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Abstract 

The Food Phobia Survey (FPS; Vitousek, 1998) is a questionnaire designed to identify 

the feared and forbidden foods of eating disordered patients. A wide array of 

contemporary foods typically eaten by eating disordered individuals as well as items that 

are typically avoided are assessed in terms of frequency eaten, guilt/fear associated with 

consumption, and hedonic appeal. The current study is a preliminary examination of the 

properties of the FPS in a clinical sample of patients with anorexia nervosa (AN), bulimia 

nervosa (BN), or eating disorder not otherwise specified (ED-NOS). Data from a sample 

of normal individuals were compared with data from a clinical population. On measures 

of frequency of consumption, fear, guilt, and avoidance, the FPS was found to 

discriminate between eating disorder patients, dieters, and non-dieters. No significant 

differences were found according to diagnosis or between restricting and binging sub­

types. Consumption patterns suggested by the FPS compared well to those reported by 

ED patients on self-monitoring forms and other ED measures. In a clinical setting, the 

FPS may be a valuable therapeutic tool for assessing current food choices and food­

related concerns, constructing hierarchies for graded exposure, and evaluating treatment 

outcomes in terms of fear and avoidance of food items; however, further research with 

clinical populations is necessary. 
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Chapter I 

Introduction 

Abnormal eating patterns are characteristic of anorexia nervosa (AN). bulimia 

nervosa (BN), and eating disorder not otherwise specified (ED-NOS). Clinical features of 

AN include refusal to maintain body weight at a normal level, preoccupation with weight 

and shape, behaviors related to the pursuit of thinness, and the physical consequences of 

such behaviors (e.g. emaciation, disturbed endocrine function, and other nutritional 

abnormalities) (American Psychiatric Association, 2000; Beumon!, 2002; Walsh & 

Garner, 1997). While some individuals with AN rely only on restrictive behaviors such as 

undereating and avoiding high-energy foods, often in combination with strenuous 

exercise, others also employ purging behaviors such as vomiting and laxative or diuretic 

abuse. Clinical features ofBN also include preoccupation with weight/shape and 

behaviors aimed at promoting weight loss or weight maintenance. Unlike their anorexic 

counterparts, however, bulimic individuals are typically within a normal weight range 

and alternate between restrictive eating behaviors and episodes of uncontrolled 

overeating followed by compensatory behaviors such as vomiting and excessive exercise 

(American Psychiatric Association, 2000; Beumont, 2002; Walsh & Garner, 1997). 

Atypical conditions that meet the definition of an eating disorder (ED) but not the 

diagnostic criteria of either AN or BN are classified by the DSM-IV as ED-NOS 

(American Psychiatric Association, 2000; Fairburn & Walsh, 2002). These atypical 

eating disorders are at least as common as AN and BN in clinical practice and should not 

be viewed as mild or subclinical in severity since they are associated with a clinical level 
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of impairment. Clinical characteristics of ED-NOS vary considerably. Some cases closely 

resemble AN or BN but fail to meet full diagnostic criteria. Other atypical eating 

disorders bear less resemblance to AN or BN: for example, Binge Eating Disorder (BED) 

which is characterized by recurrent episodes of binge eating in the absence of the extreme 

weight-control behavior seen in BN. 

Eating Behaviors 
Dietary restriction involves intentional and sustained restriction of caloric intake. 

In order for weight loss to occur, dietary restriction must result in an overall negative 

energy balance (Herman & Mack, 1975; Laessle, Tuschl, Kotthaus, & Pirke, 1989; 

Wilson, 2002). Studies on the average daily caloric intake for restricting AN patients vary 

substantially. Asking 20 AN patients to recall their intake over the past month, Van 

Binsbergen, Hulshof, Wedel, Odink, and Coelingh (1988) reported an average daily 

intake between 525 and 1575 kilocalories (kcal) for most patients. Based on 24-hour 

dietary recalls at different points in their illness, Bewnont, Chambers, Rouse, and 

Abhraham (1981) reported an average daily intake of597 kcal for 17 AN patients with 

individnal daily intakes ranging from 60 to 1240 kcal. Huse and Lucas (1984) asked 96 

patients to recall their diet history for several weeks before their intake assessment and 

reported an average caloric intake of900 kcal per day. 

Restricting patients typically report avoidance of sweet foods (sugar, chocolate, 

apple pie, sweetened fruit juices), starchy foods (potatoes, French fries, white bread), 

fatty foods (mayonnaise, butter, fried foods), and red meat (Bewnont 2002; Van 

Binsbergen et al., 1988; Huse & Lucas, 1984). Many meals are eaten at atypical times, 
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are of unsatisfactory quality, and are inadequate in quantity (Davis, Freeman, & Gamer, 

1988; Huse & Lucas, 1984). Idiosyncratic behaviors such as cutting food into minute 

portions, eating exceptionally slowly, adding excessive condiments, eating a bizarre 

sequence of dishes, drinking too much or too little fluid, secretly disposing of food, and 

counting calories are common (Beumont, 2002). Many of those behaviors are also 

characteristic of normal individuals in semi-starvation conditions such as those 

experienced in war-tom Europe and for experimental purposes (KaIm & Semba, 2005). 

When attempts at sustained restraint are unsuccessful, AN and BN patients 

typically develop a pattern of restrictive eating interspersed with episodes of binge eating 

(Abraham & Beumont, 1982; Fairburn, 2002). According to the DSM-IV (American 

Psychiatric Association, 1994), a binge episode is characterized by (1) in a discrete 

period of time, eating a larger amount of food than most people would eat in the same 

amount of time and in similar circumstances; and (2) a sense of lack of control over 

eating during the episode. In a study of 40 BN patients, Mitchell, Pyle, and Eckert (1981) 

reported an average of 11.7 binges over a one-week period, with a range of 1-46 episodes. 

According to Johnson, Stuckey, Lewis. and Schwartz (1983) and Fairburn and Cooper 

(1984), approximately half of their bulimic participants engaged in binge eating at least 

once a day. In a separate study, 17.1 % of patients reported binge-eating at least twice a 

day (Fairburn & Cooper, 1984). 

Findings on the average caloric intake during a binge episode vary a great deal. 

According to Abraham and Beurnont (1982), 32 patients presenting at an ED clinic with 

complaints of overeating reported consuming from 3 to 27 times the recommended daily 
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allowance (RDA) of calories on a "bad day" of binge eating. Based on self-report 

measures from 316 BN patients who returned mail surveys, Jobnsonet al. (1983) 

reported an average consumption of 4,800 kcal per episode, with individuals' typical 

episodes ranging from 1,000 to 55,000 kcal. On average, patients in this 1983 study spent 

$8.30 per binge, with a range of $1.00 to $55.00 per binge. Davis et al. (1988) reported 

that 26 women who met criteria for BN consumed an average minimum of 669 kcal and 

an average maximum of2,327 kcal during a binge episode. Based on 199 binge-eating 

and 440 non-binge-eating episodes from 20 BN patients, Rosen, Leitenberg, Fisher, and 

Kbazam (1986) found that the average binge contained 1,459 kcal with individual binge 

episodes ranging from 45 to 5, 138 kcal.1 Substantial overlap was found between the 

sizes of what patients considered to be binge-eating and non-binge-eating episodes, such 

that 65% of binge -eating episodes also fell within the range of non-binge -eating episodes. 

Comparison of content from low-calorie binge-episodes and non-binge episodes 

indicated that patients' views of what constitutes a binge are strongly influenced by 

whether calories are obtained from snack and dessert foods as opposed to fruits and 

vegetables. 

Foods that are commonly eaten during a binge include ice cream, bread, candy, 

dougbnuts, salads, sandwiches, cookies, popcorn, cheese, and cereal (Mitchell et al., 

1981). Typically, these are foods that AN and BN individuals do not allow themselves to 

eat at other times (Abmham & Beumont, 1982; Beumont, 2002; Fairburn, 1995; Johnson 

et al., 1983). Binge episodes are frequently planned, as evidenced by purchase and 

1 For the purposes of this study, binge-eating episodes were self-labeled by study patients. 
According to the DSM-N, 4S kcaI would not qua1ify as a binge episode. 
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storage of food to be consumed at a time when individuals expect to be free from 

interruption and careful selection of foods that are easy to swallow and regurgitate. 

Generally food is eaten at a mpid pace, which slows as the episode progresses. Some 

idiosyncratic binging behaviors include eating in secret, concealing what has been eaten, 

"picking" behavior (eating small quantities at a time for hours), chewing food and then 

spitting it out, eating inappropriate food (scraps of food from the rubbish bin, mwor 

frozen foods), and leaving stacks of empty food containers or plastic bags filled with 

vomitus in plain view (Abmbam & Beumont, 1982; Beumont, 2002). 

Unlike normal dieters who might develop general guidelines about how they 

should eat, restricting AN and BN patients tend to develop extreme and highly specific 

dietary rules. These rules can involve a combination of avoiding eating, restricting the 

overall amount eaten, and eliminating certain types of foods (Fairburn, 1995, 2002). 

Moreover, these rules tend to be approached in a black-and-white or all-or-nothing 

fashion. Examples include classifying foods as good or bad, feeling either in control or 

out of control, and viewing foods as either dangerous or safe (Fairburn, 1995). According 

to Fairbmn (1995), "Strict dieters feel that they must achieve this goal to the letter and 

that they have 'failed' each time they eat more than their 'rules' allow" (p. 47). With such 

strict and demanding rules of restraint, repeated "failure" is virtually inevitable. 

Consequently, AN and BN patients who fail to meet their dietary goals will often give up 

tempomrily and binge. Thus, dieting according to strict rules tends to encourage a cycle 

of dieting and binge eating (Fairburn, 1995, 2002). 
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It has been suggested that eating-disordered individuals dichotomously categorize 

foods in terms of being "forbidden" or "permissible" (Kales, 1990; Ruggiero. Williamson, 

Davis. & Schundt, 1988). According to Knight and Boland (1989), self-defined 

"pennissible" foods are considered safe by a dieter when consumed in reasonable 

amounts and need not be avoided when dieting. Conversely, "forbidden" foods are 

considered off-limits by an individual dieter, at least for the duration of a weight-

reduction diet. Vegetables, fruit, yogurt, tofu, whole grains, cottage cheese, rice cakes, 

chicken, and fish are examples of foods that are often considered ''permissible,'' while 

"forbidden" foods might include cookies, bread, cake, candy, ice cream, chocolate, pizza, 

butter, and fried foods (Kales, 1990). 

