisfaction, and reduced treatment seeking (Barney et al.,
2006). This can lead to relationship difficulties, job discrimination, social
rejection, and loss of identity. Also, this is concerning because awareness of
stigma is associated with a greater risk of suicide in patients with mental illness
(Eagles, Carson, Begg, & Naji, 2003). Research suggests that the stigma
experienced by those with mental illness can be just as harmful as the mental
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illness itself (D. Feldman & Crandall, 2007). A study by Perlick et al. (2001)
found that concerns about stigma during an acute phase of a bipolar illness
corresponded with poorer social adjustment at seven months follow up. This is
important as social relationships impact on quality of life and individuals without
close relationships have greater risk of relapse and remission with depression
(George, Blazer, & Hughes, 1989). Moreover, perceived stigma has been shown
to have the same effects as direct or overt stigma (Link, Phelan, Bresnahan,
Stueve, & Pescosolido, 1999).
Stigma can interfere with therapeutic processes. The literature indicates
that a person who is aware of stigma in the community is less likely to accept a
diagnosis of mental illness, seek professional help or adhere to treatment (Barney
et al., 2006; Dinos et al., 2004). Sirey et al. (2001) found that the perceived stigma
associated with mental illness interferes with antidepressant treatment adherence.
Furthermore, stigma can undermine coping and contribute further stress on top of
what the person is already experiencing, which can lead to relapse (Penn et al.,
1994). Therefore, stigma can be a potent barrier to appropriate help seeking and
treatment (Hepworth & Paxton, 2007). There is a wide range of research that has
examined how stigma affects an individual with mental illness, although it is
unclear if it is consistent across all mental disorders.
Stigma towards individuals with mental illness appears to vary depending
on the type of mental health concern (Crisp, Gelder, & Rix, 2000). Feldman and
Crandall (2007) examined participants responses to forty different mental
disorders and found three main stigmatising beliefs: personal responsibility for
illness, dangerousness and rarity of the illness. Interestingly, they found that
different mental disorders were stigmatised according to different components, for
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example, psychosis and substance misuse were stigmatised as dangerous or
unpredictable, whereas, social phobia was seen as weak not sick. Another
study revealed that people with psychosis, drug dependence and bipolar disorder
experienced the most stigma or overt discrimination such as physical violence,
verbal abuse and social rejection (Jorm & Wright, 2008). Current research
regarding stigma and mental illness is predominantly limited to depression,
schizophrenia and bipolar disorder (Crisp et al., 2000). Many mental disorders
have not been systematically investigated, including eating disorders such as
bulimia. Thus, further investigation of the stigma associated with eating disorders.
Stigma and Eating Disorders
There have been few investigations into the nature of stigmatising beliefs
members of the community have towards people with eating pathology. To date,
the research on eating disorders has found similarities between attitudes to both
bulimia and anorexia, albeit with some differences (Crisp, 2005; Fleming &
Szmukler, 1992). As there is a dearth of literature in this domain, studies
investigating both disorders will be examined.
According to the literature, people with eating disorders attract a unique
profile of stigmatising beliefs compared to other mental illnesses such as
depression, obsessive compulsive disorder, schizophrenia and substance use
disorders (Crisp, 2005; Ebneter & Latner, 2013; Katterman & Klump, 2010;
Stewart, Keel, & Schiavo, 2006). This profile includes beliefs about: the
individuals responsibility for the development of and controllability of the
disorder; that people with an eating disorder are vain, attention seeking or
disgusting; that eating disorders are not serious disorders, and that people may
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choose to distance themselves from people with eating pathology. These areas
will be described in more detail.
Blame, responsibility and controllability. Several studies have reported
that members of the community perceive people with eating disorders as having a
self-inflicted disorder or having a disorder that is under the control of the
person (Crisp, 2005). This has been reported in medical staff (Fleming &
Szmukler, 1992) as well as community and university populations, and compared
to other mental illnesses such as depression, obsessive compulsive disorder and
schizophrenia (Crisp et al., 2000; Ebneter & Latner, 2013; Katterman & Klump,
2010; Roehrig & McLean, 2010). A nation-wide survey in Britain (Crisp, 2005;
Crisp et al., 2000) found that members of the community perceived that people
with eating disorders only have themselves to blame for the disorder (33%) and
could pull themselves together if they wanted to (35%). Alarmingly, Ebneter,
Latner, and O'Brien (2011) found that adult respondents believed that eating
disorders may arise from a lack of self-discipline and concluded that these
beliefs may stem from an underlying belief held by the respondents that people
get what they deserve. Similarly, Crisp (2005) suggested that the belief that
eating disorders are controllable may arise from a perceived moral and personality
weakness within the individual and that people with eating disorders have made
a choice to have the illness.
Ebneter and Latner (2013) found that psychology undergraduates believed
that people with bulimia were more to blame for their disorder than those with
depression, but not binge-eating disorder or obesity. Similarly Roehrig and
McLean (2010) reported that people with bulimia were perceived as more
responsible their condition than people with depression (24% compared to 8%).
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Stewart et al. (2006) also found that participants believed that the anorexic target
was rated as better able to pull themselves together if that wanted to, was more
to blame for their condition and was acting this way for attention compared to a
target with schizophrenia or asthma. As suggested by Stewart et al. (2006) stigma
towards people with eating disorders appears to be more blame-based as opposed
to fear-based which is mediated by perceptions of illness control. This perception
of illness control may be compounded by the belief that people have a moral or
innate weakness. This could have very damaging effects on peoples attitudes and
consequent behaviour towards people with eating disorders.
Interestingly, one investigation (Wingfield et al., 2011) found that people
with bulimia were seen as more responsible for the development of the disorder
and more self-destructive than people with anorexia. This suggests that there are
differences between attitudes to anorexia and bulimia, and that bulimia may
attract more negative beliefs. Further investigation and delineation of the
differences in perceptions of the two disorders is warranted.
Vanity, attention seeking and disgust, not dangerous. Unlike some
mental illnesses such as schizophrenia, research to date suggests that people tend
to attribute vanity, self-indulgence and disgust to people with eating pathology as
opposed to dangerousness (Crisp et al., 2000; Katterman & Klump, 2010).
Katterman and Klump (2010) found adult participants predicted that certain
percentages of people with eating disorders were: self-inflicted (79%),
disgusting (36%), weak (59%), vain (55%), self-indulgent (50%),
unhealthy (91%), insecure (89%) and mentally unstable (61%). Overall,
participants reported that over half (i.e., 62%) of individuals with eating disorders
exhibit the negative stereotypes identified above. Katterman and Klump (2010)
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found that people with eating disorders were rated higher on the aforementioned
negative attributes than people with schizophrenia, obsessive compulsive disorder
and depression. The authors suggest that this is a reflection of the higher rates of
stigmatising beliefs held by adults about people with eating disorders.
Likewise, an investigation by Roehrig and McLean (2010) found that
respondents rated people with eating disorders as more attention seeking (16%
compared to 0%) and fragile (34% compared to 25%) than targets with
depression. Therefore, there appears to be a number of negative beliefs about
people with eating disorders that are distinctly and severely different to other
mental illnesses and require further study.
Trivialising and underestimation of severity. Research has reported that
members of the community believe eating disorders are distressing conditions
worthy of feelings of sympathy and pity (Chiodo et al., 1984; Mond et al., 2004c).
However, a number of studies (including one that found that people believed that
eating disorders were distressing conditions) have found that a sizable proportion
(e.g. 58%) (Mond & Marks, 2007) of participants report that it might not be too
bad to have an eating disorder (Mond et al., 2004c; Mond & Marks, 2007;
Roehrig & McLean, 2010). Further evidence of this was found in an
undergraduate population by Ebneter and Latner (2013) whose respondents
believed people with depression were more impaired than people with eating
disorders, suggesting that severity of eating disorders may be under-estimated.
Also, an older study by Huon et al. (1988) found that only 10% of a sample of
adolescents and college-aged males and females judged the complete DSM-III
criteria for bulimia to be both abnormal and uncommon. Mond et al. (2004c)
suggests that this might reflect an underlying ambivalence about the severity of
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eating disorders. The finding that participants believe eating disorders are
conditions that are distressing and worthy of sympathy might be a result of
participants responding in a socially desirable way, and the latter finding may be
more indicative of their underlying beliefs. Thus, believing that an eating disorder
might not be too bad undermines the severity of these disorders. Furthermore, as
mentioned in the knowledge section, people with eating disorders were also rated
highly on positive stereotypes such as being perfectionistic and strong willed
(Branch & Eurman, 1980). Katterman and Klump (2010) suggests that these
beliefs might act to glamorise or increase the allure of eating disorders. More than
anything, these negative trivialising beliefs undermine the perceived severity of
eating disorders, and could have the potential to discourage treatment seeking.
Social-distancing. Evidence of peoples desire to create social distance
between themselves and a person with an eating disorder has been reported in a
number of studies. In two studies, Stewart and colleagues (Stewart et al., 2006;
Stewart, Schiavo, Herzog, & Franko, 2008) reported that participants anticipated
more discomfort when interacting with a person with anorexia compared to
someone with a medical condition or depression (but not schizophrenia).
Similarly Crisp (2005) found that respondents rated people with eating disorders
as feel different to members of the typical population and hard to talk to. Crisp
(2005) suggested that these two domains are linked to a lack of empathy or
understanding of the persons experience of mental illness and is therefore
associated with social distancing.
Further evidence of social distancing and rejection was found by Smith et
al. (1986). Smith (1986)found people would reject an average weight vomiter as
a friend (with males more likely to do this than females) and almost twice the
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amount of males would reject someone with symptoms of bulimia (41%) for an
intimate relationship. Mond, Robertson-Smith, and Vetere (2006) reported that
female college students would be unwilling (13.6%) or have mixed feelings
(49.6%) about interviewing a target with anorexia for a job, which also suggests
social distancing and rejection. Furthermore, Zwickert and Rieger (2013) found
that female university students endorsed higher ratings of social distance in
regards to a vignette describing someone with anorexia compared to both a
vignette describing someone with skin cancer and a vignette describing someone
with obesity (which is a highly stigmatised medical condition).
A study Roehrig and McLean (2010) found that about one fifth of
participants believed people would be less willing to be friends with someone
with anorexia, but this was not the case for bulimia. However, they did find that
40% of participants believed a persons diagnosis of bulimia would put a strain
on the friendship. Thus, social distancing needs to be explored, particularly to
determine if there are differences between anorexia and bulimia.
Group differences in stigmatising beliefs. There is some evidence in the
literature to suggest that there are differences in stigmatising attitudes between
different groups in the community, such as by previous experience with someone
with an eating disorder or of the disorder themselves, gender, and socio-economic
status.
Experience or knowledge of eating disorders. It is unclear whether
previous contact with someone with an eating disorder or having had an eating
disorder themselves, mediates stigmatising beliefs about eating disorders.
Therefore, the extent of the influence of these experiences on stigmatising beliefs
needs to be further delineated. Self-stigma theory predicts that individuals with
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eating disorders will internalise and therefore hold the same negative attitudes
about bulimia nervosa held by the wider society (Barney et al., 2006). Mond and
Marks (2007) found that girls who had an eating disorder, were more likely to
have at some point thought that it might not be so bad to have the disorder
(bulimia) described in the vignette. Thus, it appears that having an eating disorder,
does not offer any protection against holding stigmatising beliefs about people
with the disorder. While these attitudes might seem to indicate the presence of
lower stigma associated with eating disorders, they may also serve to increase
barriers to treatment as symptoms are normalised. It is possible that the purported
self-stigma among individuals with eating disorders constitutes a major barrier to
treatment seeking both through shame and through lack of recognition which may
stem from the normalising of eating disordered behaviours.
Some experimental studies have investigated the link between knowledge
about eating disorders and stigmatising beliefs. Wingfield et al. (2011) found that
when participants were provided with a biological explanation of a targets eating
disorder, they labelled the target as least responsible, self-destructive and less
likely to recover. Conversely, the opposite was found when a socio-cultural
explanation of a targets illness was provided. Similarly, Crisafulli, Holle, and
Bulik (2008) and Crisafulli and Thompson-Brenner (2010) reported that when
provided with a biological explanation for anorexia, participants attributed less
blame for the development of the disorder and described the target as less vain.
Stewart et al. (2008) found experience with someone with anorexia was associated
with lower ratings of predicted interpersonal discomfort and Fleming and
Szmukler (1992) found participants level of knowledge about anorexia was
negatively correlated with the belief that the individual was responsible for
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causing their illness. This suggests that prior contact or knowledge about an eating
disorder may be associated with less stigmatising beliefs.
Gender and socio-economic factors. Stigmatising beliefs may be
influenced by a range of individual characteristics such as age, gender, ethnicity
and socio-economic status. A national study in Britain by Crisp (2005) found that
sixteen to nineteen year olds were three to four times more likely to rate people
with an eating disorder negatively compared to other age groups, and people of
lower socio-economic status were twice as likely to do the same. Furthermore,
other investigations have reported gender differences in stigmatising beliefs.
Mond and Arrighi (2011) reported that a substantial minority of male (16.8%), but
not female (8.3%), participants indicated that they would be a little or not at all
sympathetic to someone with a bulimia. Similarly, in a study by Wingfield et al.
(2011), women perceived people with eating disorders as more likeable, more
self-destructive and less likely to recover compared to male participants
(Wingfield et al., 2011). They also reported that male participants believed
recovery from eating disorders was easier to achieve than females, thus men
might not understand the severity of eating disorders to the same extent as
women.
In summary, there is evidence in the literature to suggest that there may be
differences in stigmatising beliefs based on gender, age and socio-economic
status. Research to date suggests that there may be a need to target the attitudes of
younger people and men in prevention campaigns for eating disorders. More
research is required to delineate social, age or sex differences in negative beliefs
to tailor interventions to reduce stigma, which is a potent barrier to treatment
seeking.
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Methodological limitations. The majority of studies that have examined
attitudes towards people with eating disorders have inspected attitudes towards
anorexia or a mixed presentation of bulimia and anorexia. To date, few studies
have looked at attitudes towards bulimia exclusively (Mond et al., 2008; Mond &
Marks, 2007; Mond et al., 2007). It is not clear in the literature if attitudes and
stigma towards people with bulimia are the same as towards anorexia, although
some components (such as controllability) may be the same. This needs to be
established before findings can be generalised between the disorders.
Furthermore, caution should be taken when generalising findings from samples
using psychology students as they were commonly used as participants (Ebneter
& Latner, 2013; Ebneter et al., 2011; Katterman & Klump, 2010; Roehrig &
McLean, 2010; Stewart et al., 2006; Stewart et al., 2008; Wingfield et al., 2011).
Although useful, there may be several aspects of such a sample that limit the
generalisability of the findings. For example, psychology students may have more
knowledge than the rest of the population about eating disorders and this has been
shown to impact on attitudes towards mental disorders (D. Feldman & Crandall,
2007).
Most studies to date have exclusively looked at females (Mond et al.,
2004c; Stewart et al., 2006) or examined a small proportion of males (Huon et al.,
1988). Those studies that have examined both females and males attitudes
towards eating disorders have restricted the sample age to adults. Only three older
studies to date have examined attitudes towards eating disorders in adolescents
(Huon et al., 1988; Mond & Marks, 2007; Smith et al., 1986), although Crisp et al.
(2000) included adolescents aged 16 years and over in their nation-wide study
about attitudes to mental illness in Britain. Several studies have indicated there
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may be differences between adolescents and college students attitudes (Huon et
al., 1988), and also between the genders (Wingfield et al., 2011), therefore further
research is warranted to delineate these differences.
Summary
There is limited research that has investigated the nature of stigmatising
beliefs held by the general population, in particular adolescents, about people with
bulimia. Investigations to date have suggested that eating disorders may attract a
unique profile of stigmatising beliefs compared to other mental illnesses. Thus, it
is imperative that these beliefs are examined, in order to guide the development of
appropriately targeted public health messages aimed at counteracting these beliefs
and improving treatment seeking. Avenues to reduce these deficits in knowledge
and stigmatising beliefs will be explored in Chapter Four.
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Chapter Four: Changing Stigmatising Beliefs and Increasing Knowledge
It is essential to develop ways to overcome stigma due to the widespread
nature of negative attitudes in society (Crisp et al., 2000) and the negative
consequences of these attitudes for the targeted individual (Barney et al., 2006).
Furthermore, the provision of appropriate education to increase MHL and
improve help seeking is essential. Thus it is important now to turn to the attitude
change and social influence literature to determine the best way to ameliorate
these negative beliefs and deficits in knowledge.
Methods of Attitude Change
There are a number of methods available to enable these changes.
Research concerning changing racial stereotypes has identified three main
techniques for reducing negative attitudes: education, contact and protest
(Corrigan, River, et al., 2001). Education seeks to replace stigmatising attitudes
and myths with accurate information about the disorder, thus it is purported that
increased knowledge leads to reduction of stigmatising beliefs (Penn et al., 1994).
Contact aims to improve attitudes towards people with mental illness through
direct interactions with a person in a minority group suggesting that there is an
inverse relationship between contact with a person with a psychiatric disorder and
negative attitudes (Corrigan, River, et al., 2001). Finally protest aims to suppress
stigmatising attitudes through moral appeals and the consequential suppression of
negative stereotypes (Corrigan, River, et al., 2001).
Corrigan, River, et al. (2001) conducted a study to contrast the three
approaches to attitude change (education, contact and protest) on stigmatising
attitudes to mental illness. They provided a brief education, contact and protest
program about six groups including; depression, psychosis, cocaine addiction,
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mental retardation, cancer and AIDS. They utilised a randomised controlled
design with both pre and post measures. They found education had the broadest
effect, improving attitudes to depression, psychosis, cocaine addiction, mental
retardation and AIDS. Contact was also effective in improving attitudes to
depression and psychosis, but not to the same extent as education. Protest resulted
in no significant changes.
A number of other studies have shown education to be an effective method
to reduce stigmatising attitudes and increase MHL (Griffiths, Christensen, Jorm,
Evans, & Groves, 2004). These studies have indicated that participants that took
part in education campaigns in the form of either a brief information session
(Penn, Kommana, Mansfiels, & Link, 1999; Pinfold et al., 2003; Watson et al.,
2004), short course or semester-long course (Corrigan, River, et al., 2001;
Griffiths et al., 2004; Holmes, Corrigan, Williams, Canar, & Kubiak, 1999;
Morrison & Teta, 1979) or national education campaign (Jorm et al., 2005; Jorm,
Christensen, et al., 2006) demonstrated improved attitudes towards people with
schizophrenia and/or depression. There is also research to support the efficacy of
contact in altering stigmatising beliefs (Corrigan, 2012). However, there are some
benefits of education over contact, for example, education is the most effective
way to reach more people (Corrigan, 2011). Furthermore, the involvement of
greater time and cost also impede the use of contact interventions. Ideally, it
appears the combination of contact and education to overcome negative
stereotypes is the most helpful way to combat negative attitudes (Rusch,
Angermeyer, & Corrigan, 2005). This research will focus on the educational
component of stigma reduction.
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Educational information and prevention messages vary in their
persuasiveness in changing beliefs and increasing knowledge about eating
disorders (Durkin, Paxton, & Wertheim, 2005). A difficulty inherent in
investigating the persuasiveness of messages is identifying the components of the
communication that contribute to its effectiveness. Petty and Cacioppo (1986)
outlined a general theory of attitude change through persuasive communication
that is encompassed by the Elaboration Likelihood Model (ELM). This will be
discussed in more detail.
Elaboration Likelihood Model
The Elaboration Likelihood Model was developed by Petty and Cacioppo
(1986). This model states that variation in the persuasiveness of a message is a
consequence of how people process information and the amount of in-depth
thinking about the information they partake in. According to the model there are
two routes to persuasion: the central and peripheral route. The central route refers
to long-lasting persuasion that results from thoughtful consideration of the merits
of the information presented in support of a particular point of view (high
elaboration). The peripheral route refers to when persuasion occurs based on a
type of cognitive shortcut or heuristic principle to evaluate the message, such as
attractiveness of the presenter (low elaboration) (Petty & Cacioppo, 1986).
Attitudes formed via the peripheral route to persuasion have been found to be
powerful in the short-term. However, longer term attitudes formed via this route
have been found to be less enduring, less accessible and less resistant to counter
messages compared to attitudes formed via the central route (Brinol & Petty,
2006). The central route is more likely to result in more enduring attitude change
(Braverman, 2008) and is more predictive of future behaviour (B. Wilson, 2007).
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Please see the following Figure 2 for a diagram of the ELM.

Figure 2. The Elaboration Likelihood Model, adapted from (B. Wilson, 2007).

Although these two routes are presented separately, they are not mutually
exclusive. In practice message persuasion typically occurs through a combination
of the central and peripheral routes (B. Wilson, 2007).
Factors that influence persuasion. The ELM posits that a number of
factors can influence the effectiveness of a persuasive message (Petty &
Cacioppo, 1986). These include: the nature of the message source, the message
channel, content of the message and characteristics of the message recipient
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(Durkin et al., 2005). Interactions within and between these factors can improve
or detract from message persuasiveness. It is helpful to investigate the
components of persuasive communication as it allows the systematic exploration
of persuasive messages, and may help understand which elements of a message
are effective or ineffective, and which aspects of the message should be controlled
for (Paxton, Wertheim, Pilawski, Durkin, & Holt, 2002). These factors will be
considered in more detail below.
Message content. According to the ELM, persuasiveness of a message is
influenced by the quality of the content of the argument used and how it is
presented. To determine if a message will be effective, the message content that
the participant believes contributes to the merit of the advocated position must be
elucidated (Petty & Cacioppo, 1986). As stated by the ELM, it is paramount to
specify arguments that the large proportion of the target audience find compelling
rather that superfluous. Research has also shown a number of aspects of message
content presentation have been shown to be more helpful (B. Wilson, 2007). A
review by B. Wilson (2007) stated that providing clear and explicit conclusions,
has been shown to be more helpful than more general conclusions, two-sided
messages that refute another viewpoint have been found to be more effective than
one-sided persuasive messages, and messages that utilise fear have also been
found to be more persuasive.
A study by Durkin et al. (2005) who evaluated the content of body
dissatisfaction prevention messages, and an investigation by Paxton et al. (2002)
who examined the effectiveness of a number of dieting prevention messages, both
investigated the content of the messages. Both studies were able to identify a
number of content themes across several messages that were more highly rated on
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dimensions of persuasiveness compared to other messages. Thus, these studies
were able to elucidate more persuasive content in body dissatisfaction or dieting
prevention messages that was guided by the ELM.
Receiver characteristics. Characteristics of the message recipient, can
influence how persuasive a health message will be in changing currently held
beliefs and attitudes (Durkin et al., 2005; Petty & Cacioppo, 1986). The ELM
emphasises the importance of the message receiver characteristics in determining
the effectiveness of a persuasive message. Research investigating message
persuasiveness guided by the ELM suggests that as personal relevance increases,
the individual is more motivated to process the argument carefully (Petty &
Cacioppo, 1986; Withers, Twigg, Wertheim, & Paxton, 2002). This is purported
to be a consequence of the sense of importance experienced by the individual to
reach an opinion due to personal implication of the message. Therefore, a
recipient that views the message as more personally relevant is more motivated to
partake in the cognitive work required to evaluate the argument presented to them.
Hence, increased motivation to processes messages should result in the individual
taking the central route to persuasion and the effect of the argument should be
longer lasting (Brinol & Petty, 2006; Paxton et al., 2002).
Characteristics of the message recipient that may be relevant to messages
about knowledge and stigma in bulimia include participants personal
involvement and risk for bulimic symptoms. This is supported by a study by
Withers et al. (2002) who found that in the dieting-prevention program females
who rated themselves as higher in personal involvement reported greater positive
changes between pre-and post-intervention measures. Durkin et al. (2005) also
found recipient characteristics including higher dieting behaviours, body
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dissatisfaction, larger body size, body comparison tendency, internalisation of the
thin ideal, drive for thinness, restraint and depression were associated with higher
ratings of personal relevance. It could be inferred that these participants, due to
personal relevance of the message, would undertake greater effort to carefully
process the content of the messages and be more likely to take the central route to
persuasion.
Regardless of any other message factors, if message processing is affected
or interrupted, message persuasiveness is impacted. Processing can be interrupted
by the audiences motivation (as mentioned), level of attention, distractions or
ability. These factors can be mediated by individual characteristics associated
with mood, developmental level, need for cognition, and cognitive ability (Brinol
& Petty, 2006; Petty & Cacioppo, 1986) and need to be considered when
designing and delivering messages. The importance of considering developmental
issues in message persuasiveness is highlighted by a study by Paxton et al. (2002)
who found that there were differences in the persuasiveness of three of eight
dieting prevention messages based on age.
Considered as a whole, this research suggests that the persuasiveness of a
message is likely to vary depending on the characteristics of the individuals or
groups receiving and evaluating the messages, and as a consequence arguments
that are persuasive to one target audience may not be as effective with another
(Paxton et al., 2002). Therefore, it is important to examine recipient
characteristics that may influence the persuasiveness of messages to guide the
targeting of messages to their audience to maximise message efficacy.
Message source. Characteristics of the message source have been found to
impact on message persuasiveness. These include: the presenters credibility,
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likeability, expertise, trustworthiness, similarity to the recipient and attractiveness.
These factors have been shown to impact on message elaboration and
persuasiveness (Petty & Cacioppo, 1986). Message source cues can act to support
the advocated position via the peripheral route. When the perceiver is not engaged
in effortful processing of the argument such as when the argument is not
personally relevant, source attributes are most influential (Brinol & Petty, 2006;
B. Wilson, 2007). Therefore, due to the purported influence of message source on
message persuasiveness research could consider the following. Message sources
could be selected to maximise the aforementioned desirable attributes, or
persuasive communications could either be designed to compare the effect of
different sources, or the message source could be made consistent between
messages to allow for delineation of the effectiveness of other message
components such as content (as will be done in Chapter Nine).
Message format. Persuasive messages can be delivered via a range of
communication formats, and each of these formats will require varying levels of
concentration, interest and participation from the audience. As technological
resources have expanded and social media has risen to the forefront (Corrigan,
2012), the range of message formats available is greater than ever. As mentioned
earlier, the most effective format will depend on the interaction between the
characteristics of the presenter, audience and message content (Petty & Cacioppo,
1986). Research to date has suggested that different channels have been found to
impact on peoples ability to process a message (and thus be persuaded). Message
recipients have been shown to be better able to understand complex messages that
are presented in written format, which allows reflection and pacing, as opposed to
television or radio where the audience has little control over pacing (Brinol &
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Petty, 2006; B. Wilson, 2007). In terms of this research, this channel of
communication will be consistent between the different messages to control for
the effect of message channel.
In summary, the ELM provides a framework for organising, categorising
and understanding the fundamental processes underlying the efficacy of
persuasive communication. Consequently, the ELM provides a valuable
framework on which to build persuasive health education and promotion
messages and to assist in the identification of these useful components of a
persuasive health message (Petty & Cacioppo, 1986).
Summary
Education campaigns are a promising method to combat stigma towards
people with bulimia. Based on social influence research, a research design that
employs the ELM framework could be useful to delineate the effective
components of persuasive communication. Examination of two major aspects of
this model: the nature of message content and characteristics of the message
recipient are proposed to be most helpful in designing and evaluating health
messages based on the literature (Petty & Brinol, 2008; Withers et al., 2002).
Furthermore, the message source and format can affect considerable influence on
persuasion, particularly by the peripheral route, thus a research design that
controls for these factors should be utilised. Most importantly, educational
messages need to be carefully selected, piloted and evaluated before it can be
publicly disseminated.
Rationale for the Current Study
Bulimia is a serious mental illness with a range of severe psychological
and physical consequences (APA, 2013). It is a disorder that emerges between 16
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and 18 years and can have a chronic or intermittent course (Fairburn et al., 2000).
Fortunately there are effective treatment options available to people with the
disorder, namely CBT-BN and anti-depressant medication (Hay, Darby, et al.,
2009). Despite this, research has revealed that between 67 to 83% of people do
not seek timely or appropriate treatment (Hart et al., 2011). The two main barriers
to treatment seeking have been identified as poor knowledge about the disorders
and treatment options and stigmatising beliefs about bulimia, which both
comprise MHL (Hepworth & Paxton, 2007; Jorm, 2000).
Research has revealed that there are deficits in knowledge about bulimia
including: the cause of the disorder, the characteristics of the disorder, prevalence
and appropriate treatment options (Hunt & Rothman, 2007; Mond et al., 2004b;
Murray et al., 1990). There is however, also a dearth of research regarding
adolescents knowledge about bulimia, which requires further exploration (Huon
et al., 1988; Mond & Marks, 2007; Rousseau et al., 2012; Smith et al., 1986).
Research regarding stigmatising beliefs about people with eating disorders
is also limited. The research literature suggests that stigma towards eating
disorders is different to other mental illnesses such as schizophrenia and
depression (Ebneter & Latner, 2013; Roehrig & McLean, 2010). To date, research
has identified that compared to people with other mental illness people with
bulimia are perceived as more to blame for their illness and more attention
seeking (Crisp, 2005). In addition bulimia is seen as not being a serious disorder
and people may feel uncomfortable interacting with someone with the disorder
(Crisp et al., 2000; Stewart et al., 2008). However, research in this area typically
has been restricted to adults and further research is required to determine if these
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types of negative beliefs exist in adolescents. (Huon et al., 1988; Mond & Marks,
2007; Smith et al., 1986).
Research has also suggested that knowledge and attitudes towards bulimia
can vary individual characteristics such as: gender, age, familiarity with eating
disorders and SES (Crisp, 2005). Studies with adolescents have also reported
group differences in knowledge, with females being better able to identify bulimia
than males (Rousseau et al., 2012; Smith et al., 1986). Further investigation is
required to delineate group differences in Australian adolescents in knowledge
and stigmatising attitudes towards people with bulimia. It is important to clarify
the pattern of these differences so that interventions can be tailored and
appropriately targeted. For example, males, younger people, individuals in SES
disadvantage or those with eating disorder symptoms may require focussed or
tailored interventions to encourage problem recognition, less stigmatising beliefs
and ultimately greater treatment seeking.
The amelioration of negative beliefs and gaps in knowledge about bulimia
is essential to increase treatment seeking. The attitude change literature supports
the use of educational messages to achieve this aim (Corrigan, River, et al., 2001).
To date, there has been no research that has investigated the effectiveness of
messages designed to do this in regard to bulimia. Previous research regarding
persuasive communication has used the ELM of persuasion to guide the
development of health messages, which has been effectively applied to dieting
prevention messages (Durkin et al., 2005; Paxton et al., 2002), and will used in
the current research.
In summary, bulimic disorder onset typically occurs in late adolescence or
early adulthood (Fairburn & Harrison, 2003) and beliefs formed in adolescence
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typically persist into adulthood. Therefore, adolescence is a crucial time to
promote early treatment seeking that is not inhibited by stigma or lack of
knowledge, when the individual is most vulnerable to the development of the
disorder. Moreover, it is an important time for prevention and early intervention
activities to lessen the burden of this severe mental illness on families, friends and
the broader community.
General Aims
Based on the above rationale, the aims of this thesis were:
1. To elucidate commonly held stigmatising attitudes and beliefs about
bulimia in adolescents;
2. To uncover the knowledge adolescents have about bulimia;
3. To investigate how characteristics of adolescents relate to the attitudes
they hold towards people with bulimia;
4. To identify which health messages are likely to reduce stigmatising
attitudes in adolescents;
5. To investigate which messages will improve knowledge about bulimia in
adolescents; and,
6. To investigate how characteristics of the receiver and aspects of message
content impact on message persuasiveness in adolescents.
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Chapter Five: Method
The same participants were involved in each of the empirical studies
within this thesis. Therefore, all recruitment methods, measures, data collection
procedures, and descriptive information of the sample will be described here to
avoid repetition in the later empirical chapters.
The overall aim of this thesis was to explore adolescents knowledge and
stigmatising beliefs about bulimia. Furthermore, the aim was to evaluate the
effectiveness of a range of persuasive messages designed to increase knowledge
or reduce stigmatising beliefs in adolescents. Past research in the area of bulimia
knowledge and beliefs has focussed on adult populations (Ebneter & Latner,
2013; Mond et al., 2004c). This research has found that deficits in knowledge and
negative attitudes exist in the community (Crisp, 2005; Katterman & Klump,
2010; Mond et al., 2010). However, there has been limited research regarding
adolescents knowledge and beliefs about bulimia (Huon et al., 1988; Mond &
Marks, 2007; Rousseau et al., 2012; Smith et al., 1986). Therefore, adolescents
were recruited to participate in the studies reported in this thesis.
Participants
Students in years 10, 11 or 12 at Victorian secondary schools were
recruited for this study. Response rates varied across the educational settings and
are presented in Table 1. The variance in the response rates across schools
appeared to be a consequence of the organisational structure and expectations of
the school in general. The schools that had greater response rates appeared to have
clearer expectations and procedures for the return of forms that was more strictly
enforced by the teachers. A total of 460 students aged 14 to 19 participated in this
study. The mean age was 16.01 (SD = .70) and 63.3 % were female. Participants
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were recruited from seven secondary schools in metropolitan Melbourne. These
schools comprised: four co-educational, public schools, one government girls
school, one Catholic boys school and one private boys school. A moderate
proportion of participants spoke a language other than English at home (29%).
The majority of participants were born in Australia (85%) and there were very few
Aboriginal or Torres Strait Islanders included in the sample. Participant
demographic information is presented in Table 2.