Feelings of guilt, fear, and anxiety and negative thoughts are frequently associated 

with "forbidden" foods (Gattellari & Huon, 1997; Rosen, Leitenberg, Gross, & Willmuth, 

1985; Sunday, Einhorn, & Halmi, 1992). Sunday and colleagues (1992) found that 

compared to a control group of unrestrained eaters, individuals with eating disorders 

associated significantly more guilt with foods containing high or moderate levels of 

calories or fat. Caloric amounts and fat content were reported to be the primary sources of 

guilt in the ED groups, while participants in the control group were more likely to 

attribute food-related guilt to concerns about health, cholesterol, chemical additives, and 

reservations about consuming animal products. 

Treatment 
In order to eliminate the cycle of strict dieting followed by binge eating, a regular 

pattern of eating must be established (Fairburn, 2002; Fairburn, Marcus, & Wilson, 1993; 
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Pike, Loeb, & Vitousek, 1996). In cognitive-behavioral therapy (CBT), patients are 

typically prescribed a regular pattern of eating from the onset of treatment CBT for BN 

has been researched intensively (Agras, Walsh, Fairburn, Wilson, & Kraemer, 2005; 

Whittal, Agras, & Gould, 1999) and is generally regarded as the "gold standard 

treatment" of choice for BN (Agras et al., 2005; Fairburn et aI., 1993; Wilson, 1999) and 

the recommended treatment for AN (Cooper, 1997; Vitousek, 2002; Wilson, 1999). 

Guidelines from the National Institute for Health and Clinical Excellence in the United 

Kingdom (NlCE, 2004) specify that 16-20 sessions ofCBT should be offered as a front­

line treatment for adults with BN, and advise clinicians to consider CBT as a treatment 

for adults with AN. 

According to Wilson (1999), effective treatment for BN involves "reducing 

dietary restraint in favor of more normal eating patterns, developing cognitive and 

behavioral skills for coping with high risk situations that trigger binge eating and purging, 

and modifying dysfunctional thoughts and feelings about the personal significance of 

body weight and shape" (p. 82). From the inception of treatment, a meal plan is 

established consisting of three meals and two to three snacks per day. Each meal and 

snack should be planned and patients are instructed to limit themselves to these planned 

eating occasions spaced at intervals of no more than three to four hours apart (Fairburn et 

al., 1993; Pike et al., 1996; Wilson, Fairburn, & Agras, 1997). According to the CBT 

treatment manual for binge eating and BN (Fairburn et al., 1993), prescribing a regular 

pattern of eating is the single most effective procedure in the treatment process. Initially, 

emphasis is placed on when patients eat, rather than what they eat As treatment 
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progresses, however, patients are increasingly encouraged to eliminate extreme dieting 

and narrow food choices. Research has demonstrated consistently that high levels of 

dietary restraint playa causal role in the onset and maintenance ofBN (Huon, 1996; 

Polivy & Herman, 1985; Stice & Agras, 1998; Stice, Presnell, & Spangler, 2002). 

Consequently, this phase of treatment focuses on the reintroduction of a patient's 

"forbidden" foods to his or her diet 

The reintroduction of avoided foods starts by identitying all foods that the patient 

has labeled as "forbidden." Patients are asked to list all the foods that they like but would 

be reluctant to eat, either because of the effect patients believe such foods might have on 

weight or shape, or becanse they fear that eating them might trigger a binge. 

Reintroduction involves progressively including these foods in the diet starting with the 

easiest and moving toward the most difficult foods (Fairburn, 1995; Fairburn et al., 1993; 

Pike et al., 1996). 

In view of eating-disordered patients' determination to control their weight, their 

aversion toward fat, and their fear oflosing control over eating (Vitousek, Watson, & 

Wilson, 1998), it is common for patients to react to efforts to change their eating 

behaviors with anger, deception, and manipulation (Beumont, 2002). Many express 

ambivalence about making changes. For example, an anorexic expressed the following 

concerns about "banging: 

Very scared to let go still. I can feel myselfbecoming fleshier again and 

sometimes this fills me with optimism as I see myself becoming stronger 

and eventually beginning to function as a woman again with women's 
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hormones and working ovaries! This goes hand in hand with me becoming 

more self-confident and I imagine that other people treat me with more 

respect because I'll be stronger. I'll feel more important and no longer feel 

like the cowering shadow in the comer. Other times I doubt that feeling 

fatter will make me feel better and instead will make me even more useless. 

It is at this point that my anorexic self tells me to stop eating so much again 

'just in case' being bigger makes me feel worse. I can see it in myself at 

the moment. I can feel that I've put on weight and now I can feel myself 

fighting food again. 1 think I'm scared of losing control. 

(patient quoted in Treasure & Ward, 1997) 

A further barrier to treatment, according to Vitousek, Daly, and Heiser (1991), is 

"the challenge of getting eating disorder clients to tell us what they think and feel-and 

the difficulty of trusting them when they do" (p. 647). This is especially problematic 

when patients lie about what they do and do not eat and the reasons why they do or do 

not eat. A personal account from a recovered anorexic illustrates this point: 

1 was becoming a master of excuses: "I'm not hungry ... I don't like 

alcohol's affect on my brain ... I don't have a sweet tooth ... I can't face 

foods before noon ... " The quick lies were coming so automatically now 

that one part of my brain began to believe them. (Johnston, 1993, p. 31) 

It was simpler to be consistent: "I never eat bread with my meals ... I 
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never eat desserts ... I don't like potatoes ... I like my salad without 

dressing." These were simple rules. Never mind that they were lies. I 

would turn them into truths by sheer act of will. (Johnston, 1993, p. 20) 

Vitousek et al. (1991) suggest several relevant reasons for denial. It is common for 

bulimic patients to experience a sense of shame. Underreporting intake might be 

attributed to the belief that eating fattening foods is "greedy" or reveals a lack of self­

control, that binging behaviors are disgusting, or that overeating represents a failure to 

make progress in treatment. Another reason for denial may be defensive. According to 

Garner (as cited in Vitousek et al., 1998) BN patients often resist the idea of giving up 

dieting and unrealistic weight standards. Vitousek et al. (1991) point out that inaccurate 

self-report may also be inadvertent. For example, patients may have obscured their own 

awareness of genuine food preferences independent of concerns about fat and calories. 

Conditioned aversion can occur when patients attach negative connotations to specific 

foods, often through a process of deliberate self-indoctrination; over time, many begin to 

find these foods genuinely aversive. 

Current Measures 
To date. most measures of ED symptoms have been developed to assess behaviors 

and/or beliefs (e.g. Eating Attitudes Test; Gamer & Garfinkel, 1979; Three Factor Eating 

Questionnaire; Stunkard & Messick, 1985). It is also necessary, however, to develop 

adequate measures that specifically target fear and avoidance in order to better 

nnderstand ED phenomena (e.g. differences between ED and norma1Jdieting populations, 
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differences between ED subtypes. and differences between individuals) and to aid in 

clinical assessment and treatment planning. While a few studies have attempted to 

examine fear and avoidance of foods in ED populations (Gattellari & Huon. 1997; Stice 

et aI., 2002; Sunday et aI., 1992), satisfactory measures of fear and avoidance are needed 

to capture differences between groups reliably. Better measures of fear and avoidance 

would also improve upon current methods of clinical assessment and treatment planning 

which often neglect to assess fear and avoidance or rely on unexamined means of patient 

recall or self-monitoring. 

The Forbidden Food Survey (FFS; Ruggiero et aI., 1988) was created to measure 

patients' anticipated emotional reaction to or fear of eating specific foods. Individuals 

with BN were asked how they would feel about themselves after eating each item on a 

list of 45 foods selected to be representative of foods consumed in the American diet. 

Nine items were included in each of the following food groups: meat, gra.in. fruit and 

vegetables, milk, and beverages. Items in each food group were further divided into three 

caloric levels of high, medium. and low caloric content Examples of items in the milk 

food group included sour cream, hot fudge sundae, and milk shake (high calorie group); 

cheddar cheese, swiss cheese, and ice cream (medium calorie group); skim milk, yogurt, 

and cottage cheese (low calorie group). For each item. participants were asked to choose 

among the following options: (a) I would feel very good about myself after eating this 

food; (b) I would feel good about myself after eating this food; (c) I would feel neither 

good nor bad about myself after eating this food; (d) I would feel badly about myself 

after eating this food; (e) I would feel very badly about myself after eating this food. 
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According to Ruggiero et al. (1988). the FFS demonstrated good reliability and 

discriminant validity. In particular, purging bulimics consistently reported the strongest 

anticipated negative reactions to "forbidden" food types compared to non-purging 

bulimics and normals, as well as compared to obese and normal participants. 

Use of the FFS to identify target foods, however. can be problematic for a nwnber 

of reasons (Gonzalez, 2001). The FFS groups foods according to caloric content but does 

not consider fat content, although both are important factors in the fear and avoidance of 

forbidden foods (Sunday et al., 1992). The scale also utilizes awkward response 

categories. Individuals are prompted to choose whether a food makes them feel "good," 

"bad, " or "neither good nor bad" about themselves. Presumably normal, non-restrained 

individual should show little fear or guilt in association with specific foods; however, it is 

not clear why they should feel "very good" about themselves for eating particular food 

items. In fact, Gonzalez (2001) points out that the optimal response to eating any food 

would be an absence of judgment about the associated "goodness" or "badness" of the 

self (p. 15). On the FFS, however, the "I would feel neither good nor bad about myself 

after eating this food" response falls squarely in the middle of the rating scale. 

The FFS additionally fails to measure individuals' actual avoidance of foods. 

While the FFS asks respondents to anticipate how they would feel after eating a particular 

food, it is not clear whether these reactions necessarily influence the decision to avoid the 

food or to purge following consumption of the food. 

Fina11y, Gonzales (2001) points out that the FFS does not assess hedonic 

preference for various food items. In reintegrating foods into an AN or BN patient's diet 
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over the course of treatment, an important distinction is made between foods that are 

avoided out of fear or guilt and those that are avoided out of genuine dislike that preceded 

ED onset. As a result of problems with food groupings. response categories, 

measurement of actual avoidance of foods, and disregard for hedonic food preferences, 

the FFS does not provide adequate information for the identification of target food items. 

The Food Phobia Survey (FPS; Vitousek, 1998) is an alternative measure 

designed to identify the feared and forbidden foods of eating-disordered patients. A wide 

array of contemporary foods typically eaten by eating-disordered individuals as well as 

items that are typically avoided are listed. Patients rate each food item in terms of 

frequency eaten, guilt/fear associated with eating the food, and hedonic appeal. A 

preliminary evaluation of the FPS (Gonzalez & Vitousek, 2004) indicated that the FPS 

discriminates dieters from non-dieters on ratings of the fear/guilt associated with food 

items and the number of feared foods at various levels of perceived "fatteningness." 

The FPS was developed to improve on existing methods of identifying target 

foods for ED assessment and treatment In addition to addressing some of the problems 

associated with Ruggiero's FFS, the FPS includes a wider range of specific foods, 

including "contemporary" foods. Such items were chosen to represent food preferences 

of young women with and without an ED. Efforts were made to include (a) diet foods 

that are highly likely to be represented in the intake of ED and dieting individuals (e.g., 

rice cakes), (b) foods that are likely to be avoided because of their perceived high fat 

and/or calorie content (e.g., ice cream bar), and (c) foods that represent "transitional" 

choices (e.g., frozen yogurt) (Gonzalez & Vitousek, 2004). Inclusion of a wide range of 

13 



specific items across numerous food categories facilitates identification of target foods 

that match the preferences and concerns ofa diverse clinical population (Gonzalez, 2001). 

Once target foods are identified, such information can be utilized in daily meal planning 

and to facilitate in vivo exercises such as ordering and eating a previously avoided food 

in a restaurant while accompanied by a therapist. The FPS may further be used as a 

therapeutic tool for assessing current food choices and food-related concerns, tracking 

changes in typical eating behavior and concerns over the course of treatment, 

constructing hierarchies for graded exposure, and evaluating treatment outcomes in terms 

of fear and avoidance of food items. Research with clinical populations is necessary to 

gauge the utility of the FPS for these purposes. 

Present Study 
This study is a preliminary examination of the properties of the FPS in a clinical 

sample of patients with AN, BN, or ED-NOS. Archival data from a sample of normal 

individuals (Gonzalez, 2001) was compared with data from a clinical population. It was 

anticipated that the FPS would discriminate between normal individuals and those with 

an ED, between restricting and binging sub-types, and between ED diagnoses. The FPS 

was also examined in conjtmction with patient self-monitoring of dietary intake and two 

standardized measures of ED symptomatology: the Eating Disorder Examination 

(Fairburn & Cooper, 1993), a well-validated and widely used semi-structured interview 

that evaluates restraint, eating concern, and shape and weight concern, and the Eating 

Disorder Inventory (Garner, Olmstead, & Polivy. 1983), a self-report measure examining 

attitudes and behaviors related to drive for thinness, bulimia, and body dissatisfaction. 
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FPS data collected prior to and following CBT were analyzed additionally with the 

expectation that patient preferences for a variety of foods and their levels of fear and 

avoidance change over the course of CBT treatment 

The present study addresses several questions: 

1) Does the FPS distinguish individuals with an ED diagnosis from 

previously collected samples of normal individuals? 

2) Does the FPS discriminate between ED diagnoses? 

3) Does the FPS discriminate between restricting and binging sub-types? 

4) Do consumption patterns suggested by the FPS correspond to those 

reported by patients on self-monitoring forms and other ED measures? 

5) Does the FPS demonstrate change over the course of CBT treatment? 

(exploratory) 
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Sample 1 

Chapter 2 

Method 

Participants 

For the principal study, FPS data were examined for 39 female patients who had 

been referred for an ED assessment at the Eating Disorder Clinic of the University of 

Hawai'i Center for Cognitive-Behavioral Therapy (CCBT). Participants included 

university students, adults from the community, and students from local high schools. 

Ages ranged from 15 to 53 with a mean age of21.79 (see Table 2). Following assessment, 

7 were diagnosed with BN, 14 with AN, 2 with binge eating disorder (BED), and 16 with 

ED-NOS (see Tables 1 and 3 for characteristics of the sample). One participant with no 

diagnosis was excluded from the study. Nine of the above mentioned participants both 

received treatment at the CCBT and subsequently completed the FPS at post-treatment 

In the post-treatment group, 4 were previously diagnosed with AN and 5 with ED-NOS. 

Ages ranged from 16-34 with a mean age of20.89. 

Sample 2 

During the earlier portion of the same time period, 79 female participants from 

undergraduate psychology courses at the University of Hawai'i also completed the FPS 

(Gonzalez & Vitousek, 2004). Participant ages ranged from 17-49 with a mean age of21. 

Of these participants. 34 were classified as dieters on the basis of a positive response to a 

direct question about whether they were currently restricting their food intake for the 
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purpose of weight or shape control. Forty-five were classified as non-dieters because they 

bad indicated that they were not currently restricting their eating and bad scored below 

the 50111 percentile on the cognitive restmint scale (EI-R) of the Eating Inventory (EI; 

Stunkard & Messick, 1988). Participants with unclear dietingfnon-dieting patterns as well 

as those who indicated that they bad been diagnosed with AN or BN at any point in the 

past were excluded from the study. 

Assessment Materials 

Food Phobia Survey (FPS; Vitousek. 1998; see Appendix C) 

The FPS is a 180-item self-report questionnaire designed to identify foods that are 

avoided by ED individuals. In order to avoid contamination of ratings through 

simultaneous consideration of several variables, the FPS is divided into two sections that 

are administered separately. In the first section, participants are presented with a list of 

180 food items and asked to indicate "How frequently, on average, you have eaten that 

food over the past year?" and "How much you have feared eating or felt Wliv about 

eating that food over the past year?" Participants are further instructed to rate fear/guilt 

independently of how often they have eaten the food or how much they like the food. 

Frequency ratings are based on a 5-point Likert scale consisting of "never," "rarely," 

"occasionally," "often," or "very often." Fear/guilt is also rated on a 5-point Likert scale, 

with response options of "none," "slight," "moderate," "strong," and "very strong." The 

second section, administered only after the first section is completed, instructs 

participants to rate the same 180 food items according to how desirable or appea1ing they 

find the food. Participants are instructed to indicate "How much you like the food purely 
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in terms of how much it appeals to you, independently from any other considerations 

about whether you consider the food healthy/unhealthy, safe/dangerous, 

fattening/slimming, cheap/expensive, easy/difficult, or ethical/unethical." Desimbility 

ratings are based on a 5-point Likert scale consisting of "not at all," "slightly," 

"moderately~" "considerably," or "extremely." 

The 180 food items on the FPS can be divided into 12 food categories: dairy, 

breads and grains. snack foods, meats, entrees with meat, entrees without meat, salads 

and soups, vegetables, fruits. beverages, desserts. and condiments and sauces. Most of 

these categories contain equal numbers of food items representing low, medium. and high 

levels of perceived "fatteningness." Food items were chosen and classified by expert 

judges who were familiar with ED patients' eating practices and beliefs. Developers of 

the FPS (Vitousek, 1998) chose to focus on perceived "fatteningness" rather than actual 

calories or fat per serving based on standard tables. Perceived ''fatteningnflllS'' was 

determined by a combination of caloric density and the amount of fat contained relative 

to other foods in the same category. According to Gonzalez and Vitousek (2004), an 

extensive range of foods was chosen to represent the dietary preferences of contemporary 

young women with and without an ED. In particular, "diet" foods commouly consumed 

by ED and dieting individuals (e.g., rice cakes), foods that are often avoided due to their 

perceived high levels of fat and/or caloric content (e.g., ice cream bar), and foods that are 

common "transitional" choices (e.g., frozen yogurt) were included. In order to more 

easily identify target foods that suit the preferences and concerns of a diverse patient 

population, the FPS incorporates 5-10 food items from each of the three levels of 
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perceived fatteningness (i.e., low, medium, and high) for each category of food (i.e., 

dairy, breads and gains, snack foods, meats, entrees with meat, entrees without meat, 

salads and soups, vegetables. fruits, beverages, desserts, and condiments and sauces.). 

To date, only one study (Gonzalez & Vitousek, 2004) has examined psychometric 

properties of the FPS. In a sample of normal participants, test-retest reliabilities were 

calculated at one-week intervals for frequency of consumption, fear, and appeal for each 

food. For frequency of consumption, test-retest reliabilities ranged from 0.31 to 0.96, 

with 28% of items producing a coefficient between 0.50 and 0.69, and 69% producing a 

coefficient of 0.70 or greater. Test-retest correlations for fear and guilt ranged from 0.14 

to 0.95, with 44% between 0.50 and 0.69, and 42% at 0.70 or higher. Appeal rating test­

retest reliabilities ranged from 0.39 to 0.93, with 22% of items between 0.50 and 0.69, 

and 78% at 0.70 or greater. 

Eating Disorder Examination. 12111 Edition CEDE; Fairburn & Cooper. 1993; see 

AppendixC) 

The EDE is a 22-item semi-structured clinical interview designed to evaluate the 

full range of ED behaviors and attitudes (Cooper & Fairburn, 1987; Rizvi, Peterson, 

Crow, & Agras, 2000). Generally considered the gold standard for the assessment of ED 

psychopathology (Black & Wilson, 1996), the EDE relies on interviewer ratings of 

patient behavior and attitude disturbances based on specific provided definitions. 

Behavioral symptoms such as binge eating and compensatory behaviors as well as 

disturbances in cognitions and attitudes over the past 4-week (28 day) period are targeted. 