Table 1
Response Rate for Study Participation by School Type
School type

Students contacted
N
660

Student participation
N
246

Response rate
%
37

Girls government

200

120

60

Boys Catholic

60

42

70

Boys Private

60

52

87

Total

980

460

47

Co-educational
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Table 2
Participant Demographic Information
Demographic information

n

%

Male

165

35.9

Female

291

63.3

14

2

.4

15

95

20.7

16

265

57.6

17

85

18.5

18

7

1.5

19

1

.2

Yes

134

29.1

No

321

69.8

Australia

391

85

Other

64

13.9

320

69.6

Asian

79

17.2

Other

50

10.9

Yes

3

.7

No

453

98.5

Gender

Age

Speaks a language other than English at home

Country of birth

Racial group
Caucasian

Aboriginal or Torres Strait Islander

n= 460
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Measures
Each participant was provided with a survey pack (see Appendix A). This
pack contained the following measures.
Demographics and participant information. A demographic
questionnaire was designed specifically for this study (see Appendix A). The
demographic data collected included: age, gender, home postcode, racial group,
country of birth, language spoken at home, and Aboriginal or Torres Strait
Islander status.
General psychological distress. General psychological distress was
assessed with Kesslers ten-item measure (K10) (Kessler et al., 2002). It
comprises ten statements that relate to how the participant has felt over the past
four weeks such as: so restless that you could not sit still or depressed. It
consists of a five-point Likert scales that range from one (None of the time) to
five (All of the time). It is scored by summing the responses, with higher scores
indicating greater psychological distress. This measure has been shown to produce
valid and reliable scores in adults (Kessler et al., 2002) and in adolescents (Huang,
Xia, Sun, Zhang, & Wu, 2009). In this study the Cronbachs alpha was .87.
Body appreciation. The 13-item Body Appreciation Scale (BAS)
(Avalos, Tylka, & Wood-Barcalow, 2005) was used to assess positive body image
in both males and females. It measures four aspects of positive body image
including: favourable opinions of one's own body, acceptance of the body in spite
of imperfections, respect for the body, and protection of the body. An example of
an item was I respect my body. All items were rated on a five-point Likert scale
from one (never) to five (always), and higher scores indicated greater body
appreciation. This measure was administered to both males and females. The
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scores were averaged to find an overall score. It has been shown to have good
construct, discriminant, and incremental validity, test-retest reliability and an
internal consistency of .94 (Avalos et al., 2005). The scale has also been used in a
community sample of men (Swami, Hadji-Michale, & Furnham, 2008). In this
study the Cronbachs alpha was .93.
Body dissatisfaction. Body dissatisfaction was assessed in girls with the
Body Dissatisfaction sub-scale of the EDI-II (Garner, 1991). This scale measures
the respondents concerns about overall shape and size of parts of the body such
as hips, thighs, waist and buttocks. An example of an item is I think my stomach
is too big. Participants respond on a six-point scale from one (never) to six
(always). Untransformed item responses were used in the analysis and summed,
as recommended for normative populations (Schoemaker, Strien, & Staak, 1994),
with higher scores indicating higher body dissatisfaction. Internal consistency for
the body dissatisfaction scale is reported at .90 for eating disordered populations
and .91 for non-patient comparison group (Garner, 1991), and the scale has good
construct validity. It has been shown to have high internal consistency in
adolescents with an alpha of .93 (Durme, Goossens, & Braet, 2012). In this study
the Cronbachs alpha was .90.
Body dissatisfaction was also assessed in males using an adapted version
of the Body Dissatisfaction sub-scale of the EDI-II (Garner, 1991; Hallsworth,
Wade, & Tiggeman, 2005). To make the measure suitable for males items were
altered to read too small instead of too big, and references to parts of the body
were changed to include both the upper and lower parts of the body. For example
I think my stomach is too big was changed to I think my chest is too small.
Male participants indicated how true each item is for them on a scale of one
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(never) to six (always), with higher scores representing greater body
dissatisfaction. They reported an alpha of .83 in adult males (Hallsworth et al.,
2005). In this study the Cronbachs alpha was .84.
Body change strategies. The six item Strategies to Increase Body Size
scale and the six item Strategies to Increase Muscular Size scale are both
subscales of the Body Change Inventory (BCI) (Ricciardelli & McCabe, 2002)
and were used to assess strategies to increase muscularity and body size in boys.
Considering bulimia is less common in males, it was included to capture boys
who were engaging in unhelpful strategies to alter body weight and shape. An
example of an item for the Strategies to Increase Body Size scale is: How often
do you change your eating to increase your body size? An example of an item for
the Strategies to Increase Muscular Size scale is: How often do you worry about
changing your levels of exercise to increase the size of your muscles?
Participants responded using a five-point Likert scale ranging from one (never) to
five (always). Scores were summed to determine an overall score, with higher
scores indicating a greater focus on changing body shape or size. Ricciardelli and
McCabe (2002) demonstrated that the scales have good content validity, construct
validity, internal consistency, and concurrent and discriminant validity in
adolescent males and females. In the current study, the Cronbachs alpha was .85
for Strategies to Increase Body Size and .87 for Strategies to Increase Muscular
Size.
Eating disordered behaviour. The seven-item Bulimia sub-scale of the
Eating Disorder Inventory-2 (EDI-II; (Garner, 1991) was used to assess bulimic
symptoms. The bulimia sub-scale assesses the tendency to think about and engage
in bouts of bingeing, with higher scores indicating more severe behaviours.
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Examples of two items are: I eat when Im upset and I have the thought of
trying to vomit in order to lose weight. Participants responded to each item using
a six-point response scale ranging from one (never) to six (always). According to
Durme et al. (2012), the bulimia subscale has good internal consistency and has
been shown to be reliable in adolescents, with a reported Cronbachs alpha of .76.
In the current study, the Cronbachs alpha was .81.
The Extreme Weight Loss Behaviours Scale (EWLB) (Banasiak,
Wertheim, Koerner, & Voudouris, 2001; Paxton, Wertheim, Gibbons, Szmukler,
& Petrovich, 1991) was used to assess the frequency of use of six extreme weight
loss behaviours. These behaviours include: crash dieting (eating very little food),
fasting, vomiting, skipping meals, using laxatives, and taking fluid tablets.
Respondents rate the frequency of use of each strategy on a four point scale from
zero (never) to three (daily) and responses from each item are summed. Banasiak
et al. (2001) demonstrated that the scale had good internal consistency, with an
Cronbachs alpha of .70 and a test-retest reliability of .79 in adolescent girls. In
the current study, the Cronbachs alpha for the EWLB scale was .79.
Familiarity with bulimia. A modified version of the Level of Familiarity
Questionnaire (Holmes et al., 1999) which was adapted from Mond et al. (2006)
was used to assess familiarity and contact with people with bulimia. The scale was
adapted for this study to assess the amount and type of contact the participants
have had or have with people who have bulimia. This scale requires the
participant to respond to ten statements with either Yes or No relating to
increasing familiarity or experience with bulimia. The score the participant
receives is the rank score of the most intimate situation they select, with one being
the least intimate and ten being the most intimate i.e. I have bulimia. To
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illustrate, if a participant selected I have read about bulimia (ranked lowest at
one), I have lived with someone who has had bulimia (ranked at five), and my
girlfriend had bulimia (ranked at six). They would receive a score of six.
Stigmatising attitudes and beliefs towards bulimia. Participants
completed a scale measuring stigmatising attitudes about people with bulimia.
The scale was entitled Stigmatising Attitudes and Beliefs towards Bulimia
Nervosa scale (SAB-BN) (Paxton, 2013). Examples of scale questions include
Bulimia isn't that bad, because you can eat what you like and not put on weight
and I wouldn't depend on someone with bulimia to complete an important task.
The full version of the SAB-BN contains 32 stigmatising attitude statements
relating to bulimia. It is made up of a six point response scale that ranges from
one (completely disagree) to six (completely agree). Higher scores indicate greater
stigmatising beliefs. As this was a new assessment instrument scale properties
were not available from previous studies but were examined in this research. As
examining the underlying constructs of this scale in a sample of adolescents was a
main aim of this thesis, more information about the development of this scale is
presented in Chapter Seven.
Knowledge about bulimia. Participants completed a scale measuring
knowledge about with bulimia using nine dichotomous questions mainly focusing
on knowledge of treatment options. Items were obtained from previous work
examining knowledge of bulimia nervosa among adults in a Victorian community
sample (Rancie, 2008). Examples of knowledge items include: Psychologists and
psychiatrists are unhelpful for treating bulimia and Medication prescribed by a
doctor, such as antidepressants, is likely to be helpful for treating bulimia. A total
score was obtained from the sum of correct responses to the nine items. Higher
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scores indicated greater knowledge. More information about the development of
this scale is presented in Chapter Seven.
Health facts and message evaluation. Participants were presented with
nine erroneous community beliefs statements, followed by a matching health
fact that provided specific information designed to counteract a stigmatising
attitude or inaccurate belief that was presented in the preceding community belief.
An example of an erroneous belief is Some people do not believe that bulimia is
a serious problem and the corresponding health fact was Bulimia is a serious
mental illness. It causes a great deal of distress, poor quality of life, poor physical
health and requires treatment from a mental health professional. Further
information about the development of these health facts is provided in Chapter
Nine of this thesis.
To evaluate participant responses to the nine health facts participants
responded to a 12-item Message Evaluation Scale designed to assess dimensions
of persuasiveness including: novelty, comprehension, believability, likelihood of
changing attitudes for themselves and others, emotional reaction, and personal
relevance. Each item was rated on a five-point Likert scale ranging from one (not
at all) to five (extremely), with higher scores indicating a more positive response.
Examples of items that assess the persuasiveness of the health fact are: How
believable is the information? and How likely is it that this information will
change your attitudes toward people with bulimia? As examining the underlying
constructs of this scale in a sample of adolescents was a main aim of this thesis,
further information about the development of this scale is provided in Chapter
Nine.
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Procedure
All of the activities undertaken to complete this thesis were approved by
the La Trobe University Human Ethics Committee, approval number 11/039
(Appendix B), the Catholic Education Office Melbourne, approval number
GE11/0009 (Appendix C), and the Department of Education and Early Childhood
Development, approval number 2011_001203 (Appendix D).
Participant recruitment. Recruitment of participants was undertaken in a
staged process. First, written applications were submitted to the Latrobe
University Human Ethics Committee, the Department of Education and Early
Childhood Development and the Catholic Education Office to gain approval for
permission to contact secondary school principals in relation to the project. Upon
receipt of ethics approvals, written application packs (see Appendix E) were
forwarded to secondary school principals to request permission to conduct the
research project within their schools. The written applications contained the
following: a personalised cover letter addressed to the school principals inviting
their schools participation, an information pack including background
information, a rationale for the research, information about the study protocol and
a copy of the questionnaires, and two copies of the principal consent form
(Appendix E).
There were no exclusion criteria for school selection. Schools from a cross
section of socio-economic advantage and school type (e.g. private versus public,
co-ed versus single-sex) were approached for participation. Schools were selected
from different areas of Melbourne, and through the researchers personal
networks. The primary researcher contacted the school by phone approximately
one week after the information pack was sent to ascertain if it had been received
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and if the school was willing to participate in the research project. Schools were
offered a range of incentives to participate. These included presentations or
discussions around a relevant topic selected by the teacher or students and
included content about careers in psychology, research methods or psychology
specific topics or an information session targeted at teachers about recognising
and supporting students who have an eating disorder. Students were not offered
any incentives to complete the survey however they participated in the
information sessions.
Once principal consent was obtained male and female students in years 10,
11 and 12 were invited to participate. This was achieved typically through a
classroom presentation by the researcher. However, some school teachers elected
to complete this stage themselves due to time restraints. At this point in time,
students were presented with an information pack (Appendix F), which included a
student information sheet, parent information sheet and consent forms for both
parents and students. They were also provided with a date and time of survey
completion. Students were permitted approximately two weeks to obtain parental
consent and return the consent form to their teacher or the researcher on the day of
survey collection. The classroom teacher or wellbeing co-ordinator provided the
students with reminders to return the consents forms.
Survey delivery. Students who returned their consent forms (including
parental consent) participated in a classroom session that ran for approximately 50
to 90 minutes in duration. Students that did not return their consent forms
undertook private study and were excluded from the classroom during survey
completion. The researcher introduced the survey, explained the purpose of the
study and the coding procedure. The coding procedure involved the researcher
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providing each student with a unique number code on the front of their survey, so
that the survey did not contain any identifying information. They were informed
that although their responses were primarily anonymous and confidential, if the
survey they completed indicated they were experiencing severe psychological
distress (as indicated by responses on the K10) the researcher would discreetly
email them offering further support.
Participants completed the survey pack and the researcher was available
to answer any questions. Students typically took between 20 and 40 minutes to
complete the survey. Following this, the researcher fielded questions regarding the
study and provided an interactive educational session about a topic selected by the
school. Students were also provided with an opportunity to approach the
researcher at the end of the session if they had any concerns regarding the survey
or their own mental health. Appropriate support, school liaison and referral were
made where required.
To exercise duty of care for participants, the researcher screened
completed questionnaires for scores on the psychological distress questionnaire.
Participants who scored 31- 50 were likely to be experiencing severe
psychological distress and therefore 28 students were contacted by the researcher
via email and offered assistance and referral to appropriate services. Data
collection occurred over approximately nine months (October 2011- June 2012).
The schools that participated in the study were provided with a summary of the
main results found.
Data entry and analysis. The responses for all of the items were entered
into the Statistical Package for Social Sciences version 19 (SPSS) program based
on self-report measures as indicated by the participants. The data was checked for
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missing cases and the internal reliability of the scales. Scale score distributions
were then examined to ascertain suitability for use in parametric statistical
analyses. The descriptive variables were screened for normality using z-scores of
the skewness and kurtosis levels with values above 3.3 considered a violation.
Data were screened for univariate outliers using the Schweinle Method (i.e., data
that was greater than 2.5 standard deviations from mean was considered to be an
outlier (Tabachnick & Fidell, 2013). Outliers that represented a true score (i.e. not
incorrectly entered or measured data) were left in for statistical analyses as these
have been found to not be a substantial source of variance when the data set is
large, and it has been argued that the data are more likely to be representative of
the population as a whole if outliers are not removed (Orr, Sackett, & Dubois,
1991). Further explanation of the data analyses conducted will be discussed in the
respective empirical chapters.
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Chapter Six: Description of Participant Characteristics
Bulimia is often accompanied by psychological distress, body
dissatisfaction, and unhelpful and unhealthy strategies to change body size (APA,
2013). However, the presentation of eating disordered behaviour in males can
vary from females, as males may be more focused on body size than weight.
Thus, measures that take into account these gender differences may allow for
better understanding of eating disordered behaviour and strategies to change body
weight and shape in males (Ricciardelli & McCabe, 2002). Therefore, this chapter
sets out to explore participant characteristics based on domains such as
psychological distress, body dissatisfaction, weight loss behaviours, bulimic
symptoms and familiarity with the disorder to characterise the adolescent sample
used in this research and to consider how this sample compares to other
populations described in previous research. This information will help to ascertain
how generalisable the findings from the following empirical chapters may be.
Aims
The purpose of this chapter was to provide a description of participant
characteristics as a preliminary investigation prior to the later empirical chapters
which will investigate stigmatising beliefs and knowledge. The aim of the
research was to describe the sample in terms of: psychological wellbeing, body
satisfaction, body dissatisfaction, body change strategies (males), eating disorder
pathology and familiarity with bulimia. An additional aim was to investigate if
there were any differences on these measures related to gender or age.
Hypotheses
It was hypothesised that females would have greater levels of
psychological distress, bulimia pathology, extreme weight loss behaviours, and be
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more familiar with bulimia than males. It was also predicted that females would
have lower body satisfaction than males. It was hypothesised that older
participants would have higher levels of distress, body dissatisfaction, bulimic
symptoms and familiarity with the disorder.
Method
Participants. Participants were 460 high school students aged 14-18
years, as described previously in Chapter Five.
Assessment instruments. Participants completed the following
demographic and symptom measures (as described in more detail in Chapter
Five):
A demographic questionnaire;
Kesslers ten-item measure of general psychological distress (K10)
(Kessler et al., 2002);
The Body Appreciation Scale (BAS) (Avalos et al., 2005);
The Body Dissatisfaction sub-scale of the EDI-II (Garner, 1991), for
females only;
An adapted version of the Body Dissatisfaction sub-scale of the EDI-II
(Garner, 1991; Hallsworth et al., 2005), for males only;
The Strategies to Increase Body Size and the Strategies to Increase
Muscular Size sub-scales of the Body Change Inventory (BCI)
(Ricciardelli & McCabe, 2002), for males only;
The Extreme Weight Loss Behaviours scale (EWLB) (Banasiak et al.,
2001; Paxton et al., 1991);
The Bulimia sub-scale of the Eating Disorder Inventory-II (EDI-II;
(Garner, 1991); and,
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A modified version of the Level of Familiarity Questionnaire (Holmes et
al., 1999).
Procedure. Participants completed a questionnaire containing the
aforementioned scales in a 40 minute classroom session as described in Chapter
Five.
Data analysis. Descriptive information for the scales used in this chapter
were calculated. A series of independent t-tests were conducted to explore gender
differences across the following scales: psychological distress, body appreciation,
extreme weight loss behaviours, bulimic symptoms and familiarity with bulimia.
All t-tests met the assumption of equal variance and the untransformed variables
were used in all cases to calculate effect sizes. Bivariate correlations were
employed to examine the relationship between age and the following scales:
psychological distress, body appreciation, body dissatisfaction, body change
strategies, extreme weight loss behaviours, bulimic symptoms and familiarity with
bulimia. Finally, frequencies for participants responses to the psychological
distress, extreme weight loss behaviours and familiarity with bulimia were
calculated.
Results
Tests of assumptions. The demographic variables, familiarity and
measures of symptoms were screened for normality using z-scores of the
skewness and kurtosis levels with values above 3.3 considered a violation
(Tabachnick & Fidell, 2013). The scales which violated normality were
transformed to achieve a satisfactory distribution for parametric analyses and will
now be described. The Extreme Weight Loss Behaviours scale violated
assumptions of normality and was not able to be transformed and Spearmans Rho
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was utilised for bivariate correlations. Both scales of the BCI: Strategies to
Change Body Size and Strategies to Increase Muscle Size, violated assumptions
of normality but were transformed using square transformations. The Body
Appreciation Scale violated normality and was transformed using a reflected
square root transformation. The Familiarity with Bulimia scale violated normality
and was transformed using a log transformation. The Bulimia sub-scale violated
normality and was transformed using an inverse transformation, as was the K10.
All other scales met the assumptions of normality.
Description of participant characteristics. Untransformed means and
standard deviations for the psychological distress, body appreciation, body
dissatisfaction, body change strategies, extreme weight loss behaviours, bulimic
symptoms and familiarity with bulimia were calculated and presented Table 3.
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Table 3
Descriptive Information for the Measures of Psychological Distress, Body
Dissatisfaction, Body Change Strategies, Bulimic Symptoms and Familiarity with
Bulimia
Scale

n

M

SD

Psychological Distress

453

19.09

6.26

Body Appreciation

449

3.55

.81

Body Dissatisfaction - Female

292

34.03

10.17

Body Dissatisfaction - Male

161

24.43

8.66

Increase Body Size

166

11.64

4.39

Increase Muscle Size

165

11.88

4.48

Extreme Weight Loss Behaviours

454

1.67

2.37

Bulimia

457

12.98

5.29

Familiarity

460

3.63

2.29

Gender differences on participant characteristics. As predicted, t-tests
revealed a significant difference between males and females on a range of
variables as shown in Table 4. Males on average displayed lower levels of
psychological distress, extreme weight loss behaviours, bulimia symptoms and
familiarity with bulimia. Males also displayed higher body appreciation in
comparison to females.
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Table 4
Independent Sample T-Tests comparing Males and Females on Measures of
Psychological Distress, Body Appreciation, Extreme Weight Loss Behaviours,
Bulimic Symptoms and Familiarity with Bulimia
Males
Scale

M

Females

SD

M

SD

DF

t

p

d

Psychological 17.28
Distress

5.46

20.00

6.32

447

5.37

p < .01

.46

Body
appreciation

3.95

.79

3.33

.69

443

-8.42

p < .01

.84

EWLB

.79

1.59

2.13

2.55

448

-1.34

p < .01

.63

Bulimia

11.07

4.326

14.02

5.451

451

7.35

p < .01

.60

Familiarity

3.33

2.25

3.80

2.80

454

-2.33

p < .05

.19

The relationship between age and participant characteristics. As
predicted, there was a weak, positive correlation between participant age and
bulimic symptoms, thus as age increased, bulimic symptoms increased. There
were no other significant correlations between age and participant characteristics
observed. The correlations are presented in Table 5.
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Table 5
Pearson’s Correlation between Participant Characteristics and Age
Scale

Age

Psychological distress

.05

Body appreciation

-.08

Body dissatisfaction - Female

-.02

Body dissatisfaction - Male

-.14

Increase Body Size

.10

Increase Muscle Size

-.01

EWLB

-.07

Bulimia

.14**

Familiarity

-.03

a

= Spearman Rho correlation; ** = p < .01
Psychological distress. Criteria that adjust the K10 thresholds according

to the greater psychological distress normatively experienced by adolescents were
used (Huang et al., 2009). Table 6 reveals that approximately 68% of participants
were likely to be experiencing none or mild psychological distress. However,
according to the K10, 30% of adolescents were assessed as experiencing either
moderate or severe psychological distress.
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Table 6
The Frequencies and Percentage of Participants Performance on the K10
Category

K10 Score

n

%

No or mild psychological distress

< 21

313

68.04

Moderate psychological distress

21-30

112

24.35

>30

28

6.09

0

7

1.52

Severe psychological distress
Missing

Weight loss behaviours. The Extreme Weight Loss Behaviours
questionnaire was categorised as either never engaged in that behaviour to lose
weight, or had at some point (either sometimes, weekly or daily). Frequencies
were conducted to determine how many participants had engaged in a different
weight loss strategies. As well as calculating the frequencies for the whole
sample, this was also examined separately for male and females. As can be seen in
Table 7 it was concerning to see that 30% (n = 136) of adolescents in this sample
had fasted to lose weight, nearly 8% (n = 36) had vomited to lose weight, about
5% (n = 23) had used laxatives to lose weight, and 2% (n = 10) had used diuretics
to lose weight.
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Table 7
Frequency of Responses to Extreme Weight Loss Behaviour Questionnaire
Females

Males

Total

n

%

n

%

n

%

Fasted to lose weight

108

37.63

28

17.07

136

30.16

Made myself vomit to
lose weight

31

10.73

5

3.05

36

7.95

Used diuretics (Water
pills) to lose weight

9

3.11

1

.61

10

2.21

Skipped meals to lose
weight

148

32.67

38

23.17

186

41.06

Used laxatives to lose
weight

22

7.64

1

.61

23

5.09

Ate very little food to
lose weight

148

51.21

30

18.29

178

39.29

Familiarly with bulimia. The number and percentage of participants
endorsing each item of the familiarity scale was calculated and presented in Table
8. Following this, participants highest rating of familiarity overall was calculated
and presented in Figure 3. As can be seen in Figure 3, a large proportion of
participants (42.4%, n =195) highest rating of familiarity was based upon learning
about bulimia at school. This was followed by another peak of 13.5% (n = 62) at
rating six, where participants identified that a friend of theirs has or has had
bulimia. Only 3.5% of the sample (n =16) identified themselves as having or
having had bulimia.
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Table 8
The Frequencies and Percentage of Participants Responding “Yes” to Items
about Previous Experience with Bulimia
Item

Degree of familiarity

n

(%) yes

score
None indicated

0

39

8.5

I have read about people with
bulimia

1

349

75.9

I have seen a TV program or film
about bulimia

2

253

55

I learned about bulimia in one of
my classes

3

308

67

I know/knew people in my school,
workplace, or social group who
have/had bulimia

4

148

32.2

I live/have lived with someone who
has/had bulimia

5

20

4.3

A friend of mine has/had bulimia

6

85

18.5

My girlfriend/boyfriend/partner
has/had bulimia

7

10

2.2

Someone in my family has/had
bulimia

8

31

6.7

I have had bulimia in the past

9

15

3.3

I currently have bulimia

10

5

1.1
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Total of Highest Familarity Rating