The EDE has been revised a number of times and abbreviated to include only items that 
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are required for the assessment of key behavior, the creation of subscales, and the 

derivation of ED diagnoses (Fairburn & Cooper, 1993). Subsca1es in the current version 

include Restraint, Eating Concern, Shape Concern, and Weight Concern. Items in the 

Restraint subsca1es incorporate restraint over eating, avoidance of eating, food avoidance, 

dietary rules, and the desire to have an empty stomach. The Eating Concern subscale 

contains questions about: preoccupation with food, eating, or calories; fear of losing 

control over eating; social eating; eating in secret; and guilt about eating. Shape Concern 

consists of the desire for a flat stomach, importance of shape, preoccupation with shape 

or weight, dissatisfaction with shape, fear of weight gain, discomfort seeing one's own 

body, avoidance of exposing others to one's body, and feelings of fatness. Weight 

Concern evaluates the importance of weight, reaction to prescribed weighing, 

preoccupation with shape or weight, dissatisfaction with weight, and desire to lose weight 

(Fairburn & Cooper, 1993). Each item on the EDE consists of at least one mandatory 

probe question and a number of optional questions designed to assist the interviewer in 

eliciting sufficient information to make a satisfactory rating. Items are rated based on 

severity or :frequency of occurrence at an operationally defined level of severity. 

Interviewers are provided with rating instructions for each item. Most items are rated on a 

seven-point scale with four or more clearly defined anchor points. 

Several studies indicate good interrater reliability. In a group of AN, BN, and 

non-eating disordered individuals, Cooper and Fairburn (1987) reported correlation 

coefficients above 0.90 for all but three items of the then 62-item EDE (social eating, 

body composition. and pursuit of thinness). The body composition and pursuit of thinness 
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items have since been dropped from the most recent version of the EDE used in the 

present study. Similar studies examining EDE subscales in samples of BN or restrained 

participants indicate interrater reliability coefficients ranging from 0.83 (Bulimia 

SubscaIe) to 0.99 (Shape Concern Subscale) (Rosen, Vam, Wendt, & Leitenberg, 1990; 

Wilson & Smith, 1989). The Bulimia SubscaIe has also been deleted from the most 

current version of the EDE used in the present study. 

Rizvi et a1. (2000) examined interrater and test-retest reliability for the most 

current version of the EDE. The sample consisted of AN, BN, and BED patients. 

Interrater correlations of 0.95, 0.90, 0.99, and 0.94 were reported for the Restraint, Shape 

Concern, Weight Concern, and Eating Concern SubscaIes respectively. Interrater 

correlations for ED behaviors, including objective binge episodes, subjective binge 

episodes, and episodes of self-induced vomiting, ranged from 0.92 (subjective bulimic 

episodes) to 1.00 (vomit days and vomit episodes). Test-retest analyses were conducted at 

intervals of 2-7 days (median = 4 days) by a separate assessor who was blind to the 

content of the first interview. Test-retest correlations for the Restraint, Shape Concern, 

Weight Concern, and Eating Concern SubscaIes were 0.76, 0.76, 0.71, and 0.74 

respectively. Test-retest correlations for ED behaviors ranged from 0.34 (subjective 

bulimic episodes) to 0.97 (vomit episodes). 

A number of studies of discriminant validity indicate that the EDE discriminates 

well between patients with eating disorders and normal controls (Cooper, Cooper, & 

Fairburn, 1989) and between patients with BN and highly restrained controls (Rosen et 

a1., 1990; Wilson & Smith, 1989). Rosen et a1. (1990) further compared specific EDE 
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items and subscales (dietary restraint, overeating, eating concern, and self-induced 

vomiting) with participant eating behaviors derived from eating diaries. Eating diaries 

were maintained for a one week period; because EDE eating behaviors and attitudes are 

assessed over a 4-week interval, the one week of overlap between the two fonns of 

measurement provides only an approximate measure of concurrent validity. In general, 

EDE subscales and items were found to be modestly correlated with self-report eating 

diaries (ranging from -0.22 for the restraint scale and self-reported frequency of eating 

snack foods, to 0.52 for the Eating Concern Subscale and self-reported caloric size of 

binge episodes), EDE ratings of vomiting were highly associated with self-reported 

frequency ofvomiting episodes (0.90). 

The EDE is suitable for use in both community and clinical settings. It has been 

used widely in descriptive studies and treatment research (Cooper & Fairburn, 1993). 

Eating Disorder Inventory-2 CEDI-2; Garner, 1991: see Appendix C) 

The EDI-2 is a self-report measure designed for the assessment of eating disorders. 

In addition to assessing symptomatology associated with AN and BN, the EDI-2 is also 

designed to assess psychological characteristics that are relevant to AN and BN (Gamer, 

1991). In its original version, the Eating Disorder Inventory (EDI, Garner & Olmstead; 

1984) consisted of 64 items distributed across eight subscales. The EDI-2 consists of 91 

questions factored into 11 subscales, with the first eight subscales directly derived from 

the original EDI. The Drive for Thinness, Bulimia, and Body Dissatisfaction subscales 

assess attitudes, cognitions, and behaviors regarding eating, weight, and body shape 

concerns. Specifically, the Drive for Thinness subscale evaluates excessive concern with 
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dieting, preoccupation with weight, and extreme pursuit of thinness (e.g. "I eat sweets 

and carbohydrates without feeling nervous," "I am terrified of gaining weight," "I am 

preoccupied with the desire to be thin"). The Bulimia subsca1e assesses tendency toward 

episodes of binge-eating that may be followed by compensatory behaviors such as 

vomiting (e.g. I have gone on eating binges where I have felt that I could not stop," "I 

have the thought of trying to vomit in order to lose weight"). The Body Dissatisfaction 

subsca1e indicates the belief that specific body parts (e.g. hips, thighs, buttocks) are too 

large (e.g. "I think that my stomach is too big," "I feel satisfied with the shape of my 

body," "I like the shape of my buttocks"). The Ineffectiveness, perfectionism, 

Interpersonal Distrust, Interoceptive Awareness, and Maturity Fears subsca1es measure 

common psychological aspects of eating disorders. Asceticism, Impulse Regulation, and 

Social Insecurity were later added as provisional subscales that evaluate personality traits 

that have been found to exist in subgroups of ED patients (Gamer, 1991; Garner et al., 

1983; Packianatban, Sheikh, Feben, & Finer, 2002). 

Items are presented in questionnaire form and participants are instructed to 

answer based on a 6-point Likert Scale consisting of "always," "usually," "often," 

"sometimes." "rarely," or "never." As recommended for use with a clinical sample, items 

are scored on a scale of 0-3 (Shoemaker, Van Strien, & Staak, 1994; Van Strien & 

Ouwens, 2003). Responses most consistent with ED symptomatology receive a score of3, 

the highest but one response a score of 2, the next response being awarded a 1, and the 

three least symptomatic responses all receiving scores of O. Items are summed across 

subsca1es (Gamer, 1991; Garner et al., 1983). 
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Good internal consistency for the original eight EDI subscales (Drive for 

Thinness, Bulimia, Body Dissatisfaction, Ineffectiveness, Perfectionism, Interpersonal 

Distrust, Introceptive Awareness. and Maturity Fears) has been reported in clinical 

populations with coefficient alphas ranging from 0.80 for the Perfectionism scale up to 

0.91 for the Body Dissatisfaction scale. Coefficient alphas for the provisional subscales 

(Asceticism, Impulse Regulation, and Social Insecurity) range from 0.65-0.75 (Eberenz 

& Gleaves. 1994). In the general population, test-retest reliabilities for the subscales 

ranged from r=O.97 for the Body Dissatisfaction subscale to r=O.81 for the Interpersonal 

Distrust subscale. with the exception of the Maturity Fears subscale (r = 0.65). Subjects 

within this sample who were considered to be at risk for an ED evidenced only minor 

differences in reliability for the subsca1es. Test-retest reliabilities for the subscales ranged 

from r=O.84 for Introceptive Awareness subscale to r=O.96 for the Body Dissatisfaction 

subscale. with the exception of the Maturity Fears subsca1e which produced a reliability 

value of r=O.77. Total scores in both the general population and the at-risk subset 

produced a reliability value of r=O.96 (Wear & Pratz, 1987). 

The EDI is frequently nsed for both research and treatment purposes. In research 

studies, it has been shown to be useful as a screening tool. a prognostic indicator, and an 

outcome measure. The EDI is also widely nsed in treatment planning and the monitoring 

of progress and recovery (packianathan et al., 2002). 
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Procedure 

Sample 1 

The majority of patients who were referred for treatment at the CCBT Eating 

Disorder Clinic between January 2001 and November 2006 were asked to complete the 

FPS. Following an intake assessment interview and administration of the EDE, patients 

were provided with a number of standard questionnaires to be completed at home and 

returned during the following assessment session. Standard questionnaires relevant to this 

study included demographic information, the ED! (Garner, Olmstead, & Polivy, 1983), 

and the FPS (Vitousek, 1998). All patients who completed the FPS and were diagnosed 

with an ED were included in the study. 

Assessment interviews were conducted by trained graduate students and 

supervised by a licensed clinical psychologist. The EDE (Fairbum & Cooper, 1993) was 

used in combination with other information to determine participant diagnoses. 

Additionally, participants were classified as restricting or binging sub-types. In the 

majority of cases, ED-NOS patients with a tendency toward restricting rather than 

binging (ED-NOS R) and anorexia nervosa, restricting type (AN-R) participants were 

classified as restricting sub-types. Likewise, in most cases, ED-NOS patients with a 

tendency toward binging (ED-NOS BP); anorexia nervosa, binge-eating/purging type 

(AN-BP); binge eating disorder (BED); and BN participants were classified as binging 

sub-types. 

Based on diagnosis and aVailability of appropriate clinical sta.f4 some participants 

were offered treatment at the center. Those who agreed to enter therapy were treated by a 

licensed clinical psychologist or graduate students trained in the delivery of CBT for EDs. 
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Throughout treatment, most participants were asked to maintain daily food records 

describing when they ate, what types of foods were eaten, and the amount of food 

consumed. The first ten days of 21 participant food records were compared to 

participants' self-report on the FPS. In most cases, consecutive dates were captured. In all 

but one case, participants were excluded if they did not complete 10 days of food records 

within the first two weeks of treatment. In the one exception, the participant resided on 

another island and consequently only traveled to CCBT to receive treatment on a monthly 

basis. As a result, therapy-related changes were assumed to occur slowly. All foods 

appearing on a participant's food record during the ten day period were listed along with 

the number of times each food was consumed. 

Following the conclusion of treatment, 9 participants completed the FPS during a 

post-treatment assessment. 

Sample 2 

During the first part of the same time period, data were also collected from female 

participants recruited from undergraduate psychology courses at the University of Hawaii. 

Data were collected by Vivian Gonzalez for the purpose of examining the properties of 

the FPS with a normal population (Gonzalez, 2001; Gonzalez & Vitousek, 2004). In a 

group setting, participants were instructed to complete the FPS followed by a background 

information questionnaire and various other instruments pertaining to their opinions of 

different foods and their eating habits. Based on participant scores on the EI-R and 

response to a direct question about whether they were currently restricting their food 

intake for the purpose of weight or shape control, participants were classified as dieters or 
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non-dieters. Those who indicated that they were not currently dieting but scored above 

the 50th percentile of the EI-R were excluded as well as participants who indicated that 

they had been diagnosed with AN or BN at any point in the past. Data from this sample 

were collected for a previous study; they are included here for general comparison 

between the responses of ED participants and those of college women from the same 

geographic area 

Calculation ofFPS Scores 

Participant ratings of food items were calculated to form 5 dependent variables: 

frequency of consumption. fear/guilt, appeal, feared foods, and avoidance. Each of these 

scores was broken down into ratings of foods at low, medium, and high levels of 

perceived fatteningness. The frequency of consumption. fear/guilt, and appeal scores 

were calculated directly from participant ratings by taking the mean of individual food 

items at low, medium, and high levels of perceived fatteningness. 

The feared foods and avoidance scores were derived from participant rating of the 

above three categories. Feared foods indicate the number of food items that are 

desigoated as feared at each level of perceived fatteningness. Food items were considered 

to be feared if a participant rated: a) frequency of consumption as never ("1") or rarely 

("2") eaten, b) fear/guilt as strong ("4") or very strong ("5"), and c) appeal as 

considerably ("4") or extremely appealing ("5"). Designation of a food as feared 

indicates that avoidance, fear and guilt, and appeal are all highly associated with the food 

item. Those foods that did not meet the operational definition of feared were considered 

to be ''not feared." 
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For the purpose of this study, avoidance was defined as a discrepancy between the 

reported appeal of a food and the frequency in which that food was consumed. A 

Discrepancy Index for each food item was calculated from the frequency of consumption 

minus the appeal. The Positive Discrepancy Index consists of the mean of all positive 

scores. It indicates the extent to which patients eat foods more frequently that they find 

less appealing. The Negative Discrepancy Index consists of the mean of negative scores. 

It indicates the extent to which patients either do not eat or less frequently eat foods that 

they find appealing. Although frequency of consumption is not always linked to appeal 

(e.g. eating bread or rice everyday would not necessarily equate to finding bread or rice 

"extremely" appealing; similarly, one might find fresh cherries to be "extremely" 

appealing, but because cherries are in season only once a year, fresh cherries are likely to 

be "rarely" eaten.), trends are expected to be apparent across many foods. For the purpose 

of this hypothesis, the Negative Discrepancy Index was used to determine participants' 

avoidance of appealing foods. 
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Chapter 3 

Results 

Prior to analysis, frequency of consumption, fear/guilt, appeal, EDI, and EDE 

were examined for accuracy of data entry and missing values using various SPSS 

programs. In cases where there were several missing values on the FPS, mean 

substitution was used to replace the mean for the individual's group on the given variable. 

Four participants completed at least one part of the FPS but failed to complete all three 

sectious (frequency of consumption, fear/guilt, and appeal). In those cases, data from 

completed section(s) were included but feared foods and avoidance variables could not be 

calculated. Means and standsrd deviations for frequency of consumption, fear/guilt, 

appeal, feared foods, and avoidance are reported in Tables 5, 6, 7, 8 and 9. 

Question 1: Does the FPS distingtlli;h individuals with an ED diagnosis from previously 

collected samples of normal individuals? 

Hypothesis 1: ED participants will report lower frequencies of consumption 

compared to dieting and non-dieting participants. From a list of 180 foods, participants 

were asked to use a 5-point Likert scale (1= "never," 2= "rarely," 3= "occasionally," 4= 

"often," 5= ''very often") to rate "how frequently, on average, you have eaten that food 

over the past year?" A 3 x 3 mixed between-within-subjects ANOV A was conducted to 

determine whether ED patients, dieters, and non-dieters differed in their frequency of 

consumption according to how fattening foods were perceived to be. The within-subjects 

independent variable was mean frequency of consumption according to perceived level of 

fatteningness (low, medium, and high). The between-subjects independent variable was 
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population group (eating disordered, dieter, non-dieter). For within factors, multivariate 

tests (Wilks' Lambda) and their corresponding F values were obtained. A statistically 

significant main effect was found for frequency of consumption according to level of 

fatteningness (E (2, 111) = 22.74, n < .001), but not for eating group (E (2, 112) = 2.74, n 

= .069). Analysis yielded a significant interaction for eating group by frequency of 

consumption (E (4, 222) = 11.35, n < .001) (see Figure 1 for mean scores by group and 

Table 4 fur means and standard deviations). Tukey post-hoc tests indicated significant 

differences between ED and non-dieter frequency of consumption ratings at low levels of 

perceived fatteningness (n =.022). For foods perceived to be at high levels of 

fatteningness, Tukey post-hoc tests revealed significant differences between ED and 

dieters (n = .001) as well as between ED and non-dieters (n < .001). No significant 

differences were found between ED, dieter, and non-dieter groups for foods at medium 

levels of fatteningness. 

Hypothesis 2: ED particinants will reJ)Qrt higher levels of fear/guilt than dieting 

and non-dieting participants. From a list of 180 foods, participants were asked to use a 5-

point Likert scale (1 = "none," 2= "slight," 3= "moderate," 4= "strong," 5= "very strong") 

to rate "how much you have feared eating or felt gyiliy about eating that food over the 

past year?" A 3 x 3 mixed between-within-subjects ANOV A was conducted to determine 

whether ED patients, dieters, and non-dieters differed in their ratings of fear/guilt 

associated with foods according to how fattening the foods were perceived to be. The 

within-subjects independent variable was mean fear/guilt according to perceived level of 

fatteningness (low, medium, and high). Again. the between-subjects independent variable 

30 



was population group (eating disordered, dieter, non-dieter). A significant main effect 

was found for fear/guilt according to level of fatteningness Q: (2. Ill) = 157.49, R 

< .001) and eating group Q: (2, 112) = 46.43, R < .001). Analysis of group by fear/guilt 

(E (4,222) = 22.20, R < .001) also yielded significant results (see Figure 2 for mean 

scores by group and Table 5 for means and standard deviations). Tukey post-hoc tests (at 

R < .05) indicated significant differences between ED and non-dieters, ED and dieters, 

and dieters and non-dieters for fear/guilt ratings at low, medium. and high levels of 

perceived fatteningness. 

Hypothesis 3: ED ruuticipants. dieting and non-dieting ruuticipants will indicate 

eguivalent ratings of appeal. From a list of 180 foods, participants were asked to use a 5-

point Likert scale (1 = "not at all," 2= "slightly," 3= ''moderately," 4= "considerably," 5= 

"extremely") to rate "If there were no relationshiR between this food and health, weight, 

or any other kinds of considerations. how appealing or desirable would this food be for 

you?" A 3 x 3 mixed between-within-subjects ANOV A was conducted to determine 

whether ED patients, dieters, and non-dieters differed in their appeal ratings associated 

with foods according to how fattening the foods were perceived to be. A significant main 

effect was found for appeal according to level of fatteningness (E (2, 110) = 9.80, R 

< .00 1); however, no significant results were fOWld for either eating group (E (2, 111) = 

2.15, R = .121) or for eating group by appeal (E (4, 220) = 1.80, R = .129) (see Figure 3 

for mean scores by group and Table 6 for means and standard deviations). 
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Hypothesis 4: ED participants will identify a greater number of foods as 

associated with fear than dieting and non-dieting participants. Items were classified as 

''feared foods" using participant ratings of frequency of consumption, fear/guilt, and 

appeal. A 3 X 3 mixed between-within-subjects ANOY A was conducted to determine 

whether ED patients, dieters, and non-dieters differed in the number of feared foods 

according to how fattening the foods were perceived to be. Significant main effects were 

found for feared foods according to level offatteningne!!S (E (2, 107) = 35.50, R < .001) 

and eating group (E (2,108) = 24.90, l! < .001). The ANOYA additionally yielded a 

significant interaction for eating group by feared foods (E (4,214) = 11.61, R < .001) 

(see Figure 4). Tukey post-hoc tests indicated significant differences between both ED 

and non-dieterpopulations <R = .001) and ED and non-dieter populations <R < .001) for 

feared foods at low levels of perceived fatteningness. For foods perceived to be at 

medium levels of fatteningness, Tukey post-hoc tests also revealed significant differences 

between ED and dieters <R < .001) as well as between ED and non-dieters <R < .001). 

Foods perceived to be at high levels of fatteningness indicated significant differences 

between all groups (at l! < .05). 