8

9

10

Figure 3. Total of Highest Familiarity Rating
Discussion
The purpose of this chapter was to describe the sample in terms of:
psychological wellbeing, body satisfaction, body dissatisfaction, body change
strategies (males), eating disorder pathology and familiarity with bulimia, to
compare males and females on these characteristics, and to examine their
relationship with participants age.
The prediction that females would have greater levels of distress, bulimia
pathology, extreme weight loss behaviours, and be more familiar with bulimia
than males was supported by the findings in this chapter. Furthermore the
prediction that females would have lower body satisfaction than males was
supported by the findings of this chapter. These findings are consistent with
previous research that shows that typically body dissatisfaction and eating
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disorder pathology are more prevalent in women (Hudson et al., 2007; McCabe et
al., 2011)
The prediction that there will be age differences on the measures of
distress, body dissatisfaction, bulimic symptoms and familiarity was partially
supported by the findings of this chapter as older participants were more likely to
have higher bulimic symptoms compared to younger participants. This finding is
in line with previous research that has shown higher rates of bulimic symptoms in
older adolescents (Neumark-Sztainer & Hannan, 2000).
One study has examined the use of the K10 in Chinese adolescents (Huang
et al., 2009). In the current study, approximately 68% of participants were likely
to be experiencing none or mild psychological distress. However, 24% of
adolescents in the current study were experiencing moderate distress, and 6%
severe distress. This somewhat comparable to Huang et al. (2009) who found that
adolescents in their study experienced moderate (27.9%) or severe (12.2%)
psychological distress.
Participants performance on the Body Appreciation Scale was similar to
previous research with college women by Avalos et al. (2005). The mean age of
participants in the Avalos et al was 19.86 (SD= 4.64) years and they achieved a
mean score of 3.44 (SD= 2.35) on the Body Appreciation Scale. In the current
study the mean score was 3.55 (SD=.81). Participants performance on the Body
Appreciation Scale was also similar to previous research by Swami et al. (2008)
whose participants included a community sample of males, with a mean age 28.06
(SD= 12.71). In the Swami et al study, the participants obtained a mean score of
3.40 (SD=.49) on the Body Appreciation Scale. Thus participants performance
on the Body Appreciation Scale in this study was similar to previous research.
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In terms of body dissatisfaction, a study by Durme et al. (2012) reported a
normal population of girls achieved a mean score of 31.4 (SD= 12.8) on the Body
Dissatisfaction sub-scale. In the current study, girls achieved a mean score of
34.03 (SD= 10.17). Furthermore, in terms of the boys performance on the Body
Dissatisfaction sub-scale, Hallsworth et al. (2005) used a control sample of males,
mean age 26.43 (SD= 8.15), and found that they obtained a mean score of 27.04
(SD= 1.5). This again was similar to findings in the current study in which the
mean Body Dissatisfaction subscale score was 24.43 (SD= 8.66).
Previous research examining body change strategies has been conducted
with Australian adolescent boys with a mean age 13.18 (SD=.95) years by
McCabe, Ricciardelli, and Karantzas (2010). On the Strategies to Increase Muscle
Size sub-scale the boys obtained a mean score of 12.21 (SD= 4.98) which is
comparable to findings in the current study in which participants obtained a mean
score of 11.88 (SD= 4.48) on the same scale.
Previous research by Banasiak et al. (2001) found that adolescent girls
with a mean age of 14.5 (SD=.53) years obtained an average score of 1.18
(SD=.24) on the Extreme Weight Loss Behaviours scale. In the current study the
participants obtained a mean score of 1.67 (2.37). Performance on the Extreme
Weight Loss Behaviours compared to previous research appears equivocal for
girls in other study samples. No previous data regarding boys was available.
The finding that 3.5% of the sample (n =16) identified having or having
had bulimia is consistent with current prevalence rates of bulimia (Wade et al.,
2006). Furthermore, the findings of the Bulimia sub-scale of the EDI of a mean
12.98 (SD= 5.29) was comparable to previous research with similarly aged
adolescents (mean 14.5 years) whose mean score on the Bulimia sub-scale for
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females was 11.4 (SD= 4.6) and males was 10.8 (SD= 3.5) (Durme et al., 2012).
Another study by McCabe and Ricciardelli (2006) found the overall mean for
Bulimia sub-scale in boys and girls (mean age boys 14.77, mean age girls 14.22)
was 13.83 (SD= 7.36) (males) and 14.94 (SD= 6.60) (females). The controls in a
study by Hallsworth et al. (2005) with a mean age of 26.43 (SD = 8.15) years
found they mean score for men on the Bulimia sub-scale was 12.10 (SD = .70).
Thus the performance of the adolescents in this thesis on the Bulimia sub-scale of
the EDI II is comparable to previous research. There was no previous research
regarding how familiar adolescent are with bulimia, thus the findings in this
chapter are novel.
Summary and conclusion. The findings reported in this chapter
demonstrated that typically females experience greater levels of distress, bulimia
pathology, extreme weight loss behaviours, and are more familiar with bulimia
than males. The notable age difference reported in this study was that older
participants were more likely to have higher bulimic symptoms compared to
younger participants.
Participants performance on a number of measures that included:
psychological distress, body dissatisfaction, and bulimic symptoms, were reported
to be similar to previous research on adolescents performance on these same
measures. Thus, based on their performance on these measures, it appears the
sample of adolescents used in the current thesis is similar to other samples of
adolescents used in previous research. This supports the generalisability of the
results of the following empirical chapters as the sample is not systematically
different from other metropolitan samples of adolescents (where comparative data
was available).
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Chapter Seven: Development of the Stigmatising Attitudes and Beliefs
towards Bulimia Questionnaire
Research to date has reported negative attitudes and deficits in knowledge
about bulimia, as discussed in Chapter Three of this thesis (Chiodo et al., 1984;
Crisp et al., 2000; Murray et al., 1990; Smith et al., 1986). The majority of
research has used undergraduate or community samples and has been
predominately with females (Huon et al., 1988; Mond et al., 2004a). Therefore,
research pertaining to the types of stigmatising attitudes held by both male and
female adolescents is warranted.
The investigation of attitudes and knowledge about bulimia is essential as
attitudes formed in adolescence typically persist into adulthood (Corrigan &
Watson, 2007) and adolescence is usually the time when the bulimia emerges
(Fairburn & Harrison, 2003). Furthermore, stigmatising attitudes and low
knowledge about bulimia have been linked to reduced or inappropriate treatment
seeking (Hepworth & Paxton, 2007). Therefore, it is imperative that an
understanding of the nature of negative attitudes and knowledge about bulimia
held by adolescents is developed to allow for interventions to overcome these
identified barriers to treatment seeking. Furthermore, studies have investigated
stigmatising beliefs and knowledge about eating disorders using a range of
measures and methodologies such as vignettes (Mond et al., 2004c), open-ended
questions (Smith et al., 1986), and questionnaires (Huon et al., 1988). Recent
unpublished research by Paxton (2013) has involved the development of a
measure to assess attitudes about bulimia in adults. The applicability of this
measure to adolescents will be investigated as part of this study in an attempt to
advance the field in terms of measuring knowledge and attitudes about bulimia.
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Aims
The first aim of the research described in this study was to address current
issues in the measurement of stigmatising attitudes about people with bulimia by
examining the properties of the Stigmatising Attitudes and Beliefs towards
Bulimia Nervosa scale (SAB-BN) (Paxton, 2013) for adolescents. Furthermore,
the aim of this chapter was to elucidate commonly held stigmatising attitudes and
beliefs about bulimia in adolescents and to investigate the adolescents knowledge
about bulimia.
Hypotheses
A number of hypotheses were explored and were as follows:
1) It was predicted that the stigmatising beliefs held by adolescents would
pertain to: the belief that individuals are to blame for their illness; that bulimia is
caused by vanity or attention seeking; that bulimia is not serious or severe; that
people have less trust in people with bulimia; and, that some aspects of bulimia
are be perceived as desirable.
2) It was hypothesised that negative attitudes towards people with bulimia
would be present in the sample of adolescent males and females.
3) It was hypothesised that there would be deficits in knowledge about the
nature and treatment of bulimia in the sample of adolescent males and females.
Method
Participants. Participants were 460 high school students aged 14-18
years, as described previously in Chapter Five.
Assessment instruments. Participants completed a scale measuring
stigmatising attitudes about people with bulimia previously created for adults
(McLean et al., 2013). The goal of this scale was to provide items on which
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participants could rate their endorsement of a number stigmatising beliefs about
people with bulimia. Therefore, the first step was to identify a number of common
negative beliefs about bulimia to inform item-development. Items for an early
version of this measure was developed for an honours thesis by Paxton and
Rancie (Rancie, 2008). These items were further refined by the Australian
Research Council grant team for a project examining beliefs about bulimia in
adults conducted by Paxton, Mond, Hay and Rodgers. These items were informed
by previous research and the expert knowledge of the ARC team members. The
scale was entitled Stigmatising Attitudes and Beliefs towards Bulimia Nervosa
scale (SAB-BN) (McLean et al., 2013).
The full version of the SAB-BN contains 32 stigmatising attitudes. It
contained a six point response scale that ranges from one (completely disagree) to
six (completely agree). Higher scores indicate more stigmatising beliefs.
Examples of scale questions include Bulimia isn't that bad, because you can eat
what you like and not put on weight and I wouldn't depend on someone with
bulimia to complete an important task. As this was a new assessment instrument,
scale properties were not available from previous studies but were examined in
this research.
Knowledge about bulimia was assessed using nine dichotomous questions
mainly focusing on knowledge of treatment options for bulimia. Items were
obtained from previous work examining knowledge about bulimia amongst adults
in a Victorian community sample (Rancie, 2008). Examples of knowledge items
include: Psychologists and psychiatrists are unhelpful for treating bulimia and
Medication prescribed by a doctor, such as antidepressants, is likely to be helpful
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for treating bulimia. A total score was obtained from the sum of correct responses
to the nine items.
Procedure. Participants completed a questionnaire containing the
aforementioned scale in a 40 minute classroom session as described in Chapter
Five.
Data analysis. Principal components analysis (PCA) was selected as it a
data reduction technique that allows for variables to be summarised into a more
meaningful, smaller set of factors (Velicer, 1990). It is also commonly used in this
area of research (Childress, Jarrell, & Brewerton, 1993; Fichter, Herpertz,
Quadflieg, & Herpertz-Dahlmann, 1998; Wertheim et al., 1992) and was utilised
to determine if there were underlying components comprising the 32 item SABBN scale. To determine if there were differences in terms of the endorsement of
the different stigma sub-scales a one-way, repeated measures ANOVA was
conducted. Following this bivariate correlations were utilised to examine the
relationship between the stigma sub-scales. An overall measure of knowledge was
calculated and participants performance on the individual knowledge questions
was examined.
Results
Stigmatising beliefs in adolescents. The 32 items assessing attitudes
towards bulimia scale were subjected to PCA to identify major constructs relating
to stigmatising beliefs. The suitability of the data for this procedure was assessed
prior to performing the PCA. Inspection of the correlation matrix revealed the
presence of a number of coefficients of .3 and above. The Kaiser-Meyer-Oklin
value was .84 which exceeded the recommended value of .6 put forth by Kaiser
(Tabachnick & Fidell, 2013) and the Bartletts Test of Sphericity (Tabachnick &
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Fidell, 2013) reached statistical significance, supporting the factorability of the
correlation matrix.
Principal components analysis revealed the presence of eight components
with eigenvalues exceeding one, explaining 19.17%, 9.93%, 6.66%, 5.17%,
4.22%, 3.88%, 3.44%, and 3.32% of the variance respectively. An inspection of
the screeplot revealed a possible break after the fourth component.
The four-component solution explained 40.93% of the variance, with
component one contributing 19.17%, component two contributing 9.93%,
component three contributing 6.66% and component four contributing 5.17%. See
Table 9 for the pattern matrix and communalities.
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Table 9
Pattern Matrix for PCA with Oblimin Rotation with Kaiser Normalisation of Four
Factor Solution of Stigma Items Prior to the Removal of Items 8, 14, 29, 33 and
37.
Item
1
2
5
8
20
21
22
29
32
14
28
33
38
45
40
17
34
35
36
37
39
25
26
43
24
27
30
31
41
44
9
19

1
.51
.48
.64
.41
.44
.65
.37
.38
.73
.44
-.12
-.03
-.10
-.05
-.16
.02
-.05
.23
.25
.03
.14
.16
.15
.10
-.02
-.01
.33
.35
-.11
.03
.23
.01

Pattern/structure coefficient
2
3
-.10
-.12
-.19
-.15
-.12
.08
.02
-.02
.01
-.03
-.09
.06
.00
-.09
-.03
-.19
-.06
-.04
.06
.04
.04
.65
-.03
.48
.68
.08
-.02
.68
-.07
.46
.11
.58
.02
-.68
.34
.50
.26
.60
-.07
-.45
.15
-.72
.08
-.68
.08
-.68
.05
-.75
.26
-.08
.14
-.27
-.05
-.24
.00
-.14
.22
-.15
.37
-.13
-.15
-.08
.38
-.11

4
-.03
.15
.15
-.16
-.32
.07
-.30
-.19
-.04
.01
-.06
.14
-.06
.04
-.22
-.03
-.08
-.05
.02
-.11
.03
-.05
.04
.03
-.61
-.48
-.50
-.46
-.63
.47
-.55
.49

Communalities
.34
.33
.44
.22
.36
.43
.30
.29
.58
.18
.46
.25
.50
.48
.30
.36
.49
.36
.44
.26
.56
.54
.50
.58
.46
.38
.58
.47
.49
.33
.47
.37

Inspection of the communalities revealed that five items from the scale
contributed to low amounts of explained variance for each component and did not
fit well with the other items in their respective components (below .3). To refine
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the scale these five items were removed and were the following: 8. Bulimia goes
away without treatment given time, 14. Having bulimia makes people feel
better about themselves, 29. Bulimia is just a phase that some girls and young
women go through and 33. Bulimia with excessive exercise is a serious
problem and 37. Deep down, I would be ashamed of a family member if they
had bulimia. Following this, the four-component solution utilising the remaining
27 items explained 45.15% of the variance, with component one contributing
20.40%, component two contributing 11.32%, component three contributing
7.47%, and component four contributing 5.96% of the variance. To aid in the
interpretation of these four components, Oblimin rotation with Kaiser
normalisation was performed. The rotated solution revealed the presence of a
simple structure, with all of the components showing a number of strong loadings,
and most of the variables loading substantially on one component.
Item 35 loaded on components two and three (.42 and .46, respectively).
Item 36 loaded on components three (.34) and four (.55). Item 19 loaded on
components two (.34) and four (.57), and Item 24 loaded on components two (.33)
and four (-.56). Item 30 loaded on components one (.33) and four (-.51). Item 31
loaded on components one (.34) and four (-.50). Item 41 loaded on components
two (.31) and four (-.56). Item 44 loaded on components two (.35) and four (.57).
In each of these cases the item was loaded onto the component with the higher
loading (Tabachnick & Fidell, 2013). See Table 10 for the loadings on each of the
four components and the communalities.
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Table 10
Pattern Matrix for PCA with Oblimin Rotation with Kaiser Normalisation of Four
Factor Solution of Stigma Items
Item
1
2
5
20
21
22
32
17
28
38
40
45
25
26
34
35
36
39
43
9
19
24
27
30
31
41
44

1
.52
.47
.64
.41
.66
.38
.73
-.04
-.18
-.11
-.17
-.08
.14
.13
-.06
.26
.30
.13
.09
.20
.05
-.06
-.00
.33
.34
-.09
.09

Pattern/structure coefficient
2
3
-.09
-.13
-.22
-.16
-.14
.06
.05
-.04
-.08
.05
.05
-.09
-.04
-.05
.09
.56
.03
.62
.06
.67
-.10
.49
-.03
.66
.05
-.70
.03
-.71
-.02
-.68
.42
.46
.34
.55
.10
-.73
-.01
-.77
-.09
-.06
.34
-.14
.33
-.12
.20
-.29
.03
-.25
.05
-.15
.31
-.17
.35
-.17

4
-.08
.09
.14
-.37
-.00
-.33
-.10
.01
-.00
.02
-.12
.12
-.05
.05
-.08
.03
.08
.05
.04
-.60
.57
-.56
-.44
-.51
-.50
-.56
.57

Communalities
.36
.33
.45
.37
.45
.32
.60
.33
.44
.49
.31
.47
.56
.52
.49
.44
.47
.56
.60
.48
.41
.46
.38
.58
.49
.48
.41
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Sub-scales. For the final supported model, seven items were retained for
sub-scale one, which was titled Perception of Desirability. This sub-scale
reflected a perception that bulimia is an inconsequential illness for which there
may be some advantages. Five items were retained for sub-scale two which was
titled “Degree of Severity”, with items indicating the degree to which bulimia is
underestimated to be a serious illness. The third sub-scale, titled Trust and Social
Distancing” had seven items loading onto it. This sub-scale reflected the
perception that individuals with bulimia are not trustworthy or reliable and that
the respondents have a lower level of comfort with personal interactions with
people who have bulimia. Eight items loaded onto the fourth sub-scale titled
Blame and Vanity” and this sub-scale reflected the tendency of people to believe
that individuals with bulimia were responsible for their own illness, and that they
are vain. The following Table 11 outlines the items for each sub-scale.
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Table 11
Items Contained in each Stigma Sub-Scale
Sub-Scale One: Perception of Desirability
1. Bulimia is not a serious health problem compared with other psychological problems
2. People making themselves sick after binge eating is nothing to worry about
5. There are good things about having bulimia
20. Bulimia is a lifestyle choice
21. Bulimia is a good way of balancing eating and dieting
22. Bulimia is more about vanity than about psychological problems
32. Bulimia isn't that bad, because you can eat what you like and not put on weight
Sub-Scale Two: Degree of Severity
17. Bulimia with deliberate vomiting is a serious problem*
28. Bulimia is a serious eating disorder*
38. Using laxatives after binge eating is a serious problem*
40. Bulimia is an unacceptable way to control weight*
45. Fasting (going without food) after binge eating is a serious problem*
Sub-Scale Three: Trust and Social Distancing
25. People with bulimia are unreliable
26. People with bulimia are poor at their jobs
34. I wouldn't employ someone who had bulimia
35. I'd have no problems being friends with someone with bulimia*
36. I'd feel comfortable dating someone with bulimia*
39. I'd find it difficult to trust someone with bulimia
43. I wouldn't depend on someone with bulimia to complete an important task
Sub-Scale Four: Blame and Vanity
9. People with bulimia have themselves to blame
19. People with bulimia deserve sympathy*
24. People with bulimia should stop obsessing about their looks and weight
27. People with bulimia should work on their self-control
30. People with bulimia should just pull themselves together and get over it
31. Bulimia is a form of attention seeking
41. People with bulimia should be less hung up on the looks
44. People with bulimia are not responsible for the development of their disorder*

* = items that were reversed scored
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Calculating the stigma sub-scales. A total score for each stigma subscale that also allowed for comparison between the sub-scales was calculated
using the following procedure. Firstly, items within each stigma sub-scale were
summed to calculate a total stigma sub-scale score. Following this the total score
was divided by the number of items within the respective sub-scale (e.g. seven for
Perception of Desirability) to obtain an average score (between one and six).
Items marked with an asterisk were reverse scored as they loaded negatively on
the scales. Therefore, higher scores of the respective stigma sub-scales, equated to
greater stigmatising attitudes. This procedure was repeated across the four stigma
sub-scales.
Reliability of scales. The reliability of the stigma sub-scales were
calculated and resulted in acceptable values. An item-level analysis was
conducted to determine if the removal of any of the items within each sub-scale
increased the alpha of the sub-scales. This was not found so all items were
retained. They are presented in the following Table 12.

Table 12
Internal Consistency Co-efficient Values of the Stigma Sub-Scales
Sub-scale

n

1 Desirability

452

.72

2 Severity

450

.71

3 Trust

446

.80

4 Blame

451

.74
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Tests of assumptions. The stigma sub-scales were screened for normality
using z-scores of the skewness and kurtosis levels with values above 3.3
considered a violation (Tabachnick & Fidell, 2013). The sub-scales which
violated normality were transformed to achieve a satisfactory distribution for
parametric analyses. Stigma sub-scale one (Perception of Desirability) and
stigma sub-scale two (Degree of Severity) violated assumptions of normality.
They were both transformed using log transformations. Stigma sub-scales three
and four met the assumptions of normality.
Differences in participants’ endorsement of negative beliefs.
Frequencies for the number of participants responding in a confirming manner to
the stigma questions are presented in column titled % above 4. This captures
participants who indicated that they slightly, mostly or completely agreed with the
stigmatising statement. Often responding to questionnaires is subject to a social
desirability bias (Fisher, 1993). It does not seem compelling that the participants
did not endorse the stigmatising attitudes when they respond that they only
slightly disagree to the stigma items. Thus, participants who reported that they
slightly disagree were also included in the table, in a separate column entitled
% above 3. Means were reported untransformed for ease of interpretation, and
are presented in Table 13.
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Table 13
Descriptive Information for the Stigma Sub-Scales
Sub-scale

n

M

Mdn

SD

% above 33

% above 44

1. Desirability

452

1.81

1.71

.67

4.9

1.1

2. Severity

450

2.02

1.80

.99

13.1

4.7

3. Trust

446

2.40

2.43

.86

22.2

2.7

4. Blame

451

3.03

3

.79

47

10.9

3

=slightly disagree; 4 =slightly agree

As can been seen in Table 13, 11% of participants endorsed the sub-scale
Blame and Vanity, and possibly close to half of participants endorse this belief
once social desirable responding is taken into account. Furthermore,
approximately 3% of participants endorsed the sub-scale Trust and Social
Distancing, and possibly 22% of participants endorse this belief once social
desirable responding is taken into account. Finally approximately 5% of
participants endorsed the stigma sub-scale Degree of Severity, and possibly 13%
of participants endorse this belief once social desirable responding is taken into
account. There was low endorsement of the stigma sub-scale Perception of
Desirability (1.1 - 4.9%). It is important to note that these ranges are attempts to
take into account social desirability responding. It is difficult to determine where
the true score would lie once socially desirable responding is taken into account
but perhaps the middle of these ranges would be the best estimate.
The most frequently endorsed stigmatising belief was Blame and Vanity.
This was supported by a one-way, repeated measures ANOVA that compared
scores on the four stigma sub-scales. There was a significant effect for the stigma
type, Wilks Lambda = .06, F (3, 431) = 2408.37, p < .0005, partial effect size of
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.94. Pairwise comparisons revealed significant differences between each of the
groups and are presented in Table 14. Therefore, Blame and Vanity was the
most highly rated scale with just under 11% of participants endorsing the belief,
followed by Trust and Social Distancing, Degree of Severity and lastly,
Perception of Desirability. Therefore, as predicted, stigmatising beliefs about
bulimia exist in adolescents.

Table 14
Mean Differences Between Stigma Sub-Scales One, Two, Three and Four
Message

2

3

4

1

-.03*

-2.17*

-2.79*

-2.14*

-2.76*

2
3

-.62*

* = The mean difference was significant at the .05 level. Adjustment for
multiple comparisons
Correlations between the variables. The relationships between the four
stigma sub-scales were investigated using Pearson product-moment correlation
coefficient. The correlation coefficients are presented in the following Table 15.
All of the sub-scales were significantly correlated with each other with the
exception of Perception of Severity and Blame and Vanity. There was a
medium, positive relationship between Degree of Severity and Perception of
Desirability, as well as Blame and Vanity and Perception of Desirability.
There was also a medium, positive correlation between Trust and Social
Distancing and Blame and Vanity.
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Table 15
Pearson’s Correlation between Stigma Sub-Scales
Sub-scales

1 Desirability

2 Serious

3 Trust

4 Blame

1 Desirability
2 Serious

.35**

3 Trust

.28**

.12**

4 Blame

.43**

.09

.43**

** = p < .01
Knowledge about bulimia. As participants had six response options to
each knowledge question, the categories were collapsed into two for ease of
comprehension and analysis (agree and disagree). Participants who responded
with either completely agree, mostly agree or slightly agree were assigned to
the category agree. Participants who responded with either completely
disagree, mostly disagree or slightly disagree were assigned to the category as
disagree. To calculate a total score for the knowledge about bulimia,
participants responses to the knowledge questions were summed. Response rates
to the nine knowledge questions are presented in the following Table 16.
In terms of understanding the biological basis for bulimia, over a quarter
(26.1%) of participants believed that genes or biochemistry had nothing to do with
bulimia which is contrary to current scientific opinion (Walters et al., 1992).
Furthermore, 39% of participants did not believe medication would be helpful for
the treatment of bulimia. The mistaken belief that treatment of bulimia is linked to
weight gain (as opposed to weight stabilisation or loss) (Banasiak, Paxton, & Hay,
2005) was endorsed by just under half of participants (48.5%).
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The majority of the participants did not recognise that bulimia requires
specific treatment as 73.9% incorrectly endorsed the statement that Bulimia will
be cured if people are treated for low self-esteem, depression and anxiety.
Furthermore, incorrect knowledge regarding the treatment of bulimia was present
in the sample as 45.2% of participants endorsed alternative treatments as helpful
for treating bulimia and 78.9% of participants supported the statements that
getting out and about more or finding new hobbies were helpful for treating
bulimia. Optimistically, adolescents were largely able to accurately identify that
specialist mental health practitioners such as psychologists and psychiatrists are
helpful in treating the disorder. Finally, a large number of respondents (79.4%)
appear to be aware that shame is a large barrier to treatment seeking for bulimia.
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Table 16
Frequency of Responses to Knowledge about Bulimia Scale
Item

n

3. Psychologists and psychiatrists are
unhelpful for treating bulimia.

460

Agree
%
10

Disagree
%
90

4. Lifestyle changes, such as getting out
and about more or finding new hobbies
are helpful for treating bulimia.

460

78.9

21.1

7. Alternative therapies, such as herbal
medicines or acupuncture are helpful for
treating bulimia.

455

45.2

53.7

10. People with bulimia dont seek
treatment because they feel ashamed.

460

79.4

20.6

13. Treatment for bulimia causes weight
gain.

456

48.5

50.6

15. Medication prescribed by a doctor, such
as antidepressants, is likely to be helpful for
treating bulimia.

456

60.3

38.9

16. Biological differences (such as genes
and chemicals in our brains) have nothing to
do with bulimia.

454

26.1

72.6

18. Bulimia doesnt affect women over the
age of 25.

455

4.8

94.2

42. Bulimia will be cured if people are
treated for low self-esteem, depression and
anxiety.

458

73.9

25.6

Note. Correct answers are in bold
Total knowledge score. To calculate a total knowledge score, respondents
were assigned one mark each time they answered a question correctly to obtain a
total score out of a maximum of nine. The frequency of each score is presented in
the Table 17. There were varied levels of knowledge about bulimia in this sample.
The mean score was 5.53 (SD= 1.31). Overall, 78 % of participants obtained a
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score of five or above. 21.5% obtained a score of seven or above. Therefore, as
predicted, deficits in knowledge about bulimia exist in adolescents.

Table 17
Frequency of Total Scores on the Knowledge about Bulimia Scale
Score

n

%

1

0

-

2

8

1.7

3

21

4.6

4

58

12.6

5

127

27.6

6

133

28.9

7

73

15.9

8

24

5.2

9

2

.4

Missing

14

3
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Discussion
The aim of this study was to examine the properties of the Stigmatising
Attitudes and Beliefs towards Bulimia Nervosa scale in adolescents. A further
aim was to explore the nature of stigmatising beliefs that were endorsed by
adolescents, as well as their knowledge about bulimia. The first prediction that
that the stigmatising beliefs identified in adolescents would pertain to: the belief
that individuals are to blame for their illness; that bulimia is caused by vanity or
attention seeking; that bulimia is not serious or severe; that people have less trust
in people with bulimia, and, that some aspects of bulimia may be perceived as
desirable, was supported by the findings of this study. The sub-scales of the SABBN included: Blame and Vanity, Trust and Social distancing, Degree of
Severity and Perception of Desirability. These will be discussed in more detail
shortly.
The second hypothesis that negative attitudes towards people with bulimia
will be present in the sample of adolescent males and females was supported by
the results of this study as 11% of participants endorsed the sub-scale Blame and
Vanity, and possibly close to half of participants endorsed this belief once social
desirable responding is taken into account. Furthermore, approximately 3% of
participants endorsed the sub-scale Trust and Social Distancing, and possibly
22% of participants endorse this belief once social desirable responding is taken
into account. Finally approximately 5% of participants endorsed the stigma subscale Degree of Severity, and possibly 13% of participants endorsed this belief
once social desirable responding is taken into account. The third hypothesis that
predicted that deficits in knowledge about the nature and treatment of bulimia will
be found in the sample of adolescent males and females was also supported by the
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results of this study. Participants lacked knowledge about appropriate treatment
options for people with bulimia as they endorsed alternative therapies and
lifestyle changes, and were less aware of the use of medication for treating the
disorder.
Stigmatising beliefs. A number of stigmatising beliefs were endorsed by
adolescents. The most highly rating was Blame and Vanity, with 11% (and
possibly up to 47%) of participants endorsing this stigma sub-scale. This sub-scale
contained items such as: that people are to blame for their disorder, that people
who have this disorder are attention seeking, people with this disorder are hung
up on their looks, or have control over the disorder and should recover by
pulling themselves together and getting over it. These findings support past
research that has indicated similar perceptions in community, and college student
samples (Crisp, 2005; Katterman & Klump, 2010; Roehrig & McLean, 2010) as
well as medical staff (Fleming & Szmukler, 1992). Stigma towards people with
eating disorders appears to be more blame-based compared to other mental and
medical illnesses. Stewart et al. (2006) found that participants believed that the
anorexic target was rated better able to pull themselves together if they wanted
to, was more to blame for their condition and was acting this way for attention
compared to schizophrenia and asthma. Furthermore, although people with eating
disorders tended to be seen as more to blame for their illness than in other mental
illness, this has been shown to be particularly the case for bulimia compared to
anorexia (Wingfield et al., 2011). This research highlights the role of blame-based
stigma as a pertinent issue for people with bulimia.
The next most highly endorsed stigma sub-scale was Trust and Social
Distancing, which was endorsed by 3% (and possibly up to 22%) of participants
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and encompassed items regarding: lack of reliability with people who have
bulimia, unwillingness to form close relationships with someone with bulimia and
a lack of trust in a person with the disorder. This supports previous research which
found people were more likely to reject someone with an eating disorder as a
friend or intimate dating partner (Mond et al., 2006; Smith et al., 1986).
Furthermore, previous research has found that participants anticipated more
discomfort when interacting with a person with anorexia compared to someone
with a medical condition or depression (but not schizophrenia) (Stewart et al.,
2006; Stewart et al., 2008). Furthermore, Crisp (2005) found that 33% of people
in the community believed people with an eating disorder would be hard to talk
to and feel different from us which they suggested would indicate people would
have difficulty communicating and empathising with people with eating disorder.
Since communication is essential in understanding someones experience, these
beliefs may further perpetuate negative beliefs about people with these illnesses.
Thus, this research demonstrates for the first time that social distancing,
discomfort and reduced trust directed at people with bulimia is present in
Australian adolescents.
There was evidence in this study that participants minimised the severity
of bulimia, as 5% (and possibly up to 13%) of adolescents endorsed the sub-scale
Degree of Severity. This included items that indicated that bulimia (including
vomiting, laxative use and fasting) is not a serious problem. Previous research
has revealed some ambivalence regarding the perceived severity of eating
disorders. Research has reported that members of the community believe eating
disorders are distressing conditions worthy of feelings of sympathy and pity
(Chiodo et al., 1984; Mond et al., 2004c). However, a number of studies have
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found that a sizable proportion of participants report that it might not be too bad
to have this disorder (Mond et al., 2004c; Roehrig & McLean, 2010). Mond et al.
(2004c) suggested that because participants endorsed both that bulimia is a
distressing condition and that it might not be too bad to have the disorder, this
may reflect an underlying ambivalence about the severity of eating disorders.
Crisp (2005) found that 35% of people believed that someone with an eating
disorder could pull themselves together, thus, suggesting that not only are the
symptoms under the control of the person, but they are relatively easy to
overcome. Crisp (2005) goes as far as to suggest the very term eating disorder
trivialises both bulimia and anorexia. By describing the disorders by one of their
characteristics, Crisp (2005) states this is likened to labelling pulmonary
tuberculosis a cough, thus, instantly minimising the disorders severity. Based
on the findings of this study, this ambivalence regarding the perceived severity of
bulimia appears to be present to some extent in Australian adolescents.
Ratings of the stigma sub-scale Perception of Desirability by adolescents
were low compared to other components of stigma in this research. Only 1% (and
possibly up to 5% after socially desirable responding is taken into account) of
adolescents in this study endorsed this component of stigma towards bulimia
which included elements such as bulimia is a good way of balancing eating and
dieting and bulimia is a lifestyle choice. Previous research had suggested that
people may perceive people with bulimia as having desirable traits and endorse
positive stereotypes such as people with eating disorders are perfectionists,
outgoing, sociable, neat, fashionable and strong willed (Branch & Eurman, 1980;
Katterman & Klump, 2010).
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In summary, based on the findings it appears that blame-based stigma and
social distancing are the most prominent types of negative attitudes toward people
with bulimia in adolescents. The finding that there is stigma about bulimia in
adolescents is concerning. The experience of stigma associated with mental illness
is reportedly almost as detrimental as the mental illness itself. The individual who
is a target of self, perceived or direct stigma can suffer an array of negative
consequences such as shame, lower self-esteem, social isolation, and lower life
satisfaction (Barney et al., 2006). This finding is also concerning because stigma
can interfere with appropriate treatment seeking and engagement in treatment
(Barney et al., 2006; Dinos et al., 2004; Hepworth & Paxton, 2007).
Knowledge about bulimia. This investigation revealed that there are
deficits in knowledge about appropriate treatment for bulimia in Australian
adolescents. Encouragingly, the majority of participants recognised the
helpfulness of specialist mental health practitioners such as psychologists and
psychiatrists in the treatment of bulimia. This is also encouraging considering an
earlier study by Smith et al. (1986) reported that adolescents and college students
may be sceptical or unaware of the helpfulness of mental health professionals.
Also, another study found that a community sample of women would see a GP,
dietitian or counsellor over a psychologist or psychiatrist (Mond et al., 2004a).
Although participants were aware of the role of psychologists and
psychiatrists in the treatment of bulimia, some ineffective treatment options were
endorsed by adolescents and this may explain to some extent why 77% of people
with bulimia do not seek appropriate treatment (Hepworth & Paxton, 2007). Close
to half of the sample endorsed alternative treatments as helpful for treating
bulimia. Alternative therapies have been mistakenly endorsed as helpful in
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previous research (Mond et al., 2010; Mond et al., 2008; Mond et al., 2004a) and
it appears it is a common misconception across different populations. Considering
there is no evidence for alternative therapies (Paxton & Hay, 2009), this is
concerning as it may be costly and delay timely and appropriate treatment
seeking.
Furthermore, the majority of participants supported the notion that getting
out and about more or finding new hobbies are helpful for treating bulimia.
Although doing so may be a helpful adjunct to evidenced-based treatment, these
are not effective treatment options in isolation (Paxton & Hay, 2009). This was
similar to previous research that also found participants endorsed getting out
more, hobbies and purely information about nutrition as effective treatment
options (Hunt & Rothman, 2007; Mond et al., 2010; Mond et al., 2008; Mond et
al., 2004a). Therefore the mistaken belief that simple lifestyle changes or
education are effective in treating bulimia is evident across the community.
This finding may also link to the identified stigmatising belief that people
with bulimia are to blame for their illness or that the illness is not that severe. The
suggestion that getting out more is sufficient to get over the illness is incorrect.
This belief could potentially demonstrate a lack of awareness of the severity of
bulimia, blame-based stigma, and a lack of knowledge regarding the necessity of
specialist treatment.
Although it is encouraging that most of the participants identified
psychologists and psychiatrists as helpful for the treatment of bulimia, they may
overlook the need to find someone who can offer treatment specifically for eating
disorders as the majority of participants reported that bulimia will be cured if
people are treated for low self-esteem, depression and anxiety. This suggests a
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lack of appreciation of bulimia as a serious mental illness in its own right,
requiring specific treatment, separate from anxiety and mood disorders. This is
similar to previous research which found that men, women and people with
bulimic symptoms frequently describe the symptoms of bulimia as a problem of
low self-esteem, as opposed to an eating disorder (Mond & Arrighi, 2011; Mond
et al., 2010; Mond et al., 2008). Therefore, it appears that a substantial portion of
the community, including adolescents, may mistake bulimia for low self-esteem
or another mental illness and not an eating disorder. Furthermore, difficulties with
problem recognition, and mistaking eating disorders as high prevalence mental
health disorders such as anxiety and depression has been previously identified as a
barrier to timely and appropriate help seeking (Hepworth & Paxton, 2007).
Therefore, this specific deficit in knowledge would have implications for
accessing specific treatment for the disorder and act as a barrier to appropriate
treatment seeking.
Over one quarter of respondents were unaware of the role of biology in
bulimia and reported that genes or biochemistry had nothing to do with bulimia.
Previous research has also shown deficits in participants knowledge of the role of
biology in the development of bulimia (Hunt & Rothman, 2007; Mond et al.,
2004b). This could be problematic for a number of reasons. Firstly, it might link
to the stigmatising belief that bulimia is controllable and that people with the
disorder are to blame for the condition. An investigation by Crisafulli et al. (2008)
found that participants who were exposed to a biological explanation of anorexia
were likely to blame the individual less for the development of the disorder,
compared to participants who were provided with a socio-cultural explanation.
Thus, a biological explanation of an eating disorder may reduce the blame-based
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stigma directed at people with bulimia, and if people are less aware of the role of
biology in the aetiology of bulimia, they may hold more stigmatising attitudes.
The lack of knowledge of the biological basis of the bulimia may also be
linked to a lack of awareness that medication is a helpful adjunct to psychotherapy
for bulimia. As revealed in this study, 39% of participants did not believe
medication would be helpful for the treatment of bulimia, contrary to current
treatment guidelines which recommend anti-depressant medication (Hay,
Bacaltchuk, et al., 2009). Previous research has similarly reported that participants
were less likely to endorse medication in the treatment of bulimia, and more likely
to vitamins and minerals for treatment of the disorder (Mond et al., 2010; Mond et
al., 2008; Mond et al., 2004a). Therefore, this is a consistent finding across
different populations. Thus, perhaps more knowledge about the biological cause
of the disorder may reduce blame-based stigma, but also encourage appropriate
treatment.
About half of participants correctly identified that the treatment of bulimia
does not on average cause weight gain, and that it often results in weight
stabilisation (Banasiak et al., 2005). This has not been examined in previous
research but fear of weight gain has been identified as a potential barrier to
treatment seeking (Hepworth & Paxton, 2007; Serpell & Treasure, 2002).
Furthermore, the great majority of adolescents correctly rejected the statement that
bulimia does not affect women over the age of 25. Although bulimia typically
develops in adolescence, it can occur across the age span (Fairburn et al., 2000).
This is promising as it means adolescents may be more open to considering that a
person over this age may have bulimia, thus allowing for more accurate problem
recognition. Finally a large number of respondents appear to be aware that shame
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is a large barrier to treatment seeking in this population, however, just being
aware of shame does not mean adolescents are abandoning their negative beliefs,
and further action it required to reduce the negative beliefs held by adolescents
about bulimia.
Summary and conclusion. The research presented in this chapter has a
range of practical implications. Furthermore this research has a number of
strengths and limitations. These will be explored in the General Discussion of this
thesis (Chapter Eleven).
A measure of stigmatising attitudes was developed in this study that will
allow future research to more consistently and objectively measure stigmatising
attitudes towards bulimia in adolescents. This study also reported the novel
finding that a number of aspects of stigmatising beliefs about bulimia present in
Australian adolescents including: blame, vanity and controllability; trust,
interpersonal discomfort and social distancing; and to some degree underestimating the severity of the disorder and potentially perceiving some aspects of
the disorder as desirable. Interestingly, deficits in knowledge regarding
appropriate treatment for bulimia were identified in this study. As stigmatising
beliefs and lack of knowledge have been identified as major barriers to treatment
seeking for bulimia (Hepworth & Paxton, 2007), strategies to reduce these
negative beliefs and deficits in knowledge are imperative.
It would be useful to investigate the impact of individual characteristics on
ratings of stigma and knowledge about bulimia in adolescents as previous
research has shown differences in stigma and knowledge based on individual
characteristics. This will be examined in Chapter Eight. Further considerations for
future research will be explored in the General Discussion.
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Chapter Eight: Individual Differences in Stigmatising Beliefs and Knowledge
Chapter Seven identified a number of stigmatising beliefs and deficits in
knowledge about bulimia in Australian adolescents aged 14-18 years old. There is
evidence to suggest that individual characteristics can influence ones likelihood
to stigmatise people with bulimia, as well as knowledge about bulimia. Several
studies have reported that women were more likely than men to have a better
understanding of the eating disorders (Darby et al., 2012; Furnham & Davidson,
2012; Hunt & Rothman, 2007; Lee, 1997; Murray et al., 1990; Smith et al., 1986).
Studies with adolescents have also reported gender differences in knowledge, with
females being better able to identify bulimia than males (Rousseau et al., 2012;
Smith et al., 1986). Furthermore, age differences in knowledge and stigmatising
beliefs have been reported in the literature. In adolescents, two studies found that
the younger adolescents in the sample had more accurate knowledge about
bulimia in terms of characteristics of the disorder (Smith et al., 1986) and
prevalence (Mond & Marks, 2007). In regards to stigma, Crisp (2005) found that
sixteen to nineteen year olds were three to four times more likely to rate people
with an eating disorder negatively compared to other age groups. Further
investigation is required to delineate gender and age differences in current
Australian adolescents in regards to knowledge and stigmatising attitudes towards
people with bulimia.
Differences in knowledge and stigmatising beliefs about eating disorders
have been reported to vary based on socio-economic status (SES) of the
individual. Better knowledge and lower stigmatising beliefs towards eating
disorders have been associated with higher SES (Crisp, 2005; Darby et al., 2012).
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Further investigation is required to determine if these differences based on SES
apply to adolescents knowledge and attitudes towards bulimia specifically.
There is limited research regarding the effect of eating disorder pathology
and familiarity with bulimia on respondents attitudes and knowledge about the
disorder. Research into attitudes towards people with anorexia has found that
personal experience with the disorder, knowing someone with the disorder, or
more knowledge about the disorder was associated with lower ratings of
stigmatising beliefs (Fleming & Szmukler, 1992; Holliday, Wall, Treasure, &
Weinman, 2005; Stewart et al., 2008). The effect of familiarity with, knowledge
about and the respondents own eating disorder pathology on attitudes towards
people with bulimia is poorly understood and requires further investigation.
In summary, there is evidence in the literature to suggest that there are
differences in knowledge and stigmatising beliefs based on gender, age, SES,
familiarity with bulimia and the individuals bulimic symptoms. It is important to
clarify the pattern of these differences so that interventions can be tailored based
on receiver characteristics and be targeted to the appropriate audience.
Aims
The aim of research described in this chapter was to investigate how
characteristics of the individual including gender, age, SES, psychological
distress, body satisfaction, bulimic symptoms, and familiarity with bulimia, relate
to the knowledge and attitudes they hold towards people with bulimia.
Hypotheses
It was predicted that:
1. Males would have more stigmatising beliefs about people with bulimia
than females;
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2. Older participants would have more stigmatising attitudes than younger
participants;
3. Lower SES would be associated with greater stigmatising beliefs;
4. Participants who are more familiar with bulimia would have less
stigmatising beliefs;
5. Participants with greater body dissatisfaction or bulimic symptoms would
have less stigmatising beliefs;
6. Males would have less knowledge about bulimia than females;
7. Older adolescents would have more knowledge about bulimia;
8. Lower SES would be associated with less knowledge about bulimia;
9. Participants who are more familiar with bulimia would have greater
knowledge about the disorder;
10. Participants with greater body dissatisfaction or bulimic symptoms would
have more knowledge about bulimia; and,
11. Adolescents who have greater knowledge about bulimia, would have
lower stigmatising beliefs about the disorder.
Method
Participants. Participants were 460 high school students aged 14-18
years, as described in Chapter Five.
Assessment instruments. Participants completed the following
demographic and bulimic symptom measures (as described in more detail Chapter
Five):
A demographic questionnaire;
A modified version of the Level of Familiarity Questionnaire (Holmes et
al., 1999);
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The Stigmatising Attitudes and Beliefs towards Bulimia Nervosa scale;
The Knowledge about Bulimia scale;
Kesslers ten-item measure of general psychological distress (K10)
(Kessler et al., 2002);
The Body Appreciation Scale (BAS) (Avalos et al., 2005);
The Body Dissatisfaction subscale of the EDI-II (Garner, 1991), for
females only;
An adapted version of the Body Dissatisfaction subscale of the EDI-II
(Garner, 1991; Hallsworth et al., 2005), for males only;
The Strategies to Increase Body Size and the Strategies to Increase
Muscular Size scales of the Body Change Inventory (BCI) (Ricciardelli &
McCabe, 2002), for males only;
The Extreme Weight Loss Behaviours Scale (EWLB) (Banasiak et al.,
2001; Paxton et al., 1991); and,
The Bulimia subscale of the EDI-II (Garner, 1991).
To calculate a measure of SES, participants postcodes were assigned a
percentile ranking based on the Australian Bureau of Statistics (ABS, 2013) Index
of Relative Socio-economic Advantage and Disadvantage. This measure
summarises information about the economic and social conditions of people and
households within an area, including both relative advantage and disadvantage
measures. Factors that are taken into account when developing this rating
included: educational attainment, employment, income, job type, disability, rent
or cost of mortgage repayments, home and car ownership, and internet
connection.
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Procedure. Participants completed a questionnaire containing the
aforementioned scales in a 40 minute classroom session as described in Chapter
Five.
Data analysis. A series of independent t-tests were conducted to
determine whether males had higher stigmatising attitudes and less knowledge
about bulimia than females. All t-tests met the assumption of equal variance and
the untransformed variables were used in all cases to calculate effect sizes.
Bivariate correlations were used to examine the relationship between the
participants performance on both the stigma sub-scales and knowledge scale in
relation to characteristics of the individual such as: age, SES, psychological
distress, body dissatisfaction, bulimic symptoms, and familiarity with bulimia.
The relationship between the stigma sub-scales and the knowledge scale was also
investigated utilising bivariate correlations.
Results
Tests of assumptions. The stigma sub-scales, the knowledge scale,
demographic variables, familiarity with bulimia and measures of bulimic
symptoms were screened for normality using z-scores of the skewness and
kurtosis levels with values above 3.3 considered a violation (Tabachnick & Fidell,
2013). The scales which violated normality were transformed to achieve a
satisfactory distribution for parametric analyses. Stigma sub-scale one Perception
of Desirability and stigma sub-scale two Degree of Severity violated
assumptions of normality. They were both transformed using log transformations.
The Extreme Weight Loss Behaviours Scale violated assumptions of normality
and was not able to be transformed. Consequently, Spearmans Rho was used for
bivariate correlations. Both scales of the BCI: Strategies to Change Body Size and

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

135

Strategies to Increase Muscle Size violated assumptions of normality and were
transformed using square root transformations. The Body Appreciation Scale
violated normality and was transformed using a reflected square root
transformation. The Familiarity with Bulimia scale violated normality and was
transformed using a log transformation. The Bulimia sub-scale violated normality
and was transformed using an inverse transformation, as was the K10. All other
scales met the assumptions of normality.
Stigmatising attitudes towards people with bulimia and individual
differences. The relationship between stigmatising attitudes and gender, age,
SES, familiarity and bulimic symptoms was investigated.
Gender and stigmatising attitudes. The results of the independent t-tests
are presented in the Table 18. Consistent with the hypotheses, there was a
significant difference between groups, with males on average displaying higher
levels of stigmatising beliefs for all four stigma sub-scales compared to females.
A large effect size was reported for the stigma sub-scales Trust and Social
Distancing and Blame and Vanity.
Table 18
Independent Sample T-Tests comparing Males and Females on Stigma Sub-Scales
Males

Females

Scale

M

SD

M

SD

DF

t

p

d

1 Desirability

1.97

.76

1.71

.59

446

4.00

< .01

.38

2 Severity

2.15

1.05

1.94

.94

444

2.21

<.05

.21

3 Trust

2.60

.92

2.29

.80

441

3.70

< .01

.98

4 Blame

3.16

.81

2.96

.77

445

2.60

< .01

1.09
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Correlates between stigma and age. As predicted, there was a weak,
positive correlation between participant age and endorsement of the stigma subscale Perception of Desirability (r = .13, p < .01). Thus, as age increased, level
of endorsement of the desirability of bulimia increased. There were no other
significant relationships between the stigma sub-scales and age.
Socio-economic status and stigma. To determine if people from lower
SES had higher stigmatising beliefs, the relationship between the four stigma subscales and SES was investigated using Spearmans correlation coefficient.
Consistent with the hypothesis, there was a weak, negative correlation between
participant SES and endorsement of the stigma sub-scale Perception of
Desirability, (r = -.08, p < .05) and Degree of Severity, (r = -.12, p < .01).
Thus, as SES decreased, level of endorsement of the desirability of bulimia and
underestimating the severity of bulimia increased. There was no significant
relationship between SES and Trust and Social Distancing and Blame and
Vanity.
Correlates between stigma and familiarity. Consistent with the prediction
that people who are more familiar with bulimia would have less stigmatising
beliefs about the disorder, there was a weak, negative correlation between
participants familiarity with bulimia and their level of endorsement of the stigma
scales Perception of Desirability (r = -.11, p < .05) and Blame and Vanity (r =
-.17, p < .01). Therefore, as familiarity with bulimia increased, endorsement of
these stigmatising attitudes decreased. There was no significant relationship
between the other stigma sub-scales and familiarity.
Correlates between bulimic symptoms and stigma sub-scales. Pearson
product-moment correlation between the stigma sub-scales and psychological
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distress (K10), the Body Appreciation Scale, the Body Dissatisfaction scales, the
Body Change Strategies scales, the Extreme Weight Loss Behaviours scale and
the Bulimia scale, body dissatisfaction, body change strategies, extreme weight
loss behaviours are presented in Table 19. There was a weak, positive correlation
between psychological distress and Trust and Social Distancing, and
psychological distress and Blame and Vanity. Therefore, contrary to what was
predicted, individuals who had higher levels of psychological distress, tended to
report higher levels of distrust and blame. There was a weak positive correlation
between the Body Appreciation Scale and Degree of Severity, and a negative
weak correlation between the Body Appreciation Scale and Trust and Social
Distancing, and the Body Appreciation Scale and Blame and Vanity. People
who endorsed higher levels of body satisfaction, tended to rate Blame and
Vanity and Trust and Social Distancing as lower, which did not support the
hypothesis that predicted that participants with greater body dissatisfaction would
have lower stigmatising beliefs.
There was a weak, positive correlation between Body Dissatisfaction in
females and Perception of Desirability. Therefore females with greater body
dissatisfaction, were more likely to endorsed that bulimia was desirable, which
did not support what was predicted.
There was a weak, positive correlation between Body Dissatisfaction in
males and Degree of Severity. Therefore males with greater body dissatisfaction
tended to downplay the severity of bulimia. There was a weak, positive
correlation between endorsement of Strategies to Increase Muscle Size in males,
and Perception of Desirability, and also with Blame and Vanity. Thus, males
who are more likely to engage in strategies to increase muscles size, are more
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likely to perceive bulimia as more desirable and people with the disorder more to
blame for the condition, which again did not support the hypothesis. There was a
weak positive correlation between Strategies to Increase Body Size and
endorsement of Trust and Social Distancing. Thus, males who were more likely
to engage in strategies to increase body size, tended to have more stigmatising
attitudes.
There was a weak positive correlation between the Extreme Weight Loss
Behaviours scale and Perception of Desirability and Degree of Severity.
Therefore people who tended to utilise extreme methods to control their weight,
endorsed the negative beliefs that the disorder was more desirable and underestimated the severity of the disorder. Furthermore, there was a weak, positive
correlation between higher scores on the Bulimia scale and Trust and Social
Distancing, suggesting that those with greater bulimic symptoms, endorsed
negative attitudes regarding trusting people with the disorder. Thus the hypothesis
that predicted that participants with greater body dissatisfaction or bulimic
symptoms would have less stigmatising beliefs, was not supported by the findings
in this chapter.

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

139

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

140

Knowledge about bulimia and individual differences. The relationship
between the Knowledge about Bulimia scale and gender, age, SES, familiarity
with bulimia and bulimic symptoms was investigated.
Gender and knowledge. An independent-samples t-test was conducted to
compare the responses on the Knowledge about Bulimia scale for males and
females. There was a significant difference between groups, with males on
average displaying higher levels of knowledge (M = 5.72, SD =1.31) than females
(M = 5.42, SD = 1.30; t (440) = 2.33, p < .05. d =.23). This was inconsistent with
the hypothesis that predicted that females would have greater knowledge about
bulimia.
Age and knowledge. The relationship between participant age and
knowledge about bulimia was investigated using Pearson product-moment
correlation coefficient. Contrary to the hypothesis, there was no significant
relationship between age and knowledge, r = .09.
Socio-economic status and knowledge. The relationship between SES and
knowledge was investigated using Spearmans Rho correlation coefficient.
Contrary to the hypothesis, there was no significant relationship between SES and
knowledge, r = .01.
Familiarity and knowledge. The relationship between familiarity with
bulimia and knowledge was investigated using Pearson product-moment
correlation coefficient. There was no significant relationship between familiarity
and knowledge, r = -.06. This did not support the prediction that participants who
were more familiar with bulimia, would have more knowledge about the disorder.
Correlates between knowledge and bulimic symptoms variables. The
relationship between knowledge, body satisfaction and eating disordered
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symptoms were investigated using Pearson product-moment correlation
coefficient. The correlation coefficients are presented in the following Table 20.
There was a weak, negative correlation between the Body Appreciation Scale and
the Knowledge about Bulimia scale. This suggests that lower body appreciation is
associated with higher knowledge of bulimia, which supported the hypothesis.
Contrary to what was predicted, there was also a weak, negative correlation
between the Extreme Weight Loss Behaviours scale and the Knowledge about
Bulimia scale, which suggests that participation in these types of behaviours is
associated with less knowledge about bulimia. There was a weak, negative
correlation between Strategies to Change Muscle Size and Knowledge about
Bulimia scale, so males who are more likely to engage in strategies to increase
muscle size, where more likely to have less knowledge about bulimia. This did
not support the hypothesis that people who were more likely to have eating
disorder symptoms, would have more knowledge about bulimia. Interestingly, in
contrast (and in support of the hypothesis), there was a weak positive correlation
between the Bulimia scale and the Knowledge about Bulimia scale, so greater
symptoms of bulimia are associated with greater knowledge about the disorder.
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Table 20
Correlations between Body Dissatisfaction and Eating Disordered Symptoms with
Knowledge
Measure

Knowledge

Distress

.06

Body appreciation

-.12**

Body dissatisfaction (females)

.04

Body dissatisfaction (male)

.00

BCI-Muscles

-.18*

BCI-Body size

-.12

Extreme weight lossa

-.13**

EDI: bulimia symptoms

.14**

a= Spearmans rho utilised; * = p< .05; ** = p < .01
Partial correlation. Due to the unexpected finding that males had more
knowledge than females, a partial correlation was conducted to determine whether
after controlling for participants SES if there was still a relationship between
knowledge and gender. There was a weak, negative partial correlation between
knowledge about bulimia and participants gender, controlling for SES, r = -.11, n
= 451, p = .01, with male gender being associated with greater knowledge about
bulimia. An inspection of the zero order correlation (r = -.11) suggested that
controlling for SES had very little effect on the strength of the relationship
between the two variables.
Correlates between knowledge and stigma. The relationship between
the stigma sub-scales and Knowledge about Bulimia scale was investigated using
Pearson product-moment correlation coefficient. The correlation coefficients are
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presented in Table 21. In support of what was predicted, there was a significant
weak, negative correlation between several of the stigma sub-scales and
knowledge. That is, as knowledge increased, ratings of the stigma sub-scales
Perception of Desirability, Trust and Social Distancing, and Blame and
Vanity, decreased.
Table 21
Correlations between Stigma and Knowledge
Stigma