Hypothesis 5: ED participants will report more avoidance of appealing foods than 

dieting and non-dieting participants. For the purpose of this study, avoidance was defined 

as a discrepancy between the reported appeal of a food and the frequency with which that 

food is consumed. The Negative Discrepancy Index consists of the mean of negative 

scores. It indicates the extent to which patients either do not eat or less frequently eat 

foods that they find appealing. A Negative Discrepancy Index for each food item was 
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calculated from the frequency of consumption minus the appeal. A 3 x 3 mixed between­

within-subjects ANOV A was conducted to determine whether ED patients. dieters, and 

non-dieters differed in their avoidance of foods according to how fattening the foods 

were perceived to be. Significant main effects were found for the negative discrepancy 

index according to level offatteningness (E (2,107) = 23.41,.I! < .001) and for eating 

group (E (2, 108) = 11.12, .I! < .001). The ANOV A also yielded a significant interaction 

for eating group by negative discrepancy index (f: (4, 214) = 7.78, I! < .001) (see Figure 

5). Tukey post-hoc tests indicated significant differences between ED and dieter m 
< .001) and ED and non-dieter m = .009) negative discrepancy index at medium levels of 

perceived fatteningness. For foods perceived to be at high levels of fatteningness, Tukey 

post-hoc tests revealed significant differences between ED and dieters m = .009) as well 

as between ED and non-dieters m < .001). No significant differences were found between 

ED, dieter, and non-dieter groups for foods at low levels of fatteningness. 

Question 2: Does the FPS discriminate between ED diagnoses? 

Hyoothesis 1: AN-R. ED-NOS R. AN-B. BN. ED-NOS B, and BED participants 

will report increruringIy higher frequencies of consumption. A 6 x 3 mixed between­

within-subjects ANOV A was conducted to determine whether ED patients differed in 

their frequency of consumption according to how fattening foods were perceived to be. 

The within-subjects independent variable was mean frequency of consumption according 

to perceived level of fatteningness Qow, medium, and high). The between-subjects 

independent variable was patient diagnosis (AN-R, AN-BP, BN, ED-NOS R, ED-NOS 

BP, and BED). For the purpose of this study, restrictive eating types were distinguished 
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from binge-eating types. A statistically significant main effect was found for frequency of 

consumption according to level offatteningness (E (2, 29) = 18.17, l! < .001), but not for 

patient diagnosis a: (5, 30) = 2.07, l! = .097). There was no significant interaction for 

diagnosis by frequency of consumption ( E (10, 58) = 0.64.l! = .771) (see Figure 6). 

Hypothesis 2: AN-R. ED-NOS &, AN-B. BN. ED-NOS B. and BED Jlarticipants 

will report decreasingly lower levels of fear/guilt. A 6 x 3 mixed between-within-subjects 

ANOVA was conducted to determine whether EO patients differed in their ratings of 

fear/guilt associated with foods according to how fattening the foods were perceived to 

be. The within-subjects independent variable was mean fear/guilt according to perceived 

level of fatteningness (low, medium, and high). Again, the between-subjects independent 

variable was patient diagnosis (AN-R, AN-BP, BN, ED-NOS R, ED-NOS BP, and BED). 

A significant main effect was found for fear/guilt according to level of fatteningness a: (2, 

29) = 55.37, l! < .001). Significant results were not obtained for diagnosis a: (5, 30) = 

0.93, l! = .475) or for diagnosis by fear/guilt (E (10,58) = 0.73, l! = .698) (see Figure 7). 

Hypothesis 3: AN-&, ED-NOS &, AN-B. BN. ED-NOS B, and BED will indicate 

equivalent ratings of aooeal. A 6 x 3 mixed between-within-subjects ANOV A was 

conducted to determine whether ED patients differed in their appeal ratings associated 

with foods according to how fattening the foods were perceived to be. No significant 

results were found for appeal according to level offatteningness a: (2, 28) = 1.07, l! 

= .357), diagnosis a: (5, 29) = 0.98, l! = .445) or for diagnosis by appeal (E (10, 56) = 

0.92, l! = .519) (see Figure 8). 
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Hypothesis 4: AN-R. ED-NOS R. AN-B. BN. ED-NOS B. and BED participants 

will identify a decrea!ringly fewer number of foods as associated with fear. A 6 x 3 mixed 

between-within-subjects ANOV A was conducted to determine whether ED patients 

differed in the number of feared foods according to how fattening the foods were 

perceived to be. A significant main effect was found for feared foods according to level 

of fatteningness (F. (2, 25) = 9.87, P. = .00 1). Significant results were not obtained for 

diagnosis (F. (5, 26) = 1.55, P. = .209) or for diagnosis by feared foods ( f (10, 50) = 1.38, 

P. = .219) (see Figun) 9). 

Hypothesis 5: AN-R. ED-NOS R. AN-B. BN. ED-NOS B. and BED participants 

will report decreasingly less avoidance of appealing foods. A 6 x 3 mixed between­

within-subjects ANOV A was conducted to determine whether ED patients differed in 

their avoidance of foods according to how fattening the foods were perceived to be. A 

significant main effect was found for the negative discrepancy index according to level of 

fatteningness (F. (2, 25) = 7.24, P. = .003). Significant results wete not obtained for 

diagnosis (F. (5, 26) = 0.59, 12= .711) or for diagnosis by avoidance (f (10,50) = 1.17, P. 

= .331) (see Figure 10). 

Question 3: Does the FPS discriminate between restricting sub-types and binging sub-

Hypothesis 1: Restricting sub-tvpes will report lower frequencies of consumption 

compared to binging sub-types. A 2 x 3 mixed between-within-subjects ANOV A was 

additionally conducted to determine whether ED patients differed in their frequency of 

consumption according to how fattening foods were perceived to be. The within-subjects 
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independent variable was mean frequency of consumption according to perceived level of 

fatteningness Qow, medimn, and high). The between-subjects independent variable was 

diagnostic sub-type (restricting and hinging). A statistically significant main effect was 

found for frequency of consumption according to level offatteningness (E (2, 33) = 30.96, 

12 < .001), hut not for suh-type (E (1, 34) = 3.66, 12 = .064). There was no significant 

interaction for sub-type hy frequency of consumption ( ~ (2, 33) = 0.40, 12 = .674) (see 

Figure 11). 

Hyoothesis 2: Restricting sub-types will l'ej!Ort higher levels of fear/guilt than 

hinging sub-tvpes. A 2 x 3 mixed between-within-subjects ANOV A was conducted to 

determine whether ED patients differed in their fear/guilt associated with foods according 

to how fattening the foods were perceived to be. The within-subjects independent 

variable was mean fear/guilt according to perceived level of fatteningness Qow, medimn, 

and high). Again. the between-subjects independent variable was patient suh-type 

(restricting and hinging). A significant main effect was found for fear/guilt according to 

level offatteningness (E (2, 33) = 78.10, I! < .001). Significant results were not ohtained 

for sub-type (E (1, 34) = 0.66,12 = .422) or for sub-type hy fear/guilt ( ~ (2, 33) = 0.49, I! 

= .618) (see Figure 12). 

Hvpothesis 3: Restricting and hinging sub-types will indicate equivalent rating!! of 

;ymea!. A 2 x 3 mixed between-within-subjects ANOV A was conducted to determine 

whether ED patients differed in their appeal ratings associated with foods according to 

how fattening the foods were perceived to be. No significant results were found for 
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appeal according to level offatteningness 0: (2,32) = 2.04, It = .147), sub-type 0: (1,33) 

= 0.02, It = .879) or for sub-type by appeal (f(2, 32) = 1.15, It= .331) (see Figure 13). 

Hypothesis 4: Restricting sub-types will identify a greater number of foods as 

associated with fear than binging sub-types. A 3 x 3 mixed between-within-subjects 

ANOYA was conducted to determine whether ED patients differed in their quantity of 

feared foods according to how fattening the foods were perceived to be. A significant 

main effect was found for feared foods according to level of fetteningness 0: (2, 29) = 

16.22, n < .001); however, neither sub-type 0: (1, 30),= 0.50, n = .483) nor sub-type by 

feared foods (I (2,29) = 0.18, n = .839) yielded significant results (see Figure 14). 

Hypothesis 5: Restricting sub-types will reoort more avoidance of armeaJing foods 

than binging sub-tvJles. A 2 x 3 mixed between-within-subjects ANOY A was conducted 

to determine whether ED patients differed in their avoidance of foods according to how 

fattening the foods were perceived to be. A significant main effect was found for the 

negative discrepancy index according to level of fatteningness 0: (2, 29) = 13.64, It 

< .001). Significant results were not obtained for sub-type 0: (1, 30) = 0.88, n = .356) or 

for sub-type by avoidance (I (2, 29) = 0.40, n = .672) (see Figure 15). 

Question 4: Do consnmption nattems qgested by the FPS corre8JXllld to those reoorted 

by ED t!8tients on self-monitoring forms and other ED measures? 

Hypothesis 1: ED natients' self-monitoring of dietary intake will corre8jlOnd 

with FPS frequency mtings for high. medium and low fat food grmms. Prior to the atart 

of treatment, participants were asked to complete the FPS. In addition, at the start of CBT 
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treatment, participants were asked to begin recording their daily dietary intake in the form 

of food records. Data were reviewed qualitatively for patterns in several ways. 

First, the total number of different foods represented in 10 days of a participant's 

food record was compared to the number of foods endorsed by the participant as being 

consumed "rarely" to "very often" and "occasionally" to "very often" on the FPS. The 

mean number of unique foods reported across 10 days of participant FRs was 43.62 

(SO=13.56). Out of 180 foods represented on the FPS, a mean of 109.81 (S0=35.93) 

foods were reportedly consumed "rarely" to "very often." A mean of 57.04 (S0=20.69) 

foods were rated as consumed "occasionally" to ''very often" (see Table 7). The number 

of unique foods reported on the FRs was not significantly correlated with the number of 

foods endorsed on the FPS at frequencies of ''rarely'' to "very often" [r(21) = .01, p 

= .974] or "occasionally" to "very often" [r(21) = .20, p = .392]. Of the unique foods 

reported across 10 days of FRs, mean number of foods in the low, medium, and high 

levels of perceived fatteningness are as follows: 16.24 (S0=5.50), 13.38 (S0=4.01), 

12.71 (S0=5.21). Similar trends were evident for FPS low, medium, and high means for 

both the "rarely" to "very often" (see figure ?) and the "occasionally to "very often" (see 

figure ?) frequencies (see Table 8). 