Knowledge

1. Desirability

-.14*

2. Severity

-.05

3. Trust

-.13*

4. Blame

-.10*

* = p< .05; ** = p < .01
Discussion
The aim of research described in this chapter was to investigate how
characteristics of the individual including gender, age, SES, psychological
distress, body satisfaction, bulimic symptoms, and familiarity with bulimia, relate
to the knowledge and attitudes they hold towards people with bulimia.
As predicted, males tended to endorse more stigmatising beliefs than
females, older age was associated to some degree with greater negative attitudes,
lower SES was associated with higher ratings of stigma, and greater familiarity
with bulimia was associated with lower ratings of stigma.
Contrary to what was predicted, males were found to have more
knowledge about bulimia. The prediction that older participants, people from
higher SES and people who were more familiar with bulimia would have greater
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knowledge about bulimia was not supported by the study findings. There was
mixed support for the prediction that people with greater body dissatisfaction or
bulimic symptoms would have more knowledge about bulimia. Promisingly,
consistent with what was predicted, adolescents who had greater knowledge about
bulimia had lower stigmatising beliefs.
Individual differences in stigmatising beliefs. The predication that males
will have more stigmatising beliefs about bulimia than females was supported by
the results of this study. This finding supports previous research which has also
found gender differences in endorsement of stigmatising beliefs. Previous studies
have reported that men were more likely to hold stigmatising beliefs such as
under-estimating the severity of the disorder (Wingfield et al., 2011), lacking
sympathy (Mond & Arrighi, 2011), or discriminating in terms of friendship or
romantic partners (Smith et al., 1986). Furthermore, this supports research on
stigma towards mental illness (schizophrenia) and substance abuse which found
women conveyed greater pity and attributed less blame for the illness than men
(Corrigan & Watson, 2007). These differences may be because woman may
perceive eating disorders as more relevant to themselves than men, and
consequently have more empathy for people with bulimia. Empathic people are
less likely to endorse a stigmatising attitude towards a group (Batson, Chang, Orr,
& Rowland, 2002). Furthermore, as women are more likely to experience genderbased stigma, they may be more sensitive to the negative effects of stigma
(Keough & Garcia, 2000), and therefore less likely to endorse stigmatising beliefs
and discriminate against others. The higher levels of stigmatising beliefs in males
may be problematic because if males have negative beliefs about the disorder,
they may be unlikely to seek treatment for the disorder. Furthermore, males make
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up an important part of the peer group environment for females. Females are
likely to be sensitive to what their male counterparts think thus if males have these
more negative attitudes, then this might inhibit treatment seeking in females as
they may be directly or indirectly discouraged (Rousseau et al., 2012; Smith et al.,
1986) .
The prediction that older participants would have more stigmatising
attitudes than younger adolescents was partially supported by the results of this
study. As age increased, there was an increase in endorsement of the belief that
bulimia was desirable. Previous research by Crisp (2005) found that sixteen to
nineteen year olds were three to four times more likely to rate people with an
eating disorder negatively compared to other age groups, but there has been no
research to date comparing stigmatising attitudes within younger populations. The
finding of this study may suggest that older participants within this age group
might be more willing to consider for themselves some of the extreme weightcontrol strategies associated with bulimia due to increased pressure to be thin.
The prediction that lower SES will be associated with greater stigmatising
beliefs was partially supported. Lower SES was associated with higher
endorsement of the Perception of Desirability and the Underestimation of
Severity sub-scales. This finding is similar to previous research by Crisp (2005)
who observed that people who had routine/manual occupations, low income and
lower formal education (which are components of SES) were twice as likely to
rate people with eating disorders extremely negatively compared to people with
professional jobs, higher income and higher educational attainment. Furthermore,
Corrigan and Watson (2007) found that in regards to stigma towards people with
schizophrenia and substance use disorders, people with higher education were less
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likely to hold stigmatising beliefs and attitudes. Considering an aspect of
determining SES is education, it is possible that educational attainment could
contribute to lower stigmatising beliefs in people from higher SES groups.
Education is similar to familiarity, specifically, people who completed more years
of education are likely to have more knowledge about and/or experience with
psychiatric disorders which, in turn, leads to less endorsement of stigma (Holmes
et al., 1999).
The hypothesis that participants who are more familiar with bulimia will
have less stigmatising beliefs was supported by the findings of this study. More
specifically, higher levels of familiarity were associated with lower ratings of the
stigma sub-scales Perception of Desirability and Blame and Vanity. This is in
line with previous research. Crisp (2005) found that members of the community
who knew someone with an eating disorder or had or had had an eating disorder,
had less negative attitudes about people with eating disorders than people who did
not. Stewart et al. (2008) found experience with knowing someone with anorexia
was associated with lower ratings of predicted interpersonal discomfort and
Fleming and Szmukler (1992) found participants level of knowledge about
anorexia was negatively correlated with the belief that the individual was
responsible for causing their illness. Previous research examining attitudes
towards people with schizophrenia have found that familiarity with mental illness
is also associated with less negative attitudes towards schizophrenia (Corrigan,
Edwards, Green, Diwan, & Penn, 2001; Corrigan, Green, Lundin, Kubiak, &
Penn, 2001).
People who are more familiar with bulimia, are likely to have had
education about the disorder, contact with someone with the disorder, or
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experienced it themselves. Therefore, they may be more privy to the undesirable
aspects of the disorder (such as the physical and psychological symptoms), and
the fact that people are not vain or to blame for this disorder. Thus, this education
or contact may result in a reduction in stigmatising beliefs. If this is the case, these
findings provide support for interventions that mimic familiarity such as education
and contact interventions, which have also been shown to be helpful in reducing
stigma in other contexts (Corrigan, River, et al., 2001).
The prediction that participants with greater body dissatisfaction or
bulimic symptoms will have less stigmatising beliefs was not fully supported by
the results of this study. Generally, it appeared that higher levels of body
dissatisfaction or bulimic symptoms, were associated with greater stigmatising
beliefs. In particular, females with greater body dissatisfaction were more likely to
have endorsed that bulimia was desirable and males with greater body
dissatisfaction or greater tendency to engage in strategies to change muscle size,
tended to downplay the severity of bulimia or perceive bulimia as more desirable,
respectively. Also, people who tended to utilise extreme methods to control their
weight, endorsed the negative beliefs that the disorder was more desirable and
under-estimated the severity of the disorder. Interestingly, although stigma subscales one (Perception of Desirability) and two (Degree of Severity) were more
highly endorsed by females with greater body dissatisfaction or males with greater
body dissatisfaction or tendency to engage in strategies to change muscle size and
people who engage in extreme methods to control their weight, they did not
however endorse stigma sub-scales three (Trust and Social Distancing) and four
(Blame and Vanity) (with the exception of people who endorsed strategies to
increase muscles). This indicates that it is a specific component of stigmatising
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beliefs that is endorsed by people with greater body dissatisfaction or body change
symptoms that may allow them to align their beliefs in such a way that allows
them to contemplate or participate in the behaviours e.g. by believing they are
desirable or not severe but does not go as far as creating social distance from
people that engage in these behaviours or blame them for their behaviours. This
is similar to the findings of Mond et al. (2008) who observed that 40% of
participants with bulimic type disorders thought that occasionally it might not be
too bad to have the disorder described in the vignette and were more likely to
perceive eating disordered behaviour as normative compared to a community
sample of women without bulimic symptoms. Considering these findings
together, it suggests that people who are at risk of developing or exhibit eating
disorder pathology, are more likely to endorse stigmatising beliefs (desirability
and lack of severity) that would inhibit treatment seeking. Therefore, people at
risk for bulimia could also be vulnerable based on their attitudes about the
disorder, and would be an appropriate target group for intervention to reduce
treatment-inhibiting stigma.
Finally, there was a weak, positive relationship between peoples own
bulimic symptoms and endorsement of the stigma sub-scale Trust and Social
Distancing. This finding may reflect individuals internalisation of stigmatising
beliefs or self-stigma. Self-stigma refers to the effects of being part of a
stigmatised group and turning the stigma on oneself (Corrigan & Watson, 2007).
Therefore, it appears that negative beliefs about people with bulimia may be
greater in people at-risk or with bulimic symptoms. Furthermore, these beliefs
could be contributing to negative self-views and shame, and also act as barriers to
treatment seeking.
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Individual differences in knowledge about bulimia. The prediction that
males will have less knowledge about people with bulimia than females was not
supported by the findings of this study. In contrast, females appeared to have less
knowledge about bulimia. Several studies have reported that women were more
likely than men to have a better understanding of the eating disorders (Darby et
al., 2012; Furnham & Davidson, 2012; Hunt & Rothman, 2007; Lee, 1997;
Murray et al., 1990; Smith et al., 1986). Studies with adolescents have also
reported gender differences in knowledge, with females being better able to
identify bulimia than males (Rousseau et al., 2012; Smith et al., 1986). Given
these findings are contrary to predictions, it is possible they are a result of a
methodological confound. In particular, overall males may have been drawn from
higher SES as a large proportion of the sample of boys were drawn from a
Catholic school and an elite private school in Melbourne, and this may have
influenced knowledge about bulimia, masking any gender effects on knowledge
as previous research has showed people from higher SES have more knowledge
about bulimia (Crisp, 2005). However, partial correlation analysis revealed that
the relationship between knowledge and male gender was not reduced when SES
was controlled for. Alternatively, this finding may reflect changes in school
curriculum, or a general improvement in knowledge about bulimia in males. It
may also have resulted from the nature of the questions asked about bulimia.
Notably, the questions asked about treatment rather than descriptive aspects of the
disorder. Perhaps if the knowledge questionnaire focused more on descriptive
aspects of the disorder, the males would not have performed as well.
The prediction that older participants would have more knowledge about
bulimia was not supported by the results of this study. Previous research regarding
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knowledge about bulimia in adolescents of different ages was not available.
Previous research found that high school students were better able to provide
definitions of bulimia than college students (Smith et al., 1986). It might be
plausible that older participants have had more exposure to opportunities to learn
about bulimia, thus have more knowledge about the disorder, but this was not
found in this study. This may be explained by the restricted age range of
participants recruited for this study.
The prediction that people from lower SES will have less knowledge about
bulimia was not supported by the results, as there were no differences in
knowledge about bulimia based on SES. No previous research was available
examining the effect of SES on knowledge about bulimia. However, previous
research by Darby et al. (2012) found that knowledge about anorexia was better in
females than males, particularly those with higher level of education, and residing
in metropolitan areas. In addition, they found that knowledge about anorexia was
poorer in males than females and those with higher social and health
disadvantage. It would be expected that people from lower SES would have lower
levels of educational attainment, thus have less opportunity to learn about bulimia.
Perhaps this study was unable to demonstrate any effect of SES on knowledge
about bulimia due to sample selection and the restricted range of SES. This could
be the target of future research.
The prediction that there would be a positive relationship between
familiarity with bulimia and knowledge about the disorder was not supported. It
was expected that because people who are more familiar with bulimia are more
likely to have known someone with the disorder or experienced it themselves,
they would have had the opportunity to know more about bulimia. The findings
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suggest that in late adolescence, there is still a gap between knowing someone
with the disorder and understanding the facts about the disorder and appropriate
treatment. This suggests that interventions to improve knowledge are still required
for people who are familiar with this disorder.
The prediction that participants with greater body dissatisfaction or
bulimia symptoms will have more knowledge was partially supported by the
findings of this study. Higher symptoms of bulimia were associated with greater
knowledge about the disorder. This may be because people with greater symptoms
are more alert to information in the community about bulimia. However, in
contrast, higher frequency of extreme weight loss behaviours were associated with
lower knowledge. Previous research examining knowledge about bulimia in a
community sample of women found few differences in knowledge between
women with bulimic-type disorder and women without (Mond et al., 2009). It is
not clear why these apparent contradictions exist and further research is required
to clarify these relationships.
The relationship between stigma and knowledge. The hypothesis that
adolescents, who have greater knowledge about bulimia, will have lower
stigmatising beliefs about the disorder was supported by the findings of the study.
Higher knowledge about bulimia was associated with lower levels of stigma in
regard to Perception of Desirability, Trust and Social Distancing, and Blame
and Vanity. This suggests that a greater understanding of the disorder is linked to
lower stigmatising attitudes. This could occur because adolescents who have more
factual knowledge about the disorder would understand that it is a serious mental
illness, with debilitating effects. Furthermore, they would be aware that it is not
about vanity or choice and that the individual with bulimia is not to to blame for
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their illness. This finding is consistent with studies which used an experimental
design to investigate the link between knowledge about eating disorders and
stigmatising beliefs. Crisafulli et al. (2008) and Crisafulli and Thompson-Brenner
(2010) found that when provided with a biological explanation for anorexia,
participants attributed less blame for the development of the disorder and
described the target as less vain.
This observed relationship between greater knowledge about bulimia and
lower stigmatising beliefs about the disorder is promising for educational
interventions designed to increase knowledge and reduce negative beliefs about
bulimia. The implications of this finding will be discussed in more detail in the
Chapter Eleven (General Discussion).
Summary and conclusion. The research presented in this chapter has a
range of practical implications. Furthermore this research has a number of
strengths and limitations. These will be explored in the General Discussion of this
thesis (Chapter Eleven). This study revealed relationships between participant
characteristics and attitudes towards people with bulimia. Namely, that males,
older participants, people from lower SES, and people with less familiarity with
bulimia had more stigmatising beliefs about people with bulimia. There was
mixed support for the prediction that people with greater body dissatisfaction or
bulimic symptoms would have more knowledge about bulimia. In terms of
knowledge about bulimia, males had greater knowledge compared to females, and
people with greater bulimic symptoms had greater knowledge about the disorder.
Furthermore, this chapter supported the hypothesis that greater knowledge about
bulimia is associated with lower stigmatising beliefs about people with the
disorder, which implicates educational interventions as a method to ameliorate
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these negative beliefs reported in adolescents. It would be useful to investigate the
impact of education messages designed to increase knowledge and reduce
negative beliefs about bulimia. This will be examined in Chapter Nine. Further
considerations for future research will be explored in the General Discussion.
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Chapter Nine: Evaluation of Health Messages
As identified in Chapter Eight, deficits in knowledge and negative beliefs
about people with bulimia exist in this sample of adolescents. These deficits
warrant the development of effective prevention campaigns to bring about change.
A number of studies have demonstrated that health promotion education messages
can be effective in reducing stigmatising attitudes and increase MHL in
depression and schizophrenia (Corrigan, River, et al., 2001; Griffiths et al., 2004;
Holmes et al., 1999; Jorm, Christensen, et al., 2006; Morrison & Teta, 1979; Penn
et al., 1999; Pinfold et al., 2003; Watson et al., 2004).
The Elaboration Likelihood Model (ELM) is a framework to assist in
devising effective health promotion messages to increase knowledge and alter
beliefs as described in Chapter Four. Previous research guided by this model has
demonstrated that the ELM is helpful in delineating effective message content and
individual differences that are related to the effectiveness of message
persuasiveness in dieting and body dissatisfaction prevention messages (Durkin et
al., 2005; Paxton et al., 2002). To date, no studies have investigated the potential
effectiveness of messages to change knowledge and beliefs about bulimia. The
ELM was used to inform the development of the health facts utilised in the
present study.
Aims
The aims of the research described in this chapter were: to examine the
properties of the message evaluation scale developed for this research and to
identify which health messages were most likely to be persuasive in changing
attitudes based on this measure.
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Hypotheses
It was hypothesised that there would be variability in the perceived
persuasiveness of nine health messages based on the Message Evaluation Scale.
Method
Participants. Participants were 460 high school students aged 14-18
years, as described previously in Chapter Five.
Assessment instruments. Participants completed the health Message
Evaluation Scale. The goal of this scale was to provide items on which
participants could evaluate a range of health facts about bulimia. Therefore, the
first step was to develop a range of possible health facts about bulimia. Nine
erroneous community beliefs statements were developed. These were followed
by a matching health fact that provided specific information designed to
counteract a stigmatising attitude or inaccurate belief that was presented in the
preceding community belief. These stigmatising beliefs were based on adult pilot
data by Paxton (2013) which identified a number of potentially stigmatising
beliefs in this population (which was described in Chapter Seven). Thus,
messages were designed to counteract these beliefs such as the tendency for
people to underestimate the severity of the disorder, or that people to blame for
the development of bulimia. Fore-runners of these messages were developed for
an honours thesis by Paxton and Rancie (Rancie, 2008). These messages were
further developed by the Australian Research Council grant team for a project
examining beliefs about bulimia in adults conducted by Paxton, Mond, Hay and
Rodgers. An example of an erroneous belief was Some people think that people
with bulimia are just trying to get attention and an example of a
counterstatement/public health message was Bulimia is a serious mental illness
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that has nothing to do with attention seeking. People with bulimia try to hide their
illness, rather than bring attention to it. The nine erroneous beliefs with
corresponding health fact are presented in Table 22.
To evaluate participant responses to the health facts the participants
responded to 12 items proposed to assess dimensions of persuasiveness suggested
by ELM including: novelty, comprehension, believability, likelihood of changing
attitudes for themselves and others, emotional reaction, and personal relevance.
Each item was rated on a five-point Likert scale ranging from not at all to
extremely, with higher scores indicating a more positive response. Examples of
items that assess the persuasiveness of the health fact are: How believable is the
information? and How likely is it that this information will change your
attitudes toward people with bulimia? These items are provided in Table 23. The
items were based on past research on evaluating persuasive messages and have
been successfully employed in adolescents by Durkin et al. (2005) and Paxton et
al. (2002) in identifying body image prevention intervention messages. This
evaluation scale was also further improved to be more specific to messages
designed to change beliefs about bulimia as part of an honours thesis (Rancie,
2008) and as part of a pilot with the ARC team mentioned previously. As this was
a new assessment instrument scale properties were not available from previous
studies but were examined in this research.
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Table 22
Erroneous Beliefs and Health Facts Presented to Participants
Community Belief

Health fact

1. Some people do not believe that
bulimia is a serious problem

1. Bulimia is a serious mental illness. It causes a great
deal of distress, poor quality of life, poor physical health
and requires treatment from a mental health
professional.

2. Some people think that the treatment
for bulimia causes weight gain

2. Treatment for bulimia does not cause weight gain.
Rather, stopping the cycle of binge eating and extreme
weight-control methods helps to stabilise eating patterns,
and in turn, body weight.

3. Some people think that people with
bulimia are just trying to get attention

3. Bulimia is a serious mental illness that has nothing to
do with attention seeking. People with bulimia try to
hide their illness, rather than bring attention to it.

4. Some people are unsure whether
medication prescribed by a doctor,
such as Prozac or Zoloft, is helpful for
treating bulimia.

4. When combined with psychological treatment,
medication prescribed by a doctor can be helpful for
treating bulimia, although medication on its own is not
likely to be helpful in the long term.

5. Some people think bulimia is an ok
way to control weight

5. Using bulimia to try to control weight is not
appropriate. In fact, bulimia causes difficulty in
controlling weight, and it does not lead to weight loss.
Bulimia is also very damaging to physical and mental
health.

6. Some people think that alternative
therapies, such as herbal medicine or
lifestyle changes such as finding some
new hobbies, can help treat bulimia

6. There is no evidence that alternative therapies or
lifestyle changes are helpful for treating bulimia,
although they may be beneficial in other areas of life.

7. Some people think that people with
bulimia bring it on themselves or
have only themselves to blame

7. Like people with other mental illnesses, people with
bulimia do not choose to be ill and they are not to blame
for their illness. Rather, social pressures cause people to
believe they are not worthwhile unless they look a
particular way and they then go to extreme lengths to
meet these expectations.

8. Some people think that bulimia is
caused by depression, anxiety or selfesteem problems and that fixing these
problems will therefore cure bulimia

8. Bulimia is a mental health problem in its own right,
different from depression, anxiety or low self-esteem.
Treating depression, anxiety or low self-esteem will not
cure bulimia. Rather, treatment needs to focus on the
thoughts and behaviours related to weight, shape and
eating, that underlie bulimia.

9. Some people believe that bulimia is
only a problem because people with
bulimia are obsessed with their looks
and weight, to the point of being vain.

9. Bulimia is a mental illness; it is not caused by vanity.
Some people are personally vulnerable to the very strong
social pressures (i.e. from media, friends) about the way
they should look. They are driven to use extreme ways
of controlling weight, which is how bulimia starts.
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Table 23
Twelve-Item Message Evaluation Scale Presented to Participants
Message evaluation scale
1) How new is this information to you?
2) How easy is it to understand this information?
3) How believable is this information?
4) How likely is it that this information will change the way you think about
bulimia?
5) How likely is it that this information will change the way other people think
about people who have bulimia?
6) How important do you think it is for the community to know this information?
7) How important is it for you to know this information?
8) How convincing do you find this information?
9) Does this information make you feel sympathetic toward people with bulimia?
10) Does this information make you feel more negative about people with
bulimia?
11) How likely is it that this information will change your attitudes towards
people with bulimia?
12) How likely is it that this information will change the attitudes of others
towards people with bulimia?
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Procedure. Participants completed a questionnaire containing the
aforementioned scale in a 40 minute classroom session as described in Chapter
Five.
Data analysis. Principal components analysis (PCA) was used to
determine if there were underlying components comprising the 12 items of the
Message Evaluation Scale. Each of the nine pattern matrices were inspected for
consistent components across the messages. To assess whether there were
differences between the persuasiveness of the nine health facts, a series of oneway repeated measures ANOVAs were conducted to compare the nine message
across each subscale identified by the PCA (Convincingness of the Message and
Likelihood of Changing Beliefs), and important single items (item one - Newness;
and item nine- Sympathy).
Results
Development and testing of the message evaluation scale. Prior to
performing the PCA, the suitability of the data for factor analysis was assessed.
Inspection of the pattern-matrix revealed the presence of many coefficients of .3
or above (Tabachnick & Fidell, 2013). The Kaiser-Meyer-Oklin (KMO) values
were .78, .77, .79, .77, .77, .83, .80, .82, and .80 for messages one-nine,
respectively. All KMO values exceeded the recommended value of .6 (Kaiser,
1974). Bartletts Test of Sphericity reached statistical significance for each
analysis, supporting the factorability of the correlation matrix.
Principal components analysis of the Message Evaluation Scale for
messages one, three, five, seven, and nine revealed the presence of two
components with eigenvalues exceeding one. For messages two, four, six and
eight, a three-component solution was supported by the presence of three
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eigenvalues exceeding one. Further inspection of the scree plots and the
completion of parallel analyses supported a two-factor solution in each of these
cases. Therefore, a two-factor solution was supported across all messages.
Following this, a forced two-factor solution was conducted that explained
52.84%, 50.94%, 54.29%, 59.94%, 51.91%, 53.73%, 56.61%, 54.82% and
55.16% of the variance of in messages one-nine respectively. The pattern-matrix
failed to converge for messages three and nine. Inspection of the two factor
solution across the nine messages revealed some consistency in the grouping of
items. However, several items did not contribute much to the explained variance
and decision-making around item removal was conducted to find a more
consistent two factor solution across all nine messages as described below.
Decision making in regard to removal for scale items. In pursuit of a
consistent two factor solution for each message, a number of steps were taken.
First, item one How new is this information to you and item 10 Does this
information make you feel more negative about people with bulimia were
removed as they contributed to very little of the explained variance across all of
the messages (communalities below .3). Removing items with low communalities
tends to increase the total variance explained by the scale, leading to a more
optimal solution (Tabachnick & Fidell, 2013).
Following this, another PCA with a forced two-factor solution was
conducted without items one and 10. Inspection of the communalities and patternmatrix revealed that across the nine messages item seven How important is it for
you to know this information contributed weakly to the explained variance and
loaded on both components in an inconsistent pattern. In pursuit of simple factor
structure, item seven was removed and another two-factor PCA was conducted.
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Inspection of the communalities and pattern-matrix resulting from these analyses
revealed that item nine Does this information make you feel more sympathetic
towards people with bulimia contributed only moderately compared to the other
items to the amount of variance explained. Furthermore, item nine loaded on both
factors inconsistently, often with little differences in the amount of loading (e.g.
loaded .57 and .53 on factors one and two, respectively on message three).
Consequently, item nine was removed and a final PCA was conducted.
Final structure of the message evaluation sub-scale. The final twocomponent solution explained between 64.20% and 68.42% of the variance across
all nine messages, and maintained a consistent structure across the message (see
Table 24). Component one contributed 19.94% - 46.23%, and component two
contributed 21.53% - 48.48% across the nine messages. For the final supported
model, four items were retained for component one, which was labelled
“Convincingness of the Message” (see Table 25). This component reflected the
extent to which the respondents rated a message as easy to understand and
believable, important for others to know and convincing. Four items were also
retained for component two, titled “Likelihood of Changing Beliefs” (see Table
26). This scale indicated the extent to which participants felt that the message was
likely to change the way themselves and others thought about, and their respective
attitudes towards, people with bulimia.
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Table 24
Final Version of the Message Evaluation Sub-Scales
Convincingness
2) How easy is it to understand this information?
3) How believable is this information?
6) How important do you think it is for the community to know this information?
8) How convincing do you find this information?
Likelihood to change beliefs
4) How likely is it that this information will change the way you think about
bulimia?
5) How likely is it that this information will change the way other people think
about people who have bulimia?
11) How likely is it that this information will change your attitudes towards
people with bulimia?
12) How likely is it that this information will change the attitudes of others
towards people with bulimia?
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Calculating the total of the message evaluation scales. To calculate a
total score for each of the message evaluation sub-scales participants
performance on each of the four items (a score of one not at all to five
extremely) within the Convincingness of the Message or Likelihood of
Changing Beliefs sub-scales were summed to achieve a total score out of 20 for
each scale. Higher scores indicated greater rating of convincingness and perceived
likelihood to change beliefs.
Internal consistency of message evaluation scales. Internal consistencies
of the final two, 4-item Message Evaluation sub-scales were examined using
Cronbachs coefficient alpha. Alpha coefficient values for each scale across the
nine messages were acceptable and are presented in Table 27.
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Table 27
Internal Consistency of the 4-item Convincingness of the Message Sub-Scale and
the 4-item Changing Beliefs Sub-Scale across Each Health Message as Measured
by Cronbach’s Alpha
Convincingness of the Message

Changing Beliefs

Message

N

N

1

450

.81

447

.79

2

449

.78

453

.83

3

451

.80

453

.82

4

450

.76

449

.84

5

450

.78

448

.81

6

451

.76

453

.86

7

452

.83

452

.82

8

446

.81

449

.85

9

450

.79

451

.82

Tests of assumptions. The Convincingness of the Message and
Likelihood of Changing Beliefs sub-scales for each of the nine health messages
were screened for normality using z-scores of the skewness and kurtosis levels
with values above 3.3 considered a violation (Tabachnick & Fidell, 2013). The
scales which violated normality were transformed to achieve a satisfactory
distribution for parametric analyses and will now be described. Across the nine
messages, the Convincingness of the Message sub-scale violated the
assumptions of normality. This sub-scale was transformed using a reflect and
square root transformation to meet the assumptions of normality. This was used in
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all preceding analyses. Tests of normality of participants responses to item one
(Newness) and nine (Sympathy) on the Message Evaluation Scale revealed that
participants violated assumption of normality for the item nine (Sympathy). These
items were not able to be transformed. There is evidence to support the robust
nature of parametric tests, even when not all the assumptions are met (Norman,
2010). As a consequence, parametric analyses were still conducted (repeated
measures ANOVA) on this item comparing the nine messages. Item one
(Newness) met the assumptions of normality. The Likelihood of Changing
Beliefs sub-scale met all the assumptions of normality, thus parametric analyses
were conducted.
Comparison of the persuasiveness of the nine health messages. To
identify whether there were any significant differences on the Convincingness of
the Message, and Likelihood of Changing Beliefs sub-scales, two separate
repeated measures analysis of variance (ANOVA) were conducted. The means
and standard deviations for the Convincingness of each message are presented in
Table 28. There was a significant effect for message, Wilks Lambda = .66, F (8,
412) =26.03, p < .0005, multivariate partial eta squared = .34.
The means and standard deviations for the Likelihood of Changing
Beliefs sub-scale for each message are presented in Table 29. There was a
significant effect for message, Wilks Lambda = .83, F (8, 417) = 10.79, p <
.0005, multivariate partial eta squared = .17. Therefore, as predicted, there were
significant differences between the messages on both the Message Evaluation subscales.
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To compare differences between each public health message on the
Convincingness of the Message and Likelihood of Changing Beliefs subscales, post hoc pairwise comparisons with a Bonferroni correction (.05/9 =<.01)
were performed. The results of this are presented in Table 29. In terms of
perceived convincingness of the messages, message one was the most highly
rated, followed by message five, three and seven, and nine. Message one was
rated significantly higher than nine; however, there were no other significant
differences within those top five messages in terms of convincingness.
Interestingly, the top five messages, were all significantly greater the sixth place
message (two). Suggesting a clear break in the way messages were rated.
Following this, messages two and eight were rated significantly higher than the
lowest rated messages, four and six. Message six was the lowest rated message
and was significantly lower than all other messages.
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Table 29
Mean Differences Between Messages One to Nine on the ‘Convincingness of the
Message’ Sub-Scale
Message 2

3

4

5

6

7

8

9

1

-.07

-.26*

-.06

-.36*

-.08

-.17*

-.09*

.11*

-.08*

.12*

-.18*

.10*

.01

.09*

-.18*

.01

-.29*

-.00

-.10*

-.02

.19*

-.11*

.18*

.09*

.16*

-.30*

-.02

-.11*

-.03

.28*

.19*

.27*

-.09*

-.01

-.18*

2
3
4
5
6
7
8

.08

* = The mean difference is significant at the .05 level. Adjustment for multiple
comparisons
To further investigate the differences across the messages in terms of the
Likelihood of Changing Beliefs sub-scale, post hoc pairwise comparisons with a
Bonferroni correction (.05/9 =<.01) were performed. The results of this are
presented in Table 30. Examination of the mean differences revealed that
messages eight, one and three were the highest rated messages in terms of
perceived likelihood of changing beliefs. Message seven was rated fourth most
likely to change beliefs. However, it was rated significantly lower than message
eight. Messages nine, two and five were rated most highly following seven and
were rated significantly higher than the lowest rated messages: four and six.
Again message six was rated significantly lower than of all the other health
messages.
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Table 30
Mean Differences Between Messages One-Nine on the ‘Likelihood of Changing
Beliefs’ Sub-Scale
Message 2

3

4

5

6

7

8

9

1

.04

.52*

.29

.91*

.07

-.37

.16

-.16

.32

.09

.71*

-.13

-.57*

-.04

.48*

.25

.88*

.04

-.41

.13

-.23

.40

-.45*

-.89*

-.36

.62*

-.22

-.66*

-.13

-.84*

-1.28* -.75*

.20

2
3
4
5
6
7

-.44*

8

.09
-.53*

* = The mean difference is significant at the .05 level. Adjustment for multiple
comparisons
Exploration of other message evaluation items not included in the
scale. To identify whether there were any significant differences in the newness of
the messages, or the level of sympathy they elicit, two separate repeated measures
ANOVAs were conducted. The means and standard deviations for newness item
of the Message Evaluation Scale How new is this information to you? for
messages one to nine are presented in Table 31. There was a significant effect for
message, Wilks Lambda = .42, F (8, 432) = 74.44, p < .0005, multivariate partial
eta squared = .58.
The means and standard deviations for the sympathy item of the Message
Evaluation Scale Does this information make you feel more sympathetic toward
people with bulimia? for messages one to nine are presented in Table 31. There
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was a significant effect for message, Wilks Lambda = .75, F (8, 422) = 17.83, p
< .0005, multivariate partial eta squared = .25. Therefore there was significant
difference between the messages on both the newness and sympathy evaluation
items.
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To further investigate the differences between the messages in terms of the
Newness item, post hoc pairwise comparisons with a Bonferroni correction
(.05/9 =<.01) were performed. The results of this analysis are presented in Table
32. In terms of newness, messages eight, four and six were rated as the newest.
Following this message two was rated as fourth most new, although it was
significantly lower than messages eight and four. There appears to be a break in
the ratings of novelty following message two as messages nine , five, seven, three
and one were significantly lower than eight, four, six and two. Message one was
rated as least new overall, and was significantly lower than all other messages.

Table 32
Mean Differences Between Messages One-Nine on the Newness Item
Message 2

3

4

1

-.24*

-1.18* -.25*

-1.11* -.24*

-1.28* -.36*

.74*

-.20*

.73*

-.13

.74*

-.30*

-.94*

-.01

-.87*

.00

-1.04* -.12

.93*

.07

.94*

-.10

-.86*

.01

-1.03* -.11

.87*

-.17

2
3
4
5
6

.98*

5

6

7

8

9

.62*

.82*

.75*

7

-1.04* -.12

8

.92*

* = The mean difference is significant at the .05 level. Adjustment for multiple
comparisons
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To further investigate the differences across the messages in terms of the
Sympathy item of the Message Evaluation Scale, post hoc pairwise comparisons
with a Bonferroni correction (.05/9 =<.01) were performed. The results of this
analysis are presented in Table 33. Message one and three were rated most highly
in terms of eliciting sympathy from participants. Message one was rated
significantly higher than the third most highly rated message, message seven. The
most highly rated messages (one, three, seven and nine) were all rated
significantly higher than message five. The lowest ranked messages, four and six
were rated significantly lower than all other messages except for message two.

Table 33
Mean Differences Between Messages One to Nine on the Sympathy Item on the
Message Evaluation Scale
Message 2

3

4

5

6

7

8

9

1

.13

.48*

.34*

.53*

.15*

.24*

.17*

-.30*

.06

-.09

.11

-.28*

-.19*

-.25*

.36*

.21*

.40*

.02

.11

.04

-.14*

.05

-.34*

-.25*

-.31*

.19*

-.19*

-.10

-17*

-.38*

-.29*

-.36*

.09

.02

2
3
4
5
6
7
8

.42*

-.07

* = The mean difference was significant at the .05 level. Adjustment for multiple
comparisons
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Discussion
Message evaluation scale. To address the first aim which was to elucidate
the properties of the Message Evaluation Scale, the initial task of this chapter was
to explore the component structure of this scale designed to assess the
effectiveness of the persuasive health facts. This resulted in two sub-scales,
Convincingness of the Message and Likelihood of Changing Beliefs. No
previous research has used the same items or health messages as employed in the
current study. However, Paxton et al. (2002) utilised a dieting prevention message
evaluation scale that included similar questions pertaining to: level of interest,
novelty, importance, effect on self-perceptions of their body, effect on weight
concerns, happiness, convincingness, believability, and ease of understanding. In
that study, Principal Components Analysis resulted in three components of
persuasion: relevance, emotional response and believability. The component
entitled Believability in Paxton et al. (2002) is very similar to the
Convincingness of the Message sub-scale developed in the current research and
encompassed: the believability of the message, the convincingness of the message
and how easy it was to understand the message. Thus, the only difference between
the scale employed by Paxton and the current scale was that the current study also
contained a measure of how important the message was to the respondent.
Therefore, the believability or the convincingness of the message,
appears to be a consistent measure of persuasive across dieting prevention and
bulimia persuasive messages and may be fruitful to pursue in similar further
research regarding the effectiveness of health promotion messages. Furthermore,
Paxton et al. (2002) successfully used a single item measuring behavioural
intention to diet which is similar to the Likelihood of Changing Beliefs sub-scale
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used in the current investigation. Thus, considering the findings of both Paxton
(2002) and the current study, a measure of the believability or convincingness of a
message, as well as a measure of intention to change beliefs or behaviours, are
essential components in evaluating aspects of persuasive health messages.
To complement the two Message Evaluation sub-scales, two single items
entitled Newness and Sympathy were also separately analysed to develop a
broader picture of the effectiveness of the health promotion messages evaluated in
this study. It was found that the Sympathy item was similar to the other two
Message Evaluation sub-scales in terms of which messages this item indicated
were most effective. It was found that the Newness item, and consequently, new
content, was not necessarily an essential component in determining the
persuasiveness of a health message.
This is useful as it is often difficult to delineate the effective components
of an intervention, as they are often complex in terms of their content and
presentation. The development of a reliable and valid scale for the evaluation of
the persuasiveness of messages allows for systematic evaluation of the persuasive
and effective components of messages and can streamline future research in this
area.
Evaluation of health messages. The prediction that that there will be
variability in the persuasiveness of the nine health messages as assessed by the
Message Evaluation sub-scales was supported by the results of this study.
Messages one, three, seven and nine, and to some extent eight and five, were rated
highly on the two sub-scales of the Message Evaluation Scale. Interestingly, these
messages were also rated most highly in terms of ratings they achieve on the
Sympathy item. Examination of the Newness item in regards to these messages
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revealed that with the exception of message eight, the messages rated most highly
on the Convincingness of the Message sub-scale, the Likelihood of Changing
Beliefs sub-scale and the Sympathy item, were not rated as most New by
participants.
Message one Bulimia is a serious mental illness. It causes a great deal of
distress, poor quality of life, poor physical health and requires treatment from a
mental health professional was rated most highly on the Convincingness of the
Message sub-scale and was not significantly different from the highest rated
message (eight) on the Likelihood of Changing Beliefs sub-scale. It was rated as
the least new but the most likely to make the respondent feel more sympathetic
towards people with bulimia.
Message one, three, seven, eight and nine, which were overall rated the
most convincing and likely to change beliefs, all made reference to the fact that
bulimia is a mental illness. Notably, one and three, which were typically rated the
highest on the Convincingness of the Message sub-scale and the Likelihood of
Changing Belief sub-scale, included the term serious before qualifying the
status of bulimia as a mental illness. In contrast, the messages that were rated as
low on two Message Evaluation sub-scales, including message two, four and six
(and to some extent five), focussed on the treatment of the disorder, and did not
mention the status of bulimia as a mental illness. Thus, identifying bulimia as a
mental illness and more importantly, as a serious mental illness appears to be
an essential aspect of the persuasiveness of message content.
There is no previous research that has examined the qualities of messages
in changing beliefs about bulimia. In terms of the ELM, a more enduring
persuasive argument is based on message content that the participant believes
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contributes to the merit of the advocated position (Petty & Cacioppo, 1986). As
stated by the ELM, it is paramount to specify arguments that the large proportion
of the target audience find compelling rather than unnecessary, to allow for the
central route of persuasion to occur. It is proposed that this element of message
content the seriousness of bulimia is an important aspect of persuasive message
content, which would allow participants to take the central route to persuasion,
resulting in longer-lasting attitude change. Previous research by Griffiths et al.
(2004) regarding stigma toward depression found that an intervention that
contained information about depression being a disabling illness (the Blue Pages
website), amongst other information, reduced stigma beliefs. Thus, this finding
suggested that underlining the seriousness of mental illnesses is useful in reducing
stigmatising beliefs generally.
Another alternative explanation for messages one, three, seven and nine as
being rated as most persuasive overall is that the erroneous beliefs presented
before messages one, three, seven and nine could have been more greatly held by
participants and thus their associated messages were more likely to result in a
change in beliefs. Methods to explore this further are discussed in Chapter Eleven.
In terms of message content, messages two, four, five and six were also
rated lower on the two Message Evaluation sub-scales. These messages focussed
on increasing knowledge and reducing unhelpful beliefs by countering incorrect
beliefs about the treatment of bulimia, for example, that treatment does not lead to
weight gain, that medication is helpful and alternative therapies are ineffective. It
appears that content focussed on the treatment of bulimia was not as potentially
effective in changing beliefs, and would be less pertinent in encouraging
appropriate treatment seeking.
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What appeared to be more effective was focusing on the cause of the
disorder. Typically, mistaken beliefs about the cause of bulimia contribute to
negative beliefs about people with the disorder as identified in Chapter Seven of
this thesis and previous research. For example, attributing the cause of the
disorder to attention seeking, vanity, personal responsibility or that it is not a
serious illness, were all stigmatising beliefs identified in this research and
previous studies (Crisp et al., 2000; Katterman & Klump, 2010; Roehrig &
McLean, 2010; Wingfield et al., 2011). Thus, the messages that countered these
specific deficits in knowledge, and consequential negative beliefs, appeared to be
the most convincing and likely to change beliefs compared to message content
that focussed on the appropriate treatment of the disorder. This is analogous to
previous research by Penn et al. (1994) who found that specifically countering the
negative beliefs respondents held about the mental illness (in their case, that
people with schizophrenia are dangerous) was more helpful in reducing overall
stigma about the illness, as opposed to general information about the symptoms of
the illness, which was found to have the opposite effect.
Messages that were rated highly on the Message Evaluation sub-scales
also provoked an emotional response from participants. Participants rated
messages one, three, seven and nine highly on both of the two Message
Evaluation sub-scales, and the Sympathy item. Therefore, the more persuasive
messages appear to elicit an emotional response which is sympathy. This observed
relationship may have two complementary explanations. First, previous research
has identified that some members of the community have limited sympathy for
people with bulimia, and that it might not be that bad to have the disorder (Mond
et al., 2004c; Roehrig & McLean, 2010). Thus, the fact that these more effective

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

181

messages elicit sympathy by providing accurate information about the disorder
(e.g. its a serious mental illness), may be targeting a negative beliefs held by
adolescents. Furthermore, emotion has been shown to have an effect of persuasion
through peripheral processes (Brinol, Barden, & Petty, 2007). This is proposed to
act through simple heuristics such as I feel good, therefore I like it. In summary,
it is proposed that positive emotional states (i.e., feeling sympathetic for someone)
leads to more persuasion than negative ones (Brinol et al., 2007). Thus, this
activation of positive emotion towards people with bulimia, combined with
effective message content, may contribute to the effectiveness of the more highly
rated messages as they have strong message content (central route) and positive
emotional appeals/activation (peripheral route).
Messages that were rated higher on the Newness item were not rated as
highly on the two Message Evaluation sub-scales. Interestingly, information that
was rated as most new were the statements relating to knowledge about the
treatment of bulimia and included message four Medication is helpful, message
six Alternative therapies are unhelpful and message two Treatment does not
cause weight gain. The exception to this was message eight Bulimia is a mental
health problem, which was rated highly on the Newness item as well as the
Likelihood of Changing Beliefs sub-scale. This suggests that the newness of
information was not related to being convincing or likely to change beliefs by
adolescents. Therefore, messages that people are familiar with may be more
persuasive in this group. If the message is congruent with the receivers general
knowledge, the message may need to be only a reminder and to strengthen preexisting beliefs to allow for effective health persuasion.
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Moreover, research has shown that an important factor in message
processing is related to whether the receiver is able to comprehend the message
(B. Wilson, 2007). This is particularly relevant for children and adolescents as
their ability to understand information is developmentally related. Previous
research has shown that as receivers prior knowledge increases, more careful
consideration of the information occurs, leading to the central (and more
effective) route to persuasion being taken (B. Wilson, 2007). Therefore,
information adolescents are more familiar with, is more likely to be persuasive as
it is easier to comprehend.
Furthermore, the drawback of a new piece of information may be that as
this information is not presented in the media frequently, perhaps this information
is viewed with more scepticism by adolescents. Message six which reported that
Alternative therapies are not helpful in the treatment of bulimia was rated as the
most new but least persuasive message. It may take more than one health fact to
counter the common misconception that alternative therapies are an appropriate
treatment for bulimia due to the media saturation of companies proclaiming the
effectiveness of alternative medicine products.
Summary and conclusion. This research presented in this chapter has a
wide range of practical implications. Furthermore this research has a number of
strengths and limitations. These will be explored in the General Discussion of this
thesis (Chapter Eleven).
An objective measure that can be used to evaluate some of the effective
components of health facts regarding bulimia was identified in this research that
will allow more systematic evaluation of future health promotion messages in this
field. This study also revealed that there is variation in the persuasiveness in
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health messages in changing beliefs about bulimia. Messages designed to
emphasise that bulimia is a serious mental illness and that address the common
misconceptions pertaining to the cause of the disorder that contribute to
stigmatising beliefs in adolescents were identified as most effective. This study
highlights the importance of examining the effective components of messages that
make up health promotion interventions to maximise their leverage and
effectiveness. It would be useful to investigate the impact of individual
characteristics on ratings of messages persuasiveness, as previous research has
shown this can impact upon perceptions of message persuasiveness. This will be
examined in Chapter Ten. Further considerations for future research will be
explored in the General Discussion.
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Chapter Ten: Receiver Characteristics Associated with Message Persuasion
As identified in Chapter Nine, a number of health promotion messages or
health facts designed to increase knowledge and reduce negative attitudes about
people with bulimia appear to be more persuasive compared to others. Thus, there
is message content that appears to be most effective in increasing knowledge and
reducing stigma. However, the ELM posits that as well as message content,
characteristics of the message recipient can influence the effectiveness of a
persuasive message (Durkin et al., 2005; Petty & Cacioppo, 1986). Recipient
characteristics include factors such as personal relevance, emotional state, need
for cognition, and cognitive/developmental abilities (Brinol et al., 2007; B.
Wilson, 2007).
Previous research into the effectiveness of dieting prevention messages
have revealed differences in ratings of message persuasiveness based on a number
of receiver characteristics such as personal relevance, self-esteem, age, and dieting
risk factors (Durkin et al., 2005; Paxton et al., 2002; Withers et al., 2002).
Therefore, it could be possible that individual differences may improve or detract
from message persuasiveness designed to change attitudes about bulimia. Whether
or not receiver characteristics influence message persuasiveness will have
implications for the appropriateness of the persuasive messages for different subgroups in the community, and may inform the way in which interventions are
targeted.
Aims
The aim this chapter was to investigate the impact of individual
differences on ratings of persuasiveness of the four most effective messages (one,
three, seven and nine) as identified in Chapter Nine.
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Hypotheses
It was hypothesised that participant attributes such as gender, age, SES,
familiarity with, knowledge or stigmatising beliefs about bulimia as well as
bulimic symptoms would influence how participants rate the persuasiveness of the
health messages.
Method
Participants. This study utilised 460 high school students aged 14-18
years, as described previously in Chapter Five.
Assessment instruments. Participants completed the following
assessment instruments (as described in more detail Chapter Five):
A demographic questionnaire;
A modified version of the Level of Familiarity Questionnaire (Holmes et
al., 1999);
Stigmatising Attitudes and Beliefs towards Bulimia Nervosa scale;
Knowledge about Bulimia scale;
Kesslers ten-item measure of general psychological distress (Kessler et
al., 2002);
The Body Appreciation Scale (BAS) (Avalos et al., 2005);
The body dissatisfaction subscale of the EDI-II (Garner, 1991), for
females only;
An adapted version of the body dissatisfaction subscale of the EDI-II
(Garner, 1991; Hallsworth et al., 2005), for males only;
The Strategies to Increase Body Size and the Strategies to Increase
Muscular Size of the Body Change Inventory (BCI) (Ricciardelli &
McCabe, 2002), for males only;
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The Extreme Weight Loss Behaviours Scale (EWLB) (Banasiak et al.,
2001; Paxton et al., 1991);
The bulimia subscale of the Eating Disorder Inventory-2 (EDI-II; (Garner,
1991); and,
The Message Evaluation Scale
Procedure. Participants completed a questionnaire containing the
aforementioned scales in a 40 minute classroom session as described in Chapter
Five.
Data analysis. To identify whether there were any significant differences
between males and females in their ratings of the convincingness of the messages
and the likelihood of the message to change beliefs, two mixed between-within
subjects ANOVAs were conducted. Bivariate correlations were utilised to
examine the relationship between the participants ratings of message
persuasiveness and their individual characteristics such as: age, psychological
distress, body satisfaction, bulimic symptoms, familiarity, knowledge and
stigmatising attitudes about bulimia.
Bonferroni adjustment for multiple correlations. Typically when
undertaking multiple correlations a Bonferroni adjustment to the alpha level is
required to reduce the likelihood of incorrectly rejecting the null hypothesis (Type
1 error). However, this more stringent criterion can result in missing true effects if
they are present in the data, thus resulting in underpowered studies and misleading
results (Nakagawa, 2004; Perneger, 1998). Considering the large sample size of
this study and that the results in this study are preliminary, the decision was made
to retain an alpha level at .05 to examine significant correlations in the data.
However, these findings were interpreted with caution and more weight was given
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to consistent patterns of significant results that were in the predicted direction to
avoid chance occurrences of significant results that occur when multiple tests are
conducted.
Results
Tests of assumptions. The stigma sub-scales, knowledge scale,
demographics variables, familiarity and measures of symptoms were screened for
normality using z-scores of the skewness and kurtosis levels with values above
3.3 considered a violation (Tabachnick & Fidell, 2013). The scales which violated
normality were transformed to achieve a satisfactory distribution for parametric
analyses and will now be described. The stigma scale one Perception of
Desirability and stigma scale two Degree of Severity violated assumptions of
normality. They were both transformed using log transformations. The Extreme
Weight Loss Behaviours scale violated assumptions of normality and was not able
to be transformed, therefore Spearmans Rho was utilised for bivariate
correlations. Both scales of the BCI: Strategies to Change Body Size and
Strategies to Increase Muscle Size violated assumptions of normality but were
transformed using square transformations. The Body Appreciation Scale violated
normality and was transformed using a reflected square root transformation. The
Familiarity with Bulimia scale violated normality and was transformed using a log
transformation. The Bulimia subscale violated normality and was transformed
using an inverse transformation, as was the Kessler psychological distress
measure. The Convincingness of the Message sub-scale violated the
assumptions of normality. This sub-scale was transformed using a reflect and
square root transformation to meet the assumptions of normality. This was used in
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all preceding analyses. The Likelihood of Changing Beliefs sub-scale met all the
assumptions of normality, thus parametric analyses were conducted.
Message persuasiveness based on gender. A mixed between-within
subjects analysis of variance was conducted to assess the impact of gender (male
and female) on participants responses to the Convincingness of the Message
scale across four persuasive messages (one, three, seven and nine). There was no
significant interaction between gender and message, Wilks Lambda = .99, F
(3,428) = 2.06 p =.11, partial eta squared = .01. There was a main effect for
message, Wilks Lambda = .98, F (3, 428) = 3.29 p < .05, partial eta squared =
.024, with both genders showing a difference in convincingness across the
messages. The main effect for gender was significant, F (1, 430) = 19.10, p <
.005, partial eta squared = .043, therefore males rated the message as less
convincing as females across all messages. This supports the hypothesis that
gender would influence message persuasiveness. See Table 34 for descriptive
information.
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Table 34
Ratings of the Convincingness of Message One, Three, Seven and Nine by Gender
Males

Females

Message

n

M

SD

n

M

SD

One 1

160

15.81

3.11

286

17.06

2.40

Three 3

161

15.71

3.10

286

16.59

2.61

Seven 7

160

15.48

3.25

288

16.73

2.50

Nine 9

161

15.65

2.93

285

16.60

2.50

1

Serious mental illness; 3 Not attention seeking; 7 Not to blame; 9 Not caused by
vanity
A mixed between-within subjects analysis of variance was conducted to
assess the impact of gender (male and female) on participants responses to the
likelihood of changing beliefs scale across four persuasive messages (one, three,
seven and nine). There was no significant interaction between gender and
message, Wilks Lambda = .10, F (3,429) = .664 p =.57, partial eta squared = .01.
There was a no main effect for message, Wilks Lambda = .10, F (3, 429) = .58 p
= .631, partial eta squared = .004. There was no main effect for gender, F (1, 431)
= .73, p = .39, partial eta squared = .002. See Table 35 for descriptive information.
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Table 35
Ratings of the Likelihood of Changing Beliefs of Message One, Three, Seven and
Nine by Gender
Males

Females

Message

n

M

SD

n

M

SD

One 1

156

12.22

3.77

277

12.38

3.58

Three 3

156

12.00

3.64

277

12.46

3.77

Seven 7

156

12.03

3.81

277

12.38

3.80

Nine 9

156

12.04

3.52

277

12.21

3.68

1

Serious mental illness; 3 Not attention seeking; 7 Not to blame; 9 Not caused by
vanity
The relationship between participant characteristics and message
persuasiveness. To determine if there were any differences based on age, SES,
familiarity with or knowledge about bulimia on rating of message persuasiveness,
the relationship between those participant characteristics and the two Message
Evaluation sub-scales was investigated using Pearson product-moment correlation
coefficient (with the exception of SES which was investigated using Spearmans
Rho), which is presented in Table 36. There was a weak, positive correlation
between participant age and endorsement the likelihood of message one changing
beliefs, and the convincingness of message three. Thus, as age increased, so did
ratings of these messages, supporting the prediction that age would impact on
message persuasiveness. There was a weak, negative relationship between
familiarity with bulimia, and ratings of the convincingness all messages.
Therefore, as familiarity increased, the convincingness of the message decreased,
again supporting the study hypothesis. There were no significant correlations
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The relationship between symptoms and message persuasiveness. To
determine if there were any differences based on the measures of psychological
distress, body dissatisfaction and bulimic symptoms on ratings of message
persuasiveness, the relationship between those participant characteristics and the
two Message Evaluation sub-scales were investigated using Pearson productmoment correlation coefficient (with the exception of EWLB which was
investigated using Spearmans Rho), which is presented in Table 37.
As predicted, there was a weak, positive correlation between distress and
Convincingness of messages one and three. Thus, people who experienced
greater psychological distress, were more likely to find message one and three
more convincing. There was a weak, negative correlation between body
dissatisfaction in boys, and rating of message three in terms of Likelihood of
Changing Beliefs. Therefore males with greater body dissatisfaction were less
likely to believe message three would change their beliefs. Furthermore, there was
a weak, positive correlation between males who engaged in strategies to increase
muscles, and the perceived Convincingness of message three and seven.
Therefore males, who were more likely to engage in strategies to increase their
muscle size, were more likely to perceive messages three and seven as
convincing. Finally there was a weak, positive correlation between symptoms of
bulimia and ratings of the Convincingness of message one, therefore, people
with greater symptoms of bulimia, were more likely to rate message one as more
convincing. Therefore the hypothesis that an individuals bulimic symptoms
would impact on message persuasiveness was partially supported by the study
findings.
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The relationship between pre-existing attitudes and message
persuasiveness. To determine if there were any differences based on the measures
of stigmatising attitudes and persuasiveness of the messages, the relationship
between the four stigma sub-scales and the two Message Evaluation sub-scales
were investigated using Pearson product-moment correlation coefficient which is
presented in Table 38. As presented in Table 38, there was a positive, moderate
correlation between Perception of Desirability, and ratings of the
Convincingness of message one, three, seven and nine. Therefore, greater
endorsement of the desirability of bulimia was associated with higher ratings of
convincingness for all of the messages. There was a weak, positive correlation
between Degree of Severity and ratings of the Convincingness of message one,
three, seven and nine. Therefore, people who were more likely to under-estimate
the severity of bulimia were more likely to rate the convincingness of all of the
messages as higher. There was a weak, negative correlation between Degree of
Severity and rating of message three on the Likelihood of Changing Beliefs
sub-scale. Thus, people who under-estimated the severity of bulimia were less
likely to rate message three as likely to change their beliefs about bulimia. This
was in line with the prediction that participants pre-existing stigmatising beliefs
would impact on ratings of message persuasiveness.
There was a weak, positive correlation between Trust and Social
Distancing and the Convincingness of messages one, three, seven and nine.
Thus, people who reported less trust and greater social distancing from people
with bulimia, rated the messages as more convincing. There was a positive, weak
correlation between the stigmatising scale Blame and Vanity and ratings of the
Convincingness of one, three and nine. There was a positive, moderate
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correlation between endorsement of the blame-based stigma and the
Convincingness of message seven. Therefore, people who believed people were
more to blame or responsible for their illness were more likely to find the
messages convincing. Finally, there was a weak, negative correlation between
stigmatising sub-scale Blame and Vanity and ratings of the likelihood of
messages three, seven and nine to change beliefs about bulimia. Thus, people who
believed people were more to blame or responsible for their illness were less
likely to rate messages three, seven and nine as likely to change their beliefs about
bulimia which supported the hypotheses of this study.
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The relationship between the stigma sub-scales and the Message
Evaluation sub-scales was explored across the messages that were identified as
not as effective (two, four, five, six and eight). Similar patterns were observed
across these messages compared to the more highly rating health facts on the
Message Evaluation sub-scales. Therefore, it was found that none of the less
effective messages were particularly effective for those with more stigmatising
beliefs compared to the four most effective messages. See Appendix G for a table
of the findings.
Discussion
The prediction that participant attributes such as gender, age, SES,
familiarity with bulimia, knowledge or stigmatising beliefs about bulimia as well
as bulimic symptoms will influence how participants rate the persuasiveness of
the health messages was partially supported by the findings of this study. The
prediction that gender would influence how the participants rated the
persuasiveness of the health messages was partially support by the study findings,
that is, females rated the messages higher than males on the Convincingness of
the Message sub-scale. There was some support for the prediction that familiarity
with bulimia would influence ratings of message persuasiveness as people who
were more familiar with bulimia rated the messages lower on the Convincingness
of the Message sub-scale. There was little or no support for the prediction that
age or SES would impact on message persuasiveness. There was some weak
support for the prediction participants that own level of bulimic symptoms would
impact on message persuasiveness, as people with greater distress and bulimic
symptoms rated message one higher on the Convincingness of the Message subscale. Finally, in support of what was predicted, participants with greater pre-
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existing stigmatising attitudes about bulimia rated the messages as more
convincing.
Participant demographic characteristics and ratings of messages
effectiveness. The finding that males were less likely than females to rate the
messages as more convincing supports the contention that there are gender
differences in terms of how persuasive females and males perceive the bulimia
health messages. Although, there was no difference observed between the genders
in terms of ratings on the Likelihood of Changing Beliefs sub-scale. In terms of
the ELM, an important individual characteristic that can affect message
persuasiveness is their motivation to elaborate on a message. Motivation is
impacted upon by how personally relevant an issue is to a person, and higher
personal relevance tends to make greater and longer lasting attitude changes than
people who perceive the messages as less personally relevant (Petty & Cacioppo,
1986). As the prevalence of eating disorders is lower in males, and bulimia is
primarily perceived as a female illness, males perception of personal relevance
may be lower, resulting in less attention to and processing of the messages about
bulimia, thus ensuing lower ratings of persuasion.
Respondents that were more familiar with bulimia rated the messages as
less convincing overall. Although this research does not point to reasons for this, a
number of interpretations are possible. Perhaps this finding occurred because
people who are more familiar with bulimia, believe they understand the illness,
and feel that they do not need to know further information about the illness. Or it
may be that because they are already more familiar with bulimia, they do not feel
they have to pay as much attention to the messages and therefore are not
motivated to engage and elaborate with the messages which subsequently impacts
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on persuasion. Interestingly this difference was not observed between knowledge
about bulimia and ratings of the Message Evaluation sub-scales.
Participants’ bulimic symptoms and ratings of messages effectiveness.
There was very limited evidence of a relationship between participants own
bulimic symptoms and ratings of message persuasiveness. There were some
inconsistent and weak correlations that suggest that people who experienced
greater psychological distress or greater symptoms of bulimia, were more likely to
find some messages more convincing. One explanation for this may be that these
participants with elevated risk status in regard to bulimia (i.e. greater
psychological distress and bulimic symptoms) would be more likely to perceive
messages about bulimia as more personally relevant. The ELM proposes that
people who believe a message to be more personally relevant or involving, are
more motivated to process the message carefully (Petty & Cacioppo, 1986). More
careful processing of message content is hypothesised to result in the activation of
the central route to be persuasion, therefore, for these people, persuasion based on
high quality messages would be longer lasting as the messages would be
elaborated on more carefully (Petty & Cacioppo, 1986; B. Wilson, 2007). This
finding is in contrast to previous research into the effectiveness of dieting
prevention messages by Paxton et al. (2002) who found that higher dieting
behaviour and negative affect were associated with lower ratings of message
effectiveness. If higher risk status is associated with greater persuasion this is
promising as it suggests that these messages (particularly that bulimia is a serious
mental illness) may be encouraging appropriate treatment seeking in people who
are in most need of treatment.
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Pre-existing attitudes and ratings of messages effectiveness. A
consistent relationship between people with higher endorsement of stigmatising
beliefs, and higher ratings of the Convincingness of the Message sub-scale
across the top four messages was observed. Thus, the top four messages were
rated highly by people with more negative beliefs about bulimia in terms of: how
believable they found the information, how easy they found the information was
to understand, how convincing they found the message and how important they
believed it was for the community to know the information presented in the health
messages.
Although this study was able to demonstrate a relationship between people
with more negative attitudes about bulimia, and higher ratings of the
convincingness of the messages, it appeared that they were somewhat more
sceptical of the likelihood of the messages changing theirs or other peoples
beliefs about bulimia. There was a weak relationship that showed that messages
three (not attention seeking), seven (not to blame) and message nine (not caused
by vanity) may not be as effective in terms of how participants rated the messages
likelihood of changing their own and others beliefs about bulimia. Perhaps the
content of these messages were enough to be perceived as convincing by people
with more negative attitudes, but are not as effective as motivating people to go to
the point of actively changing their attitudes. Interestingly, message one, which
indicated that bulimia is a serious mental illness, was the exception as it was
rated higher on the Convincingness of the Message sub-scale and no different to
the rest of the sample on the Likelihood of Changing Beliefs sub-scale. This
supports the effectiveness of message one in terms of increasing knowledge and
reducing stigma as it appears to be perceived as more convincing by the people
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with the more negative attitudes about bulimia, whilst maintaining similar ratings
of likelihood of changing beliefs as the other messages. Possibly, the biggest
challenge inherent in creating effective health promotion messages is overcoming
the barrier from contemplating an issue to actually changing a persons beliefs.
Thus, it makes sense that this is a more challenging task. Therefore, message one
appears the best starting point for developing health promotion message content to
increase knowledge and reduce stigma about bulimia.
Summary and conclusion. The research presented in this study has a
range of practical implications. Furthermore, the research has a number of
limitations. This will be explored in Chapter Eleven.
This study provided a preliminary investigation into the relationship
between participant characteristics and ratings of message persuasiveness. There
was variation in the rating of the persuasiveness of the messages based on
difference participant characteristics. Interestingly, adolescents with greater
stigmatising beliefs were more likely to rate the health facts as more convincing,
suggesting that these messages are targeting the people with the more negative
attitudes which is promising in terms of using these messages as an intervention.
However, this association between adolescents with more negative beliefs and
higher ratings on the Likelihood of Changing Beliefs sub-scale was not
observed. Therefore, further investigation regarding the impact of health
education message on long-term attitude change is warranted to reduce stigma and
increase appropriate treatment seeking for bulimia in adolescents. Other
considerations for future research will be discussed in the General Discussion
(Chapter Eleven).
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Chapter Eleven: Summary and General Discussion
Bulimia is associated with a range of severe physical and psychological
consequences. However, despite the availability of evidence-based interventions
for bulimia (Hay, Bacaltchuk, et al., 2009), timely and appropriate treatment
seeking for the disorder is low (Hart et al., 2011). Research has identified a
number of potent barriers to treatment seeking including: lack of knowledge about
the disorder and stigmatising attitudes people have about themselves or about
other people with bulimia (Evans et al., 2011; Hepworth & Paxton, 2007). It is
imperative to examine adolescents knowledge and beliefs about bulimia as it is a
crucial time to reduce negative beliefs and increase knowledge. This is essential to
allow adolescents to seek support for themselves, or encourage others to gain
appropriate treatment, to obtain earlier intervention and reduce the chronicity of
bulimia. Furthermore, attitudes formed in adolescence last into adulthood, so
intervention at this time is essential to reduce stigma as early as possible.
To date, very few studies have examined adolescents attitudes and
knowledge about bulimia. The research conducted for this thesis identified a
number of stigmatising attitudes that adolescents hold regarding bulimia, as well
as deficits in their knowledge about the disorder. In an effort to ameliorate these
deficits and negative attitudes, a number of health messages designed to achieve
this task were identified and evaluated. The findings related to specific aims and
hypotheses investigated in this thesis will now be outlined.
Study Findings
The aim of Study One (Chapter Six) was to explore characteristics of the
participants in terms of: psychological wellbeing and symptoms associated with
bulimia, as well as explore gender and age differences on these measures. The
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differences in gender were in line with previous research showing higher rates of
body dissatisfaction and bulimic symptoms in females compared to males
(McCabe et al., 2011). Furthermore, females were more familiar with bulimia
than males. Also, in line with previous research (Neumark-Sztainer & Hannan,
2000), older participants had more bulimic symptoms than younger ones. These
findings demonstrate that the sample used in this thesis was generally
representative of other Australian samples in terms of symptoms supporting the
generalisability of the findings of this thesis.
Principal Components Analysis was used in Study Two (Chapter Seven) to
examine the properties of the Stigmatising Attitudes and Beliefs towards Bulimia
Nervosa scale (SAB-BN) (Paxton, 2013) for adolescents and to identify the
nature of stigmatising beliefs endorsed by adolescents about bulimia. In addition,
deficits in knowledge in this age group were examined on a scale specifically
designed for this purpose. As predicted, a number of stigmatising beliefs were
identified and labelled including: under-estimation of the severity of bulimia
(Degree of Severity), that aspects of the disorder may be desirable (Perceptions
of Desirability), social distancing and lack of trust of people with bulimia (Trust
and Social Distancing), and that people with bulimia are to blame for the disorder
or are vain (Blame and Vanity).
As hypothesised, negative attitudes towards people with bulimia were
present in the sample of adolescent males and females. It was found that 11% of
participants endorsed the sub-scale Blame and Vanity (they selected either
completely, mostly or slightly agree), and possibly close to half of
adolescents endorsed this belief once social desirable responding was taken into
account (they selected slightly disagree). However, approximately 3% of
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participants endorsed the sub-scale Trust and Social Distancing, and possibly
22% of participants endorsed this belief once social desirable responding was
taken into account. Approximately 5% of participants endorsed the stigma subscale Degree of Severity, and possibly 13% of participants endorsed this belief
once social desirable responding was taken into account. Encouragingly, only a
small percentage of adolescents endorsed the sub-scale Perception of
Desirability (1-5%). These findings support previous research that eating
disorders attract a unique profile of stigmatising beliefs which are primarily
blame-based. In contrast, other mental disorders tend to be stigmatised according
to different components, for example, psychosis and substance misuse are
typically stigmatised as dangerous or unpredictable, whereas, social phobia is
seen as weak not sick(Crisp et al., 2000). These novel findings contribute to
knowledge about negative attitudes held by adolescents about bulimia, in
particular males, as very little was known previously about the types of attitudes
about bulimia in this age group.
The prediction that there would be deficits in knowledge about the nature
and treatment of bulimia in the sample of adolescent males and females was
supported. Although the majority (90%) of participants were aware of the
helpfulness of psychologists and psychiatrists, treatments that lacked an evidencebase such as alternative therapies and lifestyle changes were rated highly by
respondents (45% and 79%, respectively). Furthermore, about a quarter of
adolescents were not as aware of biological aspects of bulimia and 39% did not
endorse the helpfulness of anti-depressant medication for the treatment of bulimia.
This study provides important information about the deficits in adolescents
knowledge about bulimia and this has implications for interventions to enhance
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adolescents MHL regarding appropriate treatment of bulimia to potentially
increase appropriate treatment seeking for adolescents with bulimia. This will be
discussed shortly.
The central aim of Study Three (Chapter Eight) was to investigate how
individual characteristics relate to their attitudes and knowledge about people with
bulimia. It was hypothesised that males, older participants, people from lower
SES, people with less familiarity with bulimia and higher bulimic symptoms
would have more negative attitudes about people with bulimia. As predicted,
males tended to endorse more stigmatising beliefs than females, people from
lower SES had higher ratings of stigma, and greater familiarity with bulimia was
associated with lower ratings of stigma. Furthermore, it was hypothesised that
females, older participants, higher SES, higher familiarity with bulimia and
people with greater bulimic symptoms would have more knowledge about
bulimia. Contrary to this, males were found to have more knowledge about
bulimia. The prediction that older participants, people from higher SES and
people who were more familiar with bulimia would have greater knowledge about
bulimia was not supported by the study findings. One limitation of this study was
the limited age and SES range that was sampled. This may have impacted on the
ability to find the true impact of age and SES on stigmatising beliefs and level of
knowledge about bulimia. There was mixed support for the prediction that people
with greater body dissatisfaction or bulimic symptoms would have more
knowledge about bulimia. Promisingly, consistent with what was predicted,
adolescents who had greater knowledge about bulimia had lower stigmatising
beliefs. This has positive implications for the effectiveness of educational
interventions in adolescents and will be discussed shortly.
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The purpose of Study Four (Chapter Nine) was to identify which health
messages were likely to be most persuasive in changing attitudes and knowledge
about bulimia. First, the component structure of the Message Evaluation Scale
designed to assess the effectiveness of the persuasive health facts was investigated
using Principal Components Analysis. This resulted in two sub-scales being
identified, which were entitled: Convincingness of the Message and Likelihood
of Changing Beliefs. These sub-scales were then employed to evaluate
components of the persuasiveness of the health messages. As predicted, there was
variability in the perceived persuasiveness of the nine health messages based on
the two message evaluation sub-scales. Messages designed to emphasise that
bulimia is a serious mental illness, as well as messages that countered the
stigmatising beliefs held by adolescents, which were identified in Chapter Seven,
were identified as most effective by adolescents. Therefore messages that
countered negative beliefs that were based on the mistaken belief that bulimia is
caused by attention seeking, vanity, or that people with the disorder bring it on
themselves, were rated as most convincing and more likely to change beliefs by
adolescents. This novel finding is very important as currently, there has been no
investigation into how to reduce negative attitudes towards bulimia in adolescents
and therefore, it assists in advancing the field. Furthermore, this study highlights
the importance of examining the effective components of messages that make up
health promotion interventions to maximise their leverage and effectiveness.
Study Five (Chapter Ten) explored the impact of receiver characteristics
on perceptions of message persuasiveness. It was hypothesised that participant
attributes such as gender, age, SES, familiarity with, knowledge, stigmatising
beliefs about bulimia and bulimic symptoms would influence how participants
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rated the persuasiveness of the health messages. This was partially supported. Of
most interest, was the finding of an association between greater stigmatising
beliefs and higher ratings of the health facts as Convincing. This novel finding is
very encouraging in terms of identifying messages that are most effective with
people with the most stigmatising beliefs.
Theoretical Implications
The mental health literacy framework (MHL) which refers to knowledge
and attitudes towards mental disorders which contribute to their recognition,
management and prevention (Jorm et al., 1997) was adopted throughout this thesis
as a framework in which to explore factors such as stigma and knowledge which
have been shown to interfere with treatment seeking in relation to bulimia
(Hepworth & Paxton, 2007). The research findings support the argument that
negative beliefs and deficits in knowledge which make up bulimia MHL exist in
the community. These deficits in MHL related to bulimia may well contribute to
the low rates of treatment seeking by individuals with the disorder (Hart et al.,
2011). The present research suggests that MHL is a helpful framework when
attempting to understand the adolescents conceptualisation of mental illnesses
including bulimia, and how this applies to treatment-seeking. The framework also
suggests possible areas that can be targeted to improve treatment attitudes and
use, such as education regarding causes of bulimia and evidenced-based
treatment.
A number of findings in this thesis support current theories of stigma
including when negative attitudes develop, self-stigma and direct stigma. The
findings in Study Two revealed adolescents hold blame-based stigma towards
people with bulimia. This supports the contention that individuals develop
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concepts of mental illness early in life. As participants in this study were aged 14
to 18 years, the findings support the proposal that stigmatising beliefs emerge
before adulthood (Corrigan & Watson, 2007).
Furthermore, a number of possibly distinct stigmatising processes
previously identified in the literature were supported by the findings of this thesis
(Corrigan & Watson, 2007; Link & Phenlan, 2001). Evidence of the process of
self-stigma, which is when an individual internalises the negative attitudes held by
society and directs them at themselves, was found in Study Three. Evidence of a
weak, positive relationship between participants own bulimic symptoms and
endorsement of the stigma sub-scale Trust and Social Distancing was reported.
Therefore it appears that negative beliefs about people with bulimia are frequently
held by people with bulimic symptoms and these beliefs could be contributing to
negative self-views and shame, which also act as barriers to treatment seeking.
Direct or overt stigma occurs when the individuals are discriminated
against (Dinos et al., 2004) and may be evidenced by the finding that lack of trust
and social distancing were domains of stigma endorsed by adolescents. It is
possible that social distancing which includes feelings and behaviours such as
comfort about employing someone with bulimia, being friends with someone with
bulimia or dating someone with bulimia, may indicate that overt stigma in the
form of social exclusion applies to people with bulimia. Although it cannot be
shown that direct stigma occurs towards people with eating disorders based on the
findings from this thesis, stigma theories were useful for providing a framework
for understanding social attitudes about eating disorders and attitudes that
individuals with these disorders hold about themselves. In summary, the results of