Second, each food appearing on a participant's food record was checked for its 

presence on the FPS. Of the foods listed on individual participants FRs, 71.1% to 93% 

(mean 81.7%, S0=6.48) were part of the 180-item FPS food list. Some commonly 

occurring FR items that do not exist on the FPS include: pineapple, hard candy, hanpia, 

jam, pickles, salsa, whipped cream, and honey. A mean of 81.58% (SO=15.96) of items 
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listed on a participant FR received corresponding FPS frequency ratings of "rarely" to 

"very often" consumed. 54.42% (S0=20.23) of those same items received a 

corresponding FPS frequency rating of "occasionally" to "very often" consumed. 

Finally, a series of CI'OSS-<:hecks comparing the frequency of consuming specific 

food items as reported on food records and the FPS were conducted. (For example, a food 

record indicating that oatmeal is consumed every day should correspond to an FPS 

frequency rating of "very often. "). A Pearson's correlation between the FPS frequency 

ratings and the number of times an item was reported on a FR yielded significant results 

[r(755) = .337, n < .001]. Inspection of participant FRs and FPS frequency ratings 

indicated that they generally corresponded to one another. For example, participants who 

reported consuming cereal an average of once per day or more also reported FPS 

frequency ratings of "often" or "very often." Likewise, those who reported eating 

popcorn (regular, buttered) 1 to 3 times over the course of 10 days indicated FPS 

frequencies of "rarely." One exception appeared to occur with "binge-type" foods. Candy 

bars, potato chips (regular), snack cakes, hamburger, and french fries were often given 

FPS frequency ratings of "never" despite appearing on FRs 2 or more times over the 

course of 10 days. Among FPS items reported to be consumed "never," 8.34% were 

listed on corresponding FRs at least twice over the 10 day period. 

Hypothesis 2: ED participants' FPS fear/guilt ratings at high. medium and low fat 

food groups will correlate with EDE Fear of Losing Control Over Eating and Guilt About 

Fating items. Prior to the start of treatment, participants completed the FPS which 

includes ratings of "how much you have feared eating or felt gyiliy about eating" specific 
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foods over the past year. At this time, the EOE was also administered. The Fear of Losing 

Control Over Eating item asks participants to use a 7-point Likert scale (0= "no feat of 

losing control, " 2= "fear of losing control present on less than half the days," 4= "fear of 

losing control present on more than half the days," 6= "fear of losing control every day") 

to rate "Over the past 4 weeks, have you been afraid of losing control over eating?" The 

Guilt About Eating item of the EOE asks participants to use a 7-point Likert scale (0= 

"no guilt after eating," 2= "has felt guilty after eating on less than half the occasions," 4= 

"has felt guilty after eating on more than half the occasions," 6= "has felt guilty after 

eating on every occasion,,) to rate the following item: "Over the past 4 weeks, have you 

felt guilty after eating? Have you felt that you have done something wrong? Why? On 

what proportion of the times that you have eaten have you felt guilty?" Pearson's 

correlations were computed between the two EOE items and patient FPS ratings of 

fear/guilt associated with foods according to how fattening the foods were perceived to 

be. No significant correlations were found between the Fear of Losing Control Over 

Eating item and fear/guilt ratings at low [r(26) = .18, p = .384], medium [r(26) = .18, p 

= .369], or high [r(26) = .07, p = .740] levels of perceived fatteningness. Correlations 

between the EOE Guilt About Eating item and fear/guilt ratings at low [r(26) = .07, p 

= .729], medium [r(26) = -.06, p = .791]. or high [r(26) = -.17. p = .397] levels of 

perceived fatteningness also did not yield siguificant results. 

Hypothesis 3: ED participants' FPS discrepancy between appeal of food and 

frequency of consumption at low. medium and high fatteningness food groups will 

correlate with EOE Food Avoidance item. As noted earlier, the Negative Discrepancy 
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Index of the FPS is intended to assess participants' avoidance of appealing foods. The 

Food Avoidance item of the EOE asks participants to use a 7-point Likert scale (0= "no 

attempts to avoid food." 2= "attempted to avoid food on less than half the days," 4= 

"attempted to avoid food on more than half the days," 6= "attempted to avoid food every 

day") to rate the following item: "Over the past 4 weeks. have you tried to avoid eating 

any foods that you like, whether or not you have succeeded? Has this been to influence 

your shape or weight?" Pearson's correlations were computed between the EOE Food 

Avoidance item and patients' avoidance offoods according to how fattening the foods 

were perceived to be. A significant correlation was found between the Food Avoidance 

item and the negative discrepancy index at high levels of perceived fatteningness [r(22) = 

-.47, p = .029]. No significant correlations were found at medium [r(22) = -.42, p = .051] 

and low [r(22) = -.28, p = .203] levels. 

Hypothesis 4: EO participants' FPS frequency of consumption. fear/guilt. and 

avoidance of foods at high. medium and low food groyps will correlate with EDE 

subscale and total scores. Pearson's correlations were computed between BOE scores 

(Restraint, Eating Concern, Shape Concern, Weight Concern, Total) and FPS mean 

scores for frequency of consumption, fear/guilt, appeal, feared foods, and avoidance at 

high, medium, and low levels of perceived fatteningness. A number of correlations 

between FPS scores and EOE scores were significant at p < .05. The EOE Restraint 

subscale was significantly correlated with the FPS :frequency of consumption at medium 

(r = -0.53) and high (r = -0.58) levels, Fear at medium (r = 0.50) and high (r = 0.43) 

levels, feared foods at medium (r = -0.56) and high (r = -0.73) levels, and avoidance at 
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medium (r = 0.54) and high (r = 0.63) levels. The Eating Concern subsca1e was 

significantly correlated with frequency of consumption at the medium level (r = -0.53), 

feared foods at the high level (r = -0.43), and avoidance at low (r = 0.44) and high (r = 

0.43) levels. The Shape Concern subsca1e was significantly correlated with frequency of 

consumption at medium (r = -0.44) and high (r = -0.39) levels; fear at low (r = 0.45), 

medium (r = 0.57), and high (r = 0.45) levels; feared foods at the high level (r = -0.59); 

and avoidance at low (r = 0.44), medium (r = 0.59), and high (r = 0.60) levels. The 

Weight Concern subsca1e was significantly correlated with fear at low (r = 0.48) and 

medium (r = 0.54) levels; appeal at the high level (r = 0.45); feared foods at medium (r = 

0.47) and high (r = 0.58) levels; and avoidance at low (r = 0.48). medium (r = 0.64), and 

high (r = 0.59) levels. The EDE total score was significantly correlated with frequency of 

consumption at medium (r = -0.55) and high (r = -0.47) levels; fear at low (r = 0.43), 

medium (r = 0.56), and high (r = 0.39) levels; feared foods at medium (r = -0.49) and 

high (r = -0.69) levels; and avoidance at low (r = 0.52), medium (r = 0.65), and high (r = 

0.67) levels. 

Hypothesis 5: ED participants' FPS frequency of consumption. fear/guilt, and 

avoidance of foods at high. medium and low food groups will correlate with ED! 

subsca1e scores. A Pearson's correlation coefficient was used to compare participant 

responses to FPS frequency of consumption, fear/guilt, and avoidance of foods at high, 

medium, and low food groups with ED! subsca1e scores (Drive for Thinness, Bulimia, 

and Body Dissatisfaction). A number of correlations between FPS and ED! scores were 

significantly correlated at p<.05. The ED! Drive for Thinness subsca1e was significantly 
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correlated with the FPS frequency of consumption at high level (r = 0.40), fear at high 

level (r = -0.42), feared foods at medium (r = 0.48) and high (r = 0.54) levels, and 

avoidance at medium (r = -0.44) and high (r = -0.53) levels. The Bulimia subscale was 

significantly correlated with appeal at medium (r = 0.43) and high (r = 0.37) levels. The 

Body Dissatisfaction subscale was not significantly correlated with any of the FPS scales. 

Question 5 (Exploratory): Does the FPS demonstrate change over the course of eBT 

treatment? 

Nine participants completed both pre-treatment and post-treatment FPS measures. Due to 

limitations in sample size, treatment effects could not be analyzed formally. On an 

exploratory basis, however, the following hypotheses were also explored: 

Hypothesis 1: Participants will report higher frequencies of consumption after 

completion of eBT treatment. Mean frequency of consumption was calculated to 

examine whether ED patients differed at pre and post treatment according to how 

fattening foods were perceived to be (see Figure 16 for mean scores by group and Table 9 

for means and standard deviations). At post-treatment participants reported a decrease in 

consumption of low fatteningness foods and an increase in consumption of high 

fatteningness foods compared to pre-treatment ratings. Minima) change was apparent at 

medium levels of fatteningness. 

Hypothesis 2: Participant levels of fear associated with foods will decrease 

following eBT treatment Mean ratings of fear/guilt associated with foods were 

calculated to examine whether ED patients differed at pre and post treatment according to 

how fattening foods were perceived to be (see Figure 17 for mean scores by group and 
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Table 9 for means and standard deviations). Compared to pre-treatment, post-treatment 

ratings of fear/guilt decreased at low, medium, and high levels of fatteningness with the 

greatest amount of change at the high level. 

Hypothesis 3: Participants will report equivalent rntingll of p.ppeal at pre-treatment 

and post-treWment Mean ratings of appeal associated with foods were calculated to 

examjne whether ED patients differed at pre and post treatment according to how 

fattening foods were perceiVed to be (see Figure 18 for mean scores by group and Table 9 

for means and standard deviations). Compared to pre-treatment, post-treatment ratings of 

appeal decreased at low, medium, and high levels of fatteningness with the greatest 

amount of change at the medium and high levels. 

Hypothesis 4: Participants will identify fewer foods as associated with fear after 

completion of eDT treatment. The mean number of foods designated as feared was 

calculated to examine whether ED patients differed at pre and post treatment according to 

how fattening foods were perceived to be (see Figure 19 for mean scores by group and 

Table 9 for means and standard deviations). Compared to pre-treatment, fewer foods 

were designated as feared at post-treatment at low, medium, and high levels of 

fatteningness with the greatest amount of change at the high level. 