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

210

this thesis support theory regarding stigmatising process and consequences in
regard to the development of stigma, the impact of self-stigma and discrimination.
Several aspects of the ELM of persuasion were used to inform message
development in Studies Four and Five of this thesis. As mentioned earlier, the
ELM outlines two routes by which persuasion can occur: the central and
peripheral routes (Petty & Cacioppo, 1986). The central route refers to longlasting persuasion that occurs via thoughtful consideration of the qualities of the
information presented in support of a particular point of view. The peripheral
route refers to when persuasion occurs based on a cognitive shortcut or heuristic
principle to evaluate the message, such as attractiveness of the presenter.
Furthermore, the ELM posits that a number of factors can influence which route
of persuasion is taken by the perceiver and includes: message content, receiver
characteristics, message source and message format (Petty & Cacioppo, 1986; B.
Wilson, 2007). The development of messages in Studies Four and Five which
were designed to improve knowledge about bulimia and reduce stigma, were
informed by this model.
As stated by the ELM, it is important to identify arguments that the large
proportion of the audience find compelling rather than superfluous, to allow for
the central route of persuasion to occur. Findings from this research suggest that
the message content that identifies the seriousness of bulimia is an important
aspect of persuasive message content, which would allow participants to take the
central route to persuasion, theoretically resulting in longer-lasting attitude
change. Furthermore, the ELM recognises that receiver characteristics can
influence message persuasiveness. This aspect of the model was useful to inform
the exploration of differences in receiver characteristics such as gender, and pre-
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existing attitudes in Study Five of this thesis, and suggests that the messages
identified as most persuasive in this thesis may be more or less effective based on
the aforementioned receiver characteristics. This lends further credence to the
ELM as a useful and practical model to guide the development of persuasive
health messages.
Practical Implications
The findings of this thesis have a number of important practical
implications. First, the results of this thesis demonstrated that stigmatising beliefs
and deficits in knowledge about bulimia do exist in adolescents. As there is
evidence to show that these factors act as barriers for appropriate treatment
seeking for bulimia (Hepworth & Paxton, 2007) development of methods to
ameliorate these beliefs and deficits in knowledge are warranted.
The research presented in Study Four identified a number of persuasive
health facts designed to increase knowledge and reduce stigmatising beliefs about
bulimia. Messages one (Bulimia is a serious mental illness), three (Bulimia is a
serious mental illness that has nothing to do with attention seeking), seven (People
with bulimia are not to blame for their illness) and nine (Bulimia is a mental
illness that is not caused by vanity) were rated as the most persuasive messages on
the Convincingness of the Message and Likelihood of Changing Beliefs
message evaluation sub-scales. These messages contained content that highlighted
that bulimia is a serious mental illness and countered negative beliefs adolescents
hold about the cause of bulimia that were identified in Study Two. These
messages could be used as part of a suite of messages designed to improve or
remind receivers of knowledge they have about the disorder and combat
stigmatising belief in adolescents.

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

212

A promising preliminary finding emerged in Study Five that found that the
four most highly rated messages are perceived as most convincing by people who
hold more negative attitudes about bulimia and potentially by people at greater
risk of developing the disorder. Thus, these messages have promise in terms of
their usefulness in intervention campaigns to alleviate stigma, and to encourage
treatment seeking in those most vulnerable to the development of bulimia. Due to
the more positive evaluation of message one, Bulimia is a serious mental illness
in terms of Likelihood of Changing Beliefs sub-scale compared to the other
most highly rated messages by people with more stigmatising beliefs about
bulimia, it is likely that the most effective campaign would involve messages that
all highlight the seriousness of bulimia as a mental illness, to reach the people
with the most negative pre-existing beliefs.
There are a number of ways in which the aforementioned task could be
explored. These messages could be used as part of an advertising campaign, using
different formats such as billboards where adolescents frequent (like train
stations) or using social media such as Facebook. There is evidence that public
campaigns like these, such as BeyondBlue in Australia, designed to enhance MHL
for depression, have had positive effects on treatment access (Jorm, Christensen,
& Griffiths, 2006). Moreover, the content of the messages could be expanded
upon and presented on television by someone who is respected or admired by
adolescents such as a sportsperson or television actor. As message source can
have an impact on message persuasiveness, it would be important to carefully
consider the spokesperson to deliver the messages. Credibility and likeability
would be important factors to consider when selecting a spokesperson.
Furthermore, the main themes in these messages such as seriousness could be
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expanded upon and included as part of educational sessions in schools to allow for
greater consideration of their content, with the aim to increase the receivers
elaboration of the messages which is known to result in longer lasting persuasion
and attitude change. These could be presented as part of a high-school subject
such as Health and Human Development, or could be rolled out as a series of
workshops delivered in schools by a reputable external agency.
Messages that were designed to improve knowledge about the treatment of
bulimia such as There is no evidence that alternative therapies or lifestyle
changes are helpful for treating bulimia were not rated as convincing or likely to
change beliefs as messages that addressed the seriousness or cause of the disorder
(e.g. vanity, attention seeking). However, Study Two revealed that deficits in
knowledge regarding the treatment of these disorders do exist in adolescents.
Although these messages were not shown to be evaluated as persuasive as the
other messages, it would be useful for this information to be provided as part of
school education sessions as well, however, it would be most useful to develop
other persuasive messages to address these deficits in knowledge and evaluate
them before doing so. This would allow people with less stigmatising beliefs
about bulimia, (whether to begin with or after a stigma-reduction campaign), to
know where to seek appropriate help. This could be part of a state-wide
curriculum, or could be run as sessions again by an external agency to increase
knowledge about appropriate treatment. The students could be provided with less
information about the detailed symptoms of the disorder (such as ways people
with bulimia engage in compensatory behaviour) and more information about
effective treatments, how and where to seek appropriate treatment or how to assist
someone to seek treatment.
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This type of information is also found in Mental Health First Aid
Guidelines for eating disorders. The aim of these guidelines is to teach members
of the community how to provide mental health first aid to someone who is
developing an eating disorder or who is in crisis as a consequence of this disorder
and to link them in with appropriate professional support (Hart, Jorm, Paxton,
Kelly, & Kitchener, 2009). Evaluation of Mental Health First Aid training for
other mental illnesses has shown that this type of training is effective in increasing
mental health literacy (which this Study Two revealed there were deficits in for
adolescents), improving knowledge about treatment, decreasing social distance
from people with mental disorders and increasing the amount of help provided to
others (Kitchener & Jorm, 2006). Therefore, this sort of training could be useful to
provide to adolescents as they are the ones likely to be aware of changes in their
peers as adolescents and tend to have a preference in sharing problems with their
peers (Ross, Hart, Jorm, Kelly, & Kitchener, 2012). In fact, recent research has
identified key messages specifically designed for adolescents on how to best
support a peer with a general mental health problem (Ross et al., 2012). The
authors propose that these messages will form the basis of the content for a
Mental Health First Aid course for adolescents. Tailoring this course to address
mental health first aid for eating disorders specifically could potentially be very
beneficial program to introduce in schools, and is an exciting area of research.
The findings that there are group differences in stigmatising beliefs, for
example: males, people from lower SES and people who are at greater risk of
bulimic disorders have greater stigmatising beliefs, suggests that some specific
groups of adolescents may benefit especially from interventions to alter these
negative beliefs. Furthermore, it was also found that males were less likely to rate
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the health messages as convincing compared to females. Thus, when interventions
or messages are designed, it might be useful to develop messages or interventions
specifically for males (for instance) to help adolescents that have a greater
likelihood of developing negative beliefs, and are more resistant to persuasive
messages. To achieve this, it might be advantageous for messages to be presented
by or associated with someone who is perceived as a role model for adolescent
males. For example, a male footballer or sportsperson could be a presenter that
males would be likely to perceive as credible and consequently they would be
more likely to carefully consider the message content. Alternatively, these
interventions could be delivered through clubs or associations that typically attract
male members such as football or cricket clubs.
Strengths and Limitations
The studies described in this research have a number of strengths. This is
the first large scale exploration of knowledge and beliefs that adolescents have
about bulimia, making the findings of this thesis novel and important for future
research and interventions in this field. Furthermore, this research is valuable as it
included a large sample of adolescent males, who are typically neglected in this
field of research, and means the field now has some insight into the knowledge,
and most importantly, the types of negative attitudes held by this population.
Furthermore, Study Two found that the Stigmatising Attitudes and Beliefs
towards Bulimia Nervosa scale developed by Paxton, Mond, Hay and Rodgers
(McLean et al., 2013) was applicable to adolescents, thus providing a method by
which to objectively measure stigmatising beliefs. Moreover, this tool could be
useful in the re-assessment of stigmatising beliefs after an intervention.
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Of even more importance, Study Four is the first exploration of messages
designed to improve knowledge and reduce negative beliefs about bulimia in
adolescents. This contribution to the field will be valuable in terms of designing
interventions aimed at ameliorating deficits in knowledge and negative beliefs in
adolescents, with the aim to improve help seeking for bulimia.
Finally, the Message Evaluation Scale provides a new method for
evaluating health promotion messages. This could be useful in a range of health
promotion areas such as other mental illnesses or drug use. It is insufficient to
accept that intervention messages presented to adolescents will be met with the
responses anticipated by researchers. The development of a tool to evaluate health
promotion messages can assist to determine the most effective messages for these
interventions with adolescents, thus maximising the effectiveness of these
intervention programs.
However, there are also a number of factors that limit interpretations that
can be drawn from the studies described. One limitation is the difficulty in
identifying the possible effect of social desirability bias, that is, the basic human
tendency to try to present oneself in the best possible way, which can distort
information gathered in research (Fisher, 1993). Endorsing stigmatising beliefs
may be seen by the respondent as contradicting how the respondent wants to be
perceived by others and consequently, their pattern of responding may be
distorted by a desire to manage the impression they portray of themselves.
Although participants were informed their responses were confidential and that
the number code would not normally be broken, as they were under 18 years old,
participants were informed that if the researcher was very concerned about their
psychological well-being based on their performance on the psychological distress
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measure, they would be discreetly identified and contacted by the researcher with
some support services information. Therefore, this potential for lack of anonymity
means that social desirability responding may have impacted on the results, with
adolescents under-reporting negative beliefs. Despite this, stigmatising beliefs
were identified in this research.
The overall response rates to the survey by students is also another
limitation of the research and may impact upon the generalisability of the findings
as students from co-educational school had a much lower response rate (37%)
compared to boys from a private school (87%). This might have biased the sample
to students who are more engaged or other qualities that impact on bringing the
forms back.
In terms of knowledge about bulimia scale, questions were primarily
focused on appropriate treatment about bulimia, which was in line with the aim of
this research which was to identify potential barriers to treatment seeking. As a
consequence, this scale was only able to provide insight into adolescents
knowledge about treatment. Further question regarding the signs and symptoms of
the disorder may have shed more light on participants knowledge about bulimia,
as the recognition of the disorder in oneself or another is essential to seeking
treatment. There is some concern that drawing attention to the symptoms of
bulimia in young people, particularly the inappropriate compensatory behaviours,
may result in the adoption of these behaviours. Therefore, although assessing
adolescents knowledge of the signs and symptoms of bulimia could be valuable,
it would need to be conducted in a way that was sensitive to this issue.
A further issue with the knowledge scale is that if a participant endorsed
the item that stated Alternative therapies, such as herbal medicines or
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acupuncture are helpful for treating bulimia, then it was interpreted as if the
respondent believed that alternative treatments were helpful in isolation for the
treatment of bulimia. This is also similar for the item that stated Lifestyle
changes, such as getting out and about more or finding new hobbies are
helpful for treating bulimia. It could be that some participants who endorsed this
item believed that these were helpful adjuncts to treatment but not helpful in
isolation. To allow for clarity in interpreting the participants responses it would
be desirable to revise these items to make these items more specific, for example
Alternative therapies can cure bulimia. This would ensure that the conclusions
regarding participants inaccurate knowledge are as the participant intended,
because it would not inaccurate to say that having hobbies would not support the
recovery from bulimia, it just would not be an effective treatment in isolation.
Finally it would be helpful to expand the definition of alternative therapies to
exclude mindfulness and meditation as they are becoming part of mainstream
treatment.
In regard to the identification of persuasive messages, although the
persuasive messages were carefully targeted towards identified gaps in knowledge
and stigmatising beliefs, it is possible that other messages not included in this
study could have been helpful. One area they could have been addressed by a
health fact could have been a statement that addressed the stigma sub-scale Trust
and Social Distancing. An example of a mistaken belief might be Some people
believe people with bulimia do not make good friends. The following health
fact could include a statement like Although bulimia is a serious mental illness,
people with the disorder are not different to other people in terms of being a
supportive friend and just like most people, have challenges in their life they have
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to manage with appropriate help. However, the prioritisation of limited time and
resources required the selection of a limited number of messages.
Study Four provided a method to evaluate the convincingness of a
message and the likelihood a message would change beliefs. As this measure was
only taken at one point in time it is difficult to determine if the messages would
result in enduring attitude change, which would be the goal of an intervention as it
would be desirable to design messages that would impact upon adolescents
attitudes that would endure into adulthood so they would continue to support help
seeking for bulimia for themselves and others. This study was not able to
demonstrate if the messages had changed attitudes and beliefs in the long term.
A limitation of the research was that the Stigmatising Attitudes and Beliefs
towards Bulimia Nervosa scale and the Message Evaluation sub-scales were not
externally validated. Future validation of the scales would be valuable. Finally, as
was seen in Study One, the characteristics of the sample were representative for
adolescents based in metropolitan Australia. The generalisability of the findings to
other groups of adolescents outside of this group, or to adults needs to be
ascertained through further research.
Conclusions and Future Research
The findings from this thesis create new opportunities for future research.
Future research could examine younger age groups such as 11-13 years of age to
determine when it is that these negative beliefs emerge. Furthermore, future
research would do well to include a larger cohort of symptomatic and at risk
adolescents, to delineate if people more at risk or with bulimia have different
attitudes and knowledge about bulimia that inhibit treatment seeking, as there was
some indication of this in this thesis. It would be important for future research to
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consider the differences in response rates based on the educational setting
especially the challenges in engaging students from co-educational schools. The
development of further strategies to engage these students and the teachers
involved in the study would be appropriate. Some suggestions may be further
input from the school principals to motivate teachers to request forms back from
students or notices put in the school bulletins. However, one limitation in working
with school students is the inability of the researchers to provide incentives to the
students which would most likely have a large impact on response rates.
The re-assessment of stigmatising attitudes at different time points could
be useful to provide information about changing levels of stigma in the
community similar to follow up studies by Crisp (2005) and Jorm, Christensen, et
al. (2006), to determine if there are changes occurring, or if community wide
initiatives or media attention is impacting upon adolescents attitudes.
Future research could include a scale that assesses social desirable
responding to allow for clarity regarding whether the adolescents were responding
to the stigma questions in a socially desirable way. The Marlow-Crowne Social
Desirability Scale (Crowne, 1960) is one such scale and is available in a brief
form (13 items) and has been shown to have acceptable reliability and concurrent
validity (Reynolds, 1982). An example of an item is No matter what I do, Im
always a good listener.
Future research could employ a pre-post and follow up design to assess
attitude change at six months. This would allow researchers to more objectively
understand how attitudes change in response to the messages, as opposed to
relying on participants self-reports of attitude change. Furthermore, assessing
attitudes six months to a year following an intervention could inform researchers
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as to whether the messages are resulting in long term change in attitudes. It might
also reveal that messages that were not initially the most effective were more
effective in terms of sustained attitude change. Thus, it would provide better
information about the usefulness of interventions designed to increase knowledge
and reduce negative beliefs about bulimia over time.
Identifying why some messages were rated as more persuasive than others
is also an important area of future research. To further examine whether the
component of the message that highlighted that bulimia is a serious mental
illness is the effective part of the persuasive message a research design that
allowed for different health facts addressing the same erroneous belief to be
compared could be fruitful. For example, the erroneous belief that stated Some
people think that people with bulimia are just trying to get attention could have
two alternative health facts. One that emphasises bulimia is a serious illness:
Bulimia is a serious mental illness that has nothing to do with attention seeking.
People with bulimia try to hide their illness, rather than bring attention to it. And
one that does not Bulimia has nothing to do with attention seeking. People with
bulimia try to hide their illness, rather than bring attention to it.
Most importantly, the identification of these potentially helpful messages
to improve knowledge and reduce stigma could be part of an education campaign
to reduce stigma about bulimia among adolescents (as described in the practical
implications section). Future research could use the SAB-BN scale to measure
adolescents attitudes before and after these interventions to assess their
effectiveness.
Finally, future research could assess the effectiveness of interventions
designed to increase knowledge and reduce stigmatising beliefs that use different
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factors outlined in the ELM that may impact on the persuasiveness of messages.
For example, interventions that used different sources (celebrity versus
professional in the field of bulimia) or different source formats (television versus
social media) could be evaluated and compared in future research studies to better
inform the nature and characteristics of interventions in this field.
Bulimia is a serious mental illness that has distressing psychological and
physical consequences. Despite this, the majority of people with the condition do
not seek timely or appropriate treatment (Hart et al., 2011). Stigmatising attitudes
and deficits in knowledge have been linked to low treatment-seeking. The current
research aimed to understand the types of negative beliefs, and deficits in
knowledge adolescents have about bulimia, as this is the time the disorder
typically emerges. Furthermore, this research aimed to identify a number of health
promotion messages designed to improve knowledge about bulimia and reduce
negative beliefs about people with the disorder in adolescents.
Study Two of this thesis was able to identify that stigmatising beliefs
about bulimia held by adolescent males and females are primarily blame-based.
Study Three extended these findings by revealing that negative beliefs are more
highly endorsed by males, people from lower SES and people with less
knowledge about the disorder. This thesis was also able to provide valuable
insight into the nature of knowledge deficits regarding appropriate treatment of
bulimia in male and female adolescents. Of great practical utility and for the first
time, Study Four of this thesis was also able to identify persuasive health facts
that were evaluated as most convincing and most likely to change adolescents
beliefs about bulimia. Interestingly, Study Five revealed that these persuasive
health facts were perceived as more convincing by people with greater
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stigmatising beliefs, which is encouraging as they would benefit most from these
messages.
It is hoped that the findings of this thesis can be used to reduce barriers to
treatment seeking for people with bulimia so that people with the disorder can
access appropriate treatment in a timely manner, improve their quality of life, and
consequently lessen the burden of bulimia in the community.
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Appendix A: Participant Survey Pack
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Instructions
Please read each question carefully and tick the box that you most agree with or
that best fits for you. There are no right or wrong answers.
All responses will be kept CONFIDENTIAL.
Please answer all of the questions.
If you have any questions about the items, please raise your hand and the
researcher (Rachel) will give you assistance.
1. What is your gender?
1 Male
2 Female

2. How old are you?
years
3. What is your postcode?

6. Do you speak a language other than English at home?
No
2 Yes
1

7. In which country were you born?
Australia
2 Other (please specify) _______________
1

8. Are you of Aboriginal or Torres Strait Islander origin?
No
2 Yes, Aboriginal
3 Yes, Torres Strait Islander
4 Yes, both
1

9. What is your racial group?
Caucasian/White
2 Asian
3 Other (please specify) _________________
1
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Please tick ONE box for each statement
Over the past four weeks (28
days), how often have you
felt:

None of
the time

A little of
the time

Some of
the time

Most of
the time

All of the
time

Tired for no particular reason

1

2

3

4

5

Nervous

1

2

3

4

5

So nervous that nothing could
calm you down

1

2

3

4

5

Hopeless

1

2

3

4

5

Restless or fidgety

1

2

3

4

5

So restless that you could not
sit still

1

2

3

4

5

Depressed

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

That everything in my life was
an effort (hard to do)
So sad that nothing could cheer
you up
Worthless

Please tick ONE box for each statement
Never
I eat when I am upset

Rarely

Some
times

Often

Very
Often

Always

1

2

3

4

5

6

I stuff myself with food

1

2

3

4

5

6

I have gone on eating binges where I
have felt that I could not stop

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

I think about bingeing (overeating)
I eat moderately in front of others
and stuff myself when they’re gone
I think of trying to vomit in order to
lose weight
I eat or drink in secrecy
When I am upset, I worry that I will
start eating
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Please tick ONE box for how often you do the following
Please tick one box for each
statement.

Never

Sometimes

At least
weekly

Daily

Exercised to lose weight

1

2

3

4

Fasted to lose weight

1

2

3

4

Ate less food from fast food
restaurants to lose weight

1

2

3

4

Made myself vomit to lose
weight

1

2

3

4

Smoked cigarettes to lose weight

1

2

3

4

Used diuretics (Water pills) to
lose weight

1

2

3

4

Used food substitute
(powered/special drink) to lose
weight

1

2

3

4

Skipped meals to lose weight

1

2

3

4

Ate more fruit and vegetables to
lose weight

1

2

3

4

Ate less high fat foods to lose
weight

1

2

3

4

Ate less sweets to lose weight

1

2

3

4

Used laxatives to lose weight

1

2

3

4

Ate very little food to lose weight

1

2

3

4
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BOYS ONLY
Please tick ONE box which applies most to you
Never
I think my chest is just the right
size
I think my thighs are just the
right size
I like the shape of my buttocks
I think my stomach is just the
right size
I think my chest is too small
I feel satisfied with the shape of
my body
I think my biceps are just the
right size
I think my thighs are too small
I think that my biceps are too
small

Rarely

Some
times

Often

Very
Often

Always

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

Very
Often

Always

GIRLS ONLY
Please tick ONE box which applies most to you
Never
I think that my stomach is
too big
I think that my thighs are
too big
I think that my stomach is
just the right size
I feel satisfied with the
shape of my body
I like the shape of my
buttocks
I think my hips are too big
I think that my thighs are
just the right size
I think my buttocks are too
large
I think that my hips are just
the right size

Rarely

Some
times

Often

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6
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BOYS AND GIRLS PLEASE ANSWER
Please tick ONE box which applies most to you
Never

Rarely

Some
times

Often

Always

I respect (look after) my body

1

2

3

4

5

I feel good about my body

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

On the whole, I am satisfied with my
body
Despite its flaws, I accept my body
for what it is
I feel that my body has at least
some good qualities
I take a positive attitude towards my
body
I am attentive to my body’s needs
My self worth is not based on my
body shape or weight
I focus a lot of energy being
concerned with my body shape or
weight
My feelings toward my body are
positive, for the most part
I engage in healthy behaviours to
take care of my body
I allow unrealistic images of men
or women presented in the media
to affect my attitudes toward my
body
Despite its imperfections, I still like
my body
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BOYS ONLY
Please tick ONE box which applies most to you
Never
How often do you change your eating
to increase your body size?
How often do you change your levels
of exercise to increase your body
size?
How often do you think about
changing your eating to increase your
body size?
How often do you think about
changing your levels of exercise to
increase your body size?
How often do you worry about
changing your eating to increase your
body size?
How often do you worry about
changing your levels of exercise to
increase your body size?

Some
times

Frequent
ly

Almost
always

Always

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

BOYS ONLY
Please tick ONE box which applies most to you
Never
How often do you change your levels
of exercise to increase the size of your
muscles?
How often do you change your food
supplements to increase the size of
your muscles?
How often do you think about
changing your eating to increase the
size of your muscles?
How often do you think about
changing your levels of exercise to
increase the size of your muscles?
How often do you worry about
changing your eating to increase the
size of your muscles?
How often do you worry about
changing your levels of exercise to
increase the size of your muscles?

Some
times

Frequent
ly

Almost
always

Always

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5
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Bulimia
Instructions: Please read this information carefully before answering the
questions below.
Some helpful information: Bulimia is an eating disorder (a type of mental illness)
that involves binge eating and extreme ways to control weight. Binge eating
means eating more than normal in a short period of time and losing control of
eating. Extreme ways to control weight are: excessive exercise, extreme dieting,
vomiting and abuse of laxatives or diuretics.
People with bulimia usually have a normal body weight and do not need to gain
weight to get better. You may have heard of other eating disorders, such as
anorexia nervosa where people starve themselves in order to become very thin.
This questionnaire is mainly about bulimia.
Please tick ONE box which applies most to you
Yes
I have read about people with bulimia
I have seen a TV program or film about bulimia
I learned about bulimia in one of my classes
I know/knew people in my school, workplace, or
social group who have/had bulimia
I live/have lived with someone who has/had
bulimia
A friend of mine has/had bulimia
My girlfriend/boyfriend/partner has/had bulimia
Someone in my family has/had bulimia
I have had bulimia in the past
I currently have bulimia

No
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Your views about Bulimia and its treatment
Please indicate how much you disagree or agree about the following statements
by circling the number corresponding to your answer on the scale below. Please
remember that this is completely confidential and we want to know what you
really think about these statements. If you are unsure about an answer please
circle what you think is the best response.

Statement:

1. Bulimia* is not a serious health problem compared
with other psychological problems.

1

2

3

4

5

6

2. People making themselves sick after binge eating* is
nothing to worry about.

1

2

3

4

5

6

3. Psychologists and psychiatrists are unhelpful for
treating bulimia.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

4. Lifestyle changes, such as “getting out and about
more” or “finding new hobbies” are helpful for
treating bulimia.
5. There are good things about having bulimia.
6. People with anorexia* deserve sympathy.
7. “Alternative” therapies, such as herbal medicine or
acupuncture are helpful for treating bulimia.
8. Bulimia goes away without treatment given time.
9. People with bulimia have themselves to blame.
10. People with bulimia don’t seek treatment because
they feel ashamed.
11. Anorexia is a serious eating disorder.
12. Bulimia is the result of psychological problems,
such as low self esteem, depression and anxiety.
13. Treatment for bulimia causes weight gain.
14. Having bulimia makes people feel better about
themselves.
15. Medication prescribed by a doctor, such as
antidepressants, is likely to be helpful for treating
bulimia.
16. Biological differences (such as genes and chemicals
in our brains) have nothing to do with bulimia.
17. Bulimia with deliberate vomiting is a serious
problem
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18. Bulimia doesn’t affect women over the age of 25.
1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

21. Bulimia is a good way of balancing eating and
dieting.

1

2

3

4

5

6

22. Bulimia is more about vanity than about
psychological problems.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

29. Bulimia is just a phase that some girls and young
women go through.

1

2

3

4

5

6

30. People with bulimia should just “pull themselves
together” and “get over it”.

1

2

3

4

5

6

1

2

3

4

5

6

32. Bulimia isn’t that bad, because you can eat what
you like without putting on weight.

1

2

3

4

5

6

33. Bulimia with excessive exercise* is a serious
problem.

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

37. Deep down, I would be ashamed of a family
member if they had bulimia

1

2

3

4

5

6

38. Using laxatives after binge eating is a serious
problem

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

19. People with bulimia deserve sympathy.
20. Bulimia is a lifestyle choice.

23. Depression is a serious problem.
24. People with bulimia should stop obsessing about
their looks and weight.
25. People with bulimia are unreliable.
26. People with bulimia are poor at the jobs.
27. People with bulimia should work on their self
control.
28. Bulimia is a serious eating disorder.

31. Bulimia is a form of attention seeking.

34. I wouldn’t employ someone who had bulimia.
35. I’d have no problems being friends with someone
with bulimia
36. I’d feel comfortable dating someone with bulimia

39. I’d find it difficult to trust someone with bulimia.
40. Bulimia is an unacceptable way to control weight.
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41. People with bulimia should be less hung up on
their looks.

1

2

3

4

5

6

42. Bulimia will be cured if people are treated for low
self esteem, depression and anxiety.

1

2

3

4

5

6

43. I wouldn’t depend on someone with bulimia to
complete an important task.

1

2

3

4

5

6

44. People with bulimia are not responsible for the
development of their disorder.

1

2

3

4

5

6

45. Fasting (going without food) after binge eating is a
serious problem.

1

2

3

4

5

6

Community Beliefs and Health Facts about Bulimia
In this section, beliefs about bulimia that some members of the community hold
are presented. Each belief is followed by an informative health fact. The health
facts have been developed from research about bulimia and from health
professionals’ experiences with bulimia. We are particularly interested in your
feedback about these facts.
Instructions: Please read each belief and the corresponding health fact and
then answer the questions that follow.
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Community Belief 1:
Some people do not believe that bulimia is a serious problem
Health Fact 1:
Bulimia is a serious mental illness. It causes a great deal of distress, poor
quality of life, poor physical health and requires treatment from a mental
health professional.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 2:
Some people think that the treatment for bulimia causes weight gain.
Health Fact 2:
Treatment for bulimia does not cause weight gain. Rather, stopping the cycle of
binge eating and extreme weight control methods helps to stabilise eating
patterns, and in turn, body weight.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 3:
Some people think that people with bulimia are just trying to get attention.
Health Fact 3:
Bulimia is a serious mental illness that has nothing to do with attention
seeking. People with bulimia try to hide their illness, rather than bring
attention to it.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 4:
Some people are unsure whether medication prescribed by a doctor, such as
Prozac or Zoloft, is helpful for treating bulimia.
Health Fact 4:
When combined with psychological treatment, medication prescribed by a
doctor can be helpful for treating bulimia, although medication on its own is
not likely to be helpful in the long term.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 5:
Some people think that bulimia is an okay way to control weight.
Health Fact 5:
Using bulimia to try to control weight is not appropriate. In fact, bulimia causes
difficulty in controlling weight, and it does not lead to weight loss. Bulimia is
also very damaging to physical and mental health.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 6:
Some people think that alternative therapies, such as herbal medicine or
lifestyle changes such as finding some new hobbies, can help treat bulimia.
Health Fact 6:
There is no evidence that alternative therapies or lifestyle changes are helpful
for treating bulimia, although they may be beneficial in other areas of life.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 7:
Some people think that people with bulimia “bring it on themselves” or “have
only themselves to blame”.
Health Fact7:
Like people with other mental illnesses, people with bulimia do not chose to be
ill and they are not to blame for their illness. Rather, social pressures cause
people to believe they are not worthwhile unless they look a particular way
and they then go to extreme lengths to meet these expectations.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 8:
Some people think that bulimia is caused by depression, anxiety or self esteem
problems and that fixing these problems will therefore cure bulimia.
Health Fact 8:
Bulimia is a mental health problem in its own right, different from depression,
anxiety or low self esteem. Treating depression, anxiety or low self esteem will
not cure bulimia. Rather, treatment needs to focus on the thoughts and
behaviours related to weight, shape and eating, that underlie bulimia.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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Community Belief 9:
Some people believe that bulimia is only a problem because people with
bulimia are obsessed with their looks and weight, to the point of being vain.
Health Fact 9:
Bulimia is a mental illness; it is not caused by vanity. Some people are
personally vulnerable to the very strong social pressures (i.e. from media,
friends) about the way they should look. They are driven to use extreme ways
of controlling weight, which is how bulimia starts.
Considering the information presented in the
Health Fact above:

How new is this information to you?

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

How important do you think it is for the
community to know this information?

1

2

3

4

5

How important is it for you to know this
information?

1

2

3

4

5

1

2

3

4

5

Does this information make you feel sympathetic
toward people with bulimia?

1

2

3

4

5

Does this information make you feel more
negative about people with bulimia?

1

2

3

4

5

How likely is it that this information will change
you attitudes toward people with bulimia?

1

2

3

4

5

1

2

3

4

5

How easy is it to understand this information?
How believable is this information?
How likely is it that this information will change
the way you think about bulimia?
How likely is it that this information will change
the way other people think about people who
have bulimia?

How convincing do you find this information?

How likely is it that this information will change
the attitudes of others toward people with
bulimia?
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If this questionnaire has raised any concerns, the researcher is available to talk to
you. If you don’t feel comfortable talking to the researcher, you can talk to the
Chief Investigator of the project, Susan Paxton, or either the researcher or Susan
Paxton will be happy to recommend someone else that you can talk to.
Alternatively, you can contact the Kids Help Line (details listed below).
Kids Help Line: A free, confidential and anonymous 24 hour telephone and online
counselling service for people your age. You can call them on 1800 55 1800 or
access online counselling via their web page: www.kidshelp.com.au
THANK YOU
FOR COMPLETING OUR QUESTIONAIRE!
PLEASE ENSURE YOU HAVE FILLED OUT BOTH SIDES OF EACH PAGE, AND HAND
TO THE RESEARCHER (RACHEL).
ONCE AGAIN, THANK YOU FOR YOUR TIME.
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Appendix E School Principal Pack
BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
Dear Principal,
This is a letter seeking your approval to recruit year 10 and 11 males and
females from your school to participate in a research project being conducted by
La Trobe University entitled ‘Bulimia Knowledge and Attitudes in Teenagers’. The
purpose of this study is to understand the differing attitudes and knowledge
both males and females in later adolescence have about Bulimia and to evaluate
the effectiveness of health promotion messages that could inform the
development of health promotion campaigns. These campaigns would aim to
increase help seeking and reduce the burden of Bulimia on the community.
The research will be conducted by Professor Susan Paxton, and
researcher Ms Rachel Gold from the School of Psychological Science at La Trobe
University.
The study will involve two visits to your school. The first occasion would
involve the researchers visiting the nominated classes, when convenient, to
speak briefly about the study and distribute information letters and consent
forms. These would take approximately 5 to 10 minutes. The second session
would take about 40 minutes and involve the students completing a series of
questionnaires about beliefs, attitudes and familiarity they have with Bulimia.
Please see attached for further information:
A comprehensive participant information sheet including
background information and details of the study
Two consent forms for you to sign if you agree to allow your
school to participate
All of the questionnaires the students will be asked to complete.
As an incentive for your participation, the researchers will offer your school a
one hour workshop for the school’s teachers which include information about
eating disorders and problems, how to detect them in students and how to
approach, support and refer a student to appropriate health professional if they
have an eating problem or disorder.
If you would like your school to participate in the project or if you have
any questions about the research, please contact Ms Rachel Gold on 0402 759
669. Thank you very much for taking the time to consider this project. I will
contact you in about one week’s time to answer any further queries you may
have and to potentially facilitate your school’s involvement in the research.
Ms Rachel Gold, Project Coordinator, Doctor of Clinical Psychology
Candidate
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Ph: 0402 759 669; E: rjgold@students.latrobe.edu.au

Information Pack

BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS

Brought to you by:
The School of Psychological Science
La Trobe University

This pack contains information about and an invitation to participate in a
research project that aims to understand knowledge about and attitudes
towards adolescents’ with Bulimia Nervosa.

Please note that this research project has received approval from the La Trobe
University Human Ethics Committee. For your information the approval number
is: 11 039

BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
Background and Current project
Thank you very much for considering this request for students at your
school to participate in an important research study to identify their knowledge
of Bulimia Nervosa and feedback on the persuasiveness of health messages.
Research regarding knowledge and attitudes about Bulimia in adolescent
males and females is lacking. The identification of gaps in mental health
knowledge in this cohort will be useful to guide appropriate health messages
designed to counter negative beliefs, and increase knowledge of Bulimia.
Improving adolescent mental health literacy better equips adolescents to
recognise the symptoms of Bulimia in themselves or their peers and to seek the
most appropriate and effective help (Hepworth & Paxton, 2007). Bulimic
disorders typically occurs in late adolescent or early adulthood (Fairburn &
Harrison, 2003) and beliefs formed in adolescence typically persist into
adulthood. Therefore, adolescence is a crucial intervention time to promote
early support seeking that is not inhibited by stigma or lack of knowledge.
Prevention and early intervention reduce the burden of this severe mental illness
on families, friends and the broader community.
The purpose of this study is to understand the differing attitudes and
knowledge of males and females in later adolescence about Bulimia and to
evaluate the effectiveness of health promotion messages that could inform the
development of health promotion campaigns to increase help seeking and
reduce the burden of Bulimia on the community.
Procedure
The study will involve two visits to your school. Schools that agree to
participate in the research will be asked to allocate 10 minutes of one class and
another full class (approximately 40 minutes) to complete the research. A
researcher will visit the year 10 or 11 classes selected to describe the project, ask
the students if they would like to participate and to hand out Participant
Information Statements and consent forms. All students in years ten and eleven
will be invited to take part in the project, unless their teacher identifies a student
as having significant difficulties with understanding written or verbal
instructions. Students will be asked to give these Information Statements to their
parents. The student and a parent will need to sign the consent forms if they
would like to participate in the research. Please note that it is a requirement of
our ethics approval that students may only participate if they have received
signed parental consent.
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Approximately a week later, the researcher will return to the school to
collect consent forms and all consenting participants will be asked to complete
the questionnaire. The questionnaire asks about the beliefs, attitudes and
familiarity with Bulimia. The questionnaire request demographic information
including age, and country of birth, as well as measures of psychological
wellbeing/distress, eating behaviours and ratings of potential health campaign
messages. The questionnaire will take about 40 minutes to complete and will be
completed in the classroom.
The responses and comments participants provide on questionnaires will
remain completely confidential, within the requirements of the law. We will
strongly encourage students to keep their responses to the questionnaire
private. Only the researchers will see the responses to questionnaires. Each
participant will be given a number code to write on their response sheets so that
their identity will not be identifiable to anyone but the researchers.
Exact dates and times for the project will depend on what is convenient
for the school. We hope to have up to 500 students involved in the project from
across a number of different schools, and will be contacting schools throughout
2011 and 2012 to request their participation.
If students from your school agree to take part in the study, they are free
to withdraw from the study at any time. If any students have concerns during the
study, there will be time for them to talk to the researcher about these concerns.
Under very unusual circumstances information from the questionnaire can raise
concerns about participant wellbeing. If this is the case, Professor Susan Paxton
would contact that participant by email and offer to provide assistance.
Furthermore, the researcher will be available during survey completion to
answer any questions and offer immediate assistance under the extremely
unlikely scenario that a student becomes concerned about their own eating
problems or mental health. If this was to occur, the student’s parent/guardian
would be contacted by Professor Susan Paxton to provide appropriate assistance
and referral.
The results of the study (from all of the students from different schools
who will be involved, not any one particular individual) will be written up in
reports and presented to your school, and may also be presented at scientific
meetings and published in scientific journals. No information that can identify
anyone involved in the project will be put in the reports. If students wish to have
access to their personal data that is collected during the course of the project we
will provide it to them if such a request is made. Participants and parent
guardians will be able to access a summary of the findings of the study by
contacting Rachel Gold directly via phone or email. The surveys will be stored in a
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locked filing cabinet at La Trobe University for seven years, and will only be
accessible to the project team.
If you have any questions about the research or would like your school to
participate in the project, please feel free to contact Ms Rachel Gold or Professor
Susan Paxton (details below) at the School of Psychological Science, La Trobe
University. If you have any queries or concerns that the researchers have not
been able to answer to you satisfaction, you may contact the Ethics Liaison
Officer, Human Ethics Committee, La Trobe University, Victoria, 3086, (03 9479
1443, email: humanethics@latrobe.edu.au). For you information the ethics
approval number is 11 039
Thank you for taking the time to consider your school being involved in
this project.

Ms Rachel Gold
Project Coordinator
Doctor of Clinical Psychology Candidate

Please keep this information sheet for your records
Researcher contact details
Phone

Email

Ms Rachel Gold

0402759669

rjgold@students.latrobe.edu.au

Professor Susan Paxton

(03) 9479 1736

susan.paxton@latrobe.edu.au

**Please note all questionnaires are attached **
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Consent Form School Principal
(Principal’s copy)

BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
I consent to students from my school being invited to take part in the research
described to me in the information sheet, which involves completing
questionnaires at one time point. I understand the students’ rights as
participants in this research. The objectives and procedures of the research have
been explained and I understand them. I have been advised that the results of
this research may be included in a thesis, presented at conferences and/or
published, but that individual personal details will remain confidential. I
understand that the students may withdraw from the study at any time and I
voluntarily consent to the students being invited to participate in the study.

School name (block letters)

..

Principal name (block letters):

Signature:

. ....................

.. .

.

*

Date:

.

Name of Investigator (block letters): RACHEL GOLD
Signature:

. ....................

*

Please keep this copy for your records

Date:

.
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Consent Form School Principal
(Researcher’s copy)

BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
I consent to students from my school being invited to take part in the research
described to me in the information sheet, which involves completing
questionnaires at one time point. I understand the students’ rights as
participants in this research. The objectives and procedures of the research have
been explained and I understand them. I have been advised that the results of
this research may be included in a thesis, presented at conferences and/or
published, but that individual personal details will remain confidential. I
understand that the students may withdraw from the study at any time and I
voluntarily consent to the students being invited to participate in the study.

School name (block letters)

..

Principal name (block letters):

Signature:

. ....................

.. .

.

*

Date:

.

Name of Investigator (block letters): RACHEL GOLD

Signature:

. ....................

*

Date:

Please fill in this copy, and return to the researcher

.
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Appendix F: Student Information and Consent Pack
BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
Dear Student,
We are asking for your help with a research project on eating disorder
knowledge in teenage girls and boys. The project it being carried out by
researchers from the School of Psychological Science at La Trobe University.
The project aims to find out what teenagers think, know and feel about
the eating disorder, Bulimia, and health messages for an education health
campaign. We would really appreciate your help in providing some insight and
feedback on the most helpful messages to inform teenagers about Bulimia.
Your school has agreed to help out with the research and all the research
activities will be done during school time. It is entirely up to you and your
parents or guardian whether you would like to be in the project or not, and you
can withdraw from the project at anytime that you would like. Your decision to
be involved or to withdraw does not have any impact on your school or your
grades.
If you do choose to be involved, we will invite you to complete a series of
questionnaires during class time, which will take approximately 40 minutes.
These questionnaires will mostly require you to tick a box or select a number.
These will ask you how you feel about yourself, your eating habits, what you
think of Bulimia and some health messages.
Please fill out the attached consent form (it needs to be signed by your
parents and yourself) and return it to your school. If you do not want to take
part in the study, please select that option on the consent form. It would be
useful to do this so the project team know you have read the information, but
have decided not to participate to inform recruitment in future projects like this.
Thank you for taking the time to be involved in the project. Please feel
free to contact Rachel Gold if you have any other questions or comments about
this project.
Ms Rachel Gold, Project Coordinator
Doctor of Clinical Psychology Candidate
Ph: 0402 759 669; E: rjgold@students. latrobe.edu.au
Further information about the project is over the page.
Please keep this information for your records
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Further Information
Information about you
Anything you write in the questionnaire is confidential, within the
requirements of the law. Also even though we will see the responses in the
questionnaire we will not normally know who has written it, because there will
be no names on the questionnaires, only a number. Under very unusual
circumstances we might need to look up the name that corresponds to the
answers in the questionnaires. We would do this if the information from the
questionnaire raises concerns about a student’s wellbeing. If this is the case,
Susan Paxton would contact you and your parent/guardian and offer to provide
support or referral to an appropriate service. Furthermore, the researcher will be
available during survey completion to answer any questions and offer immediate
assistance if you have any concerns regarding the content in the survey.
Information storage and reports
When we collect your questionnaires, we take them back to the School of
Psychological Science at La Trobe University. For the duration of the project and
for 7 years after the completion of the research we will store the questionnaires
in locked filing cabinets in a locked office, so that only the researchers named
below can look at them. Any information with your name on it is kept separately
from the questionnaires. Computer files with the information from the
questionnaires will be password protected. After 7 years, all of this information
will be destroyed
The results of the study (from all of the students from different schools
who will be involved, not any one particular individual) will be written up in
reports and presented to your school, and may also be presented at scientific
meetings and published in scientific magazines. No information that can identify
anyone involved in the project will be put in the reports. If you wish to have
access to your personal data that we collect during the course of the project we
will provide it to you. Furthermore, you will be able to access a summary of the
findings of the study by contacting Rachel Gold directly via phone or email.
Personal concerns and contacts
If you have any concerns about the study or feel uncomfortable filling in
the questionnaires, please contact Professor Susan Paxton. You can also contact
the psychology counselling service if you want to talk to a person not involved in
the research (Ph: 03 9479 2150; www.latrobe.edu.au/psy/clinic). Alternatively
you could contact the Kids Help Line, a free, confidential and anonymous 24 hour
telephone and online counselling service for people your age. You can call them
on 1800 55 1800 or access online counselling via their web page:
www.kidshelp.com.au.
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Any other queries or complaints the researchers could not or did not help
you with can be answered by contacting the Ethics Liaison Officer, Human Ethics
Committee, La Trobe University, Bundoora, Vic, 3083 (Ph: 03 9479 1443; E:
humanethics@latrobe.edu.au). For your information the ethics approval number
is 11 039. This research is also approved by the Department of Education and
Early Childhood development.
Please feel free to contact Ms Rachel Gold if you have any other
questions or comments about this project.

Researcher contact details
Phone

Email

Ms Rachel Gold

0402759669

rjgold@students.latrobe.edu.au

Professor Susan Paxton

(03) 9479 1736

susan.paxton@latrobe.edu.au
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BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
Dear Parent/Guardian,
Your son/daughter is invited to participate in a research project on eating
disorder knowledge in teenage girls and boys. The project it being carried out by
researchers from the School of Psychological Science at La Trobe University.
The project aims to find out what adolescent think, know and feel about
the eating disorder, Bulimia and potential health messages for an education
health campaign. They will help the researchers by providing some insight and
feedback on the most helpful messages to inform young people about Bulimia.
Your son/daughter’s school has agreed to be involved with the research
and has made classroom time available for students to participate in the project.
It is entirely up to your child and yourself as to whether he/she participates, and
he/she can withdraw from the project at anytime. The decision to be involved or
to withdraw does not have any impact on his/her school or grades.
If you both choose for your child to be involved, he/she will be invited to
join the groups for two sessions, which will take place during school time which
will involve filling in questionnaires that ask how she/he feels about him/herself,
his/her body, eating habits and his/her thoughts on the media messages. These
questionnaires should take approximately 40 minutes to complete.
We recognise that some of the questions we ask are of a sensitive and
personal nature. We will ensure the privacy of all participants is protected and
that they are explicitly encourage, and provided with an opportunity, to discuss
any concerns that may arise.
Please complete the attached consent form (it needs to be signed by both
parents/guardians and students) and return it to the school, or to the
researchers, by the due date. If you do not want your child to take part in the
study, please select that option on the consent form. It would be useful to do
this so the project team know you have read the information, but have decided
that you do not want your child to participate to inform recruitment in future
projects like this.
Thank you for taking the time to consider being involved in the project.
Please feel free to contact Rachel Gold if you have any other questions or
comments about this project.
Ms Rachel Gold
Project Coordinator
Doctor of Clinical Psychology Candidate
Ph: 0402 759 669; E: rjgold@students.latrobe.edu.au
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Further Information
Personal Information
We will make it very clear to students involved in the project that all the
answers they provide on questionnaires will remain confidential, within the
requirements of the law. Each participant will be given a number code so that
their name will not be identified with or appear on any part of their
questionnaires. The consent form will be kept separately from the
questionnaires.
Under very unusual circumstances information from the questionnaire
can raise concerns about participant wellbeing. If this is the case, Susan Paxton
would contact you provide assistance and appropriate referral. Furthermore, the
researcher will be available during survey completion to answer any questions
and offer immediate assistance under to extremely unlikely scenario that a
student becomes concerned about their own eating problems or mental health.
If this was to occur, you would also be contacted by Professor Susan Paxton to
provide appropriate assistance and referral.
Information storage and reports
For the duration of the project and for seven years following the
completion of the research, the questionnaires will be stored in locked filing
cabinets in a locked room in the School of Psychological Science at La Trobe
University. Identifying information is kept separately from the questionnaires.
Computer files with the information from the questionnaires will be password
protected. After 7 years, all of the information will be destroyed.
The results of the study (from all of the students from different schools
who will be involved, not any one particular individual) will be written up in
reports and presented to your child’s school, and may also be presented at
scientific meetings and published in scientific journals. No information that can
identify anyone involved in the project will be put in the reports. If your child
wishes to have access to his/her personal data that is collected during the course
of the project we will provide it to him/her if he/she makes such a request.
Furthermore, you will be able to access a summary of the findings of the study by
contacting Rachel Gold directly via phone or email.
Personal concerns and contacts
If you have any concerns about the study or you think your child may feel
uncomfortable filling in the questionnaires please contact Professor Susan
Paxton. You can also contact the psychology counselling service if you want to
talk to a person not involved in the research (Ph: 03 9479 2150;
www.latrobe.edu.au/psy/clinic). Alternatively your child could contact the Kids
Help Line, a free, confidential and anonymous 24 hour telephone and online
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counselling service for people their age. The phone number is 1800 55 1800.
They are also accessible online via their web page: www.kidshelp.com.au
Any other queries or complaints the researchers could not or did not help
you with can be answered by contacting the Ethics Liaison Officer, Human Ethics
Committee, La Trobe University, Bundoora, Vic, 3083 (Ph: 03 9479 1443; E:
humanethics@latrobe.edu.au). For your information the ethics approval
number is 11 039. This research is also approved by the Department of
Education and Early Childhood development.
If you would like your child to participate in this research, please indicate
that you have read and understood this information by signing the
accompanying Consent Form and returning it to your child’s teacher. Both the
student and their parent or guardian needs to sign the consent form for
participation.
Researcher contact details
Phone

Email

Rachel Gold

0402 759 669

rjgold@students.latrobe.edu.au

Professor Susan Paxton

(03) 9479 1736

susan.paxton@latrobe.edu.au

ATTITUDES AND KNOWLEDGE ABOUT BULIMIA

285

BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS

Consent Form Student copy
This copy of the consent form is yours to keep for your own records

“I (the participant) have read and understood the participant information sheet and
consent form, and any questions I have asked have been answered to my satisfaction.
“If I agree to take part in the research, I understand that:
I consent to taking part in the research described to me in the information
sheet, which involves completing a series of questionnaires in one classroom
session.
I agree to participate in the project, realising that I may withdraw at any time.
I agree that research data provided by me or with my permission during the
project may be included in a thesis, presented at conferences and published in
journals on the condition that neither my name nor any other identifying
information is used.”

Please tick the appropriate box:
I agree to take part in the research

I do not agree to take part in the research

Name of Participant (block letters):

Signature:

. ....................

.

* Date:

.

Name of Parent/Guardian (block letters)

..

Signature:

.

. ....................

* Date:

Name of Investigator: Rachel Gold

Please keep this copy for your records

.. .
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BULIMIA KNOWLEDGE AND ATTITUDES IN TEENAGERS
Consent Form Researcher’s copy

Please fill this copy in and RETURN it.
“I (the participant) have read and understood the participant information sheet and
consent form, and any questions I have asked have been answered to my satisfaction.
“If I agree to take part in the research, I understand that:
I consent to taking part in the research described to me in the information
sheet, which involves completing a series of questionnaires once.
I agree to participate in the project, realising that I may withdraw at any time.
I agree that research data provided by me or with my permission during the
project may be included in a thesis, presented at conferences and published in
journals on the condition that neither my name nor any other identifying
information is used.”

Please tick the appropriate box:

I agree to take part in the research
research

I do not agree to take part in the

Name of Student (block letters):
.
Signature:

. .....................................

Name of Parent/Guardian (block letters)
. . ..
Signature:

. ....................................

*

.

.
Date:

.

Date:

.

.. .
*

Name of Investigator: Rachel Gold

Your (student) contact details
Postal address: ________________________________________________________
Email address: ________________________________________________________
Phone number: Home: ______________________ Mobile: _____________________

Please return the completed consent form to your school
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