Hypothesis 5: Participants will report less avoidance of appealing foods after 

completion of eDT treatment Mean ratings of avoidance associated with foods were 

calculated to examine whether ED patients differed at pre and post treatment according to 

how fattening foods were perceived to be (see Figure 20 for mean scores by group and 

Table 9 for means and standard deviations). At post-treatment, participants reported a 
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minimal increase in avoidance of low fatteningness foods and a decrease in avoidance of 

high and medium fatteningness foods compared to pre-treatment ratings. 
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Chapter 4 

Discussion 

The current study was designed as a preliminary investigation of the properties of 

the FPS in a clinical sample. Because few studies have attempted to examine fear and 

avoidance of foods in the ED population (Gattellari & Huon, 1997; Stice et w., 2002; 

Sunday et w., 1992), further development of satisfactory measures for fear and avoidance 

is necessary in order to improve upon current methods of clinical assessment and 

treatment planning. Several findings from this study suggest that the FPS may be a 

helpful tool for assessing ED food choices and food-related concerns. 

As predicted, participants who were diagnosed with an ED were found to 

associate more fear, guilt, and avoidance with food items compared to dieting and non­

dieting participants. Compared to dieters and non-dieters, ED participants reported higher 

frequency of conswnption for food items perceived to be in the low fatteningness group. 

As expected, foods in the medium and high levels were reportedly consumed less often 

by the ED group compared to dieters and non-dieters. While non-dieters reported the 

highest frequencies of consumption for items in the medium group, both dieters and ED 

participants indicated highest frequencies of conswnption for the low food group and 

lowest frequencies for the high group. Level of perceived fatteningness was found to 

have a significant effect on frequency of conswnption. 

All three participant groups evidenced increasing levels of fear and guilt at each 

level of perceived fatteningness. ED participants reported higher ratings of fear and guilt 

at all levels of fatteningness compared to dieters and non-dieters. As predicted, level of 
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perceived fatteningness was also found to have a significant effect on fear and guilt 

Consistent with these findings, Sunday, Einhorn, and Halmi (1992) found that those with 

eating disorders associated higher levels of guilt with many common foods compared to 

unrestrained eaters. These feelings of guilt were especially apparent with respect to foods 

that were perceived as being high in fat or caloric content. 

Although ED ratings of appeal at all levels of fatteningness were higher than 

dieter and non-dieter ratings, no significant differences were found between ED, dieter, 

and non-dieter ratings of appeal. Because participants were instructed to rate food items 

as if"there were no relationship between this food and health, weight, or any other kinds 

of considerations," no differences based on ED diagnosis, dieting, or non-dieting status 

were expected. This is also consistent with findings of Sunday et al. (1992) that 

preference ratings of ED patients, when asked to imagine foods to be free of calories, are 

similar to preference ratings of unrestrained eaters for actual high-calorie foods. This 

suggests that abnormal preference patterns of the eating disordered norma1ize when the 

relationship between calories and food is removed hypothetically. 

MeIl!1llTeS of avoidance and feared foods yielded higher scores for ED participants 

compared to dieters and non-dieters. Level of perceived fatteningness was found to have 

a significant effect on both avoidance and quantity of feared foods. While all three groups 

evidenced an increasing number of feared foods at each level of perceived fatteningness, 

only ED participants and dieters showed similar trends in avoidance. Unlike EDs and 

dieters, non-dieters were found to have higher levels of avoidance for both low and high 

perceived fattening foods compared to medium level items. 

47 



Pinel's positive-incentive theory of hunger suggests that people are compelled to 

eat by the anticipated pleasure of eating (pinel, Assanand, & Lehman, 2000). Sweet, fatty, 

and salty tastes are usually characteristic of foods that, in nature, are rich in energy, 

essential vitamins, and minerals. Consequently, people will normally consume such 

highly palatable foods when they are available because they are wired to find pleasure in 

this behavior. While many factors might influence a food's positive incentive value, the 

most important is anticipated taste. In the case of eating disorders in which extreme 

restraint is involved, Pinel suggests that the characteristic decline in eating is likely the 

result of a corresponding decline in the positive-incentive value of food (pinel, Assanand, 

& Lehman, 2000). 

In the current study, ED participants' ratings of hedonic appeal were retained at 

levels comparable to dieters and non-dieters when caloric consequences were 

hypothetically removed. Actual dietary choices, however, evidenced decreased 

consumption of foods perceived to be in the high and medium fatteningness groups and 

subsequent increases in ratings of fear and avoidance of these foods. These findings 

suggests that while dietary choices are largely based on caloric consequences, hedonic 

appeal remains at normal levels. 

Differences between groups in the clinical population were less evident. No 

significant differences in FPS scores were found between restrictive eaters and non­

restrictive eaters or between ED diagnoses (AN-R, AN-B, BN, ED-NOS R, ED-NOS B, 

and BED). As perceived fattening levels increased, fear, avoidance, and number of feared 
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foods tended to increase. On the other hand, frequency of consumption decreased with 

increasing levels of perceived fatteningness. No trends in appeal ratings were evident. 

Means scores of participants who completed CBT treatment suggested decreasing 

fear ratings, appeal ratings, number of feared foods, and avoidance. Trends in post­

treatment frequency of consumption means suggested a decrease in consumption of low 

fatteningness foods and an increase in consumption of high fatteningness foods. 

Although treatment effects could not be analyzed formally due to limitations in sample 

size, appatent trends suggest desirable cognitive, affective, and behavioral changes 

following CBT treatment. 

The FPS compared well to self-reported daily food records and "gold standard" 

measures of ED symptomatology. When placed side by side with participant food records, 

FPS food items were found to represent a large majority of the foods that were actually 

being consumed on a daily basis by ED participants. Furthermore, most of the FR food 

items appeared to receive correspondingly appropriate FPS frequency ratings. Although 

FPS and EDE measures of fear and guilt were not significantly correlated, measures of 

avoidance at high levels of perceived fatteningness were significantly correlated; 

avoidance at medium levels was also marginally significant. 

There are several possible explanations for the lack of correspondence between 

FPS and EDE fear and guilt items. First, although the phrasing ofFPS and EDE questions 

is very similar, the content of the questions diverges in two respects. The FPS refers to 

feelings of fear and guilt over the past year while the EDE focuses on the past 4 weeks. In 

addition, the FPS asks whether participants have felt guilt "about" eating, while the EDE 
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asks about guilt "after" eating. Second, the self-report questionnaire FPS and the 

interviewer-administered EDE differ in format. In assessing EDs, it has been argued that 

interviews are preferred to self-report questionnaires because of the complexity involved 

in evaluating concepts such as loss of control, fear, and guilt (Cooper & Fairburn, 1987). 

On the other hand, self-report questionnaires have a number of advantages; for example, 

it might be experienced as too personally intrusive and embarrassing to admit abnormal 

beliefs or behaviors to an interviewer (Fairburm & Beglin, 1994). Finally, the FPS and 

EDE differ in rating formats. The FPS asks about the quality off ear/guilt. For example, 

the FPS response most indicative of ED symptomatology equates to a rating of "very 

strong." The EDE, on the other hand, asks about the quantity offear/guilt experienced. 

The corresponding EDE response most consistent with EO symptomatology is a rating of 

"has felt guilty after eating on every occasion." Incongruent FPS and EOE ratings might 

result if a participant experienced "slight" guilt "everyday," or "very strong" guilt on 

"less than half the days." Despite the lack of relationship between FPS and EDE 

fear/guilt items, a number ofEDI and EOE subscales were significantly related to FPS 

scores, suggesting areas of correspondence across these measures. 

The results of this study are consistent with a number of other findings indicating 

cognitive, affective, and behavioral differences between normal and eating-disordered 

individuals. In the current study, ED participants reported increasingly higher ratings of 

fear, guilt, avoidance, and quantity of feared foods in association with low, medium, and 

high levels of perceived fatteningness respectively. Behaviorally, ED participants also 

reported frequency of consumption patterns that decreased with each increase in level of 
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perceived fatteningness. A number of other studies have found progressively more 

negative changes in cognition. affect, and behavior to be associated with foods higher in 

caloric and/or fat content (Rosen et aI., 1995; Ruggiero et a1, 1988; Sunday et aI., 1992). 

These findings support the idea that the perceived fatteningness of foods is strongly 

associated with feelings of fear and guilt in addition to behavioral dietary choices. 

Within the clinical population. the current findings did not differentiate between 

restricting and binging participants or among specific ED diagnoses. Several possibilities 

might account for these observations. First, the findings are based on very small samples 

of individuals in specific diagnostic categories. Second, considerable fluidity within ED 

diagnoses may create difficulties when examining subtle differences between groups. 

Over time, it is not uncommon for an individual's ED symptomatology to vary markedly 

and consequently for his or her diagnoses to change with time (Fairburn & Walsh, 2002). 

Attempts at sustained res1raint are extremely difficult (Kalm and Semba, 2005; Vitousek 

et aI., 2005). As a result, over time, ED patients typically develop a pattern of restrictive 

eating interspersed with episodes of hinge eating (Abraham & Beumont, 1982; Fairburn, 

2002). The difficulty involved in sustaining a pattern of restrained eating and the fluid 

nature of ED symptoms may partially explain the lack of differences found in this study. 

Third, despite the emphasis of DSM-lV on distinctions between diagnostic categories, 

many more core symptoms unite the various forms of eating disorders than separates 

them (Fairburn & Bohn. 2004; Fairburn et aI., 2003; Walsh & Garner, 1997). Examples 

of overlap include extreme dietary restraint and restriction. binge eating, self-induced 

vomiting and laxative misuse, excessive exercising, body checking and avoidance, and 
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over-evaluation of control over eating, shape, and weight These similarities are further 

compounded by patients' movement between these diagnostic states over time (Fairburn 

& Bohn, 2004; Fairburn et al., 2003). 

A number of ED experts have suggested that a new "transdiagnostic" designation 

should be considered (Beumont, Gamer, & Touyz, 1994). Waller (1993) argues that the 

current diagnostic criteria are inadequate for the purposes of clinical utility, 

differentiation, and treatment planning. Fairburn, Cooper, and Shafran (2003) propose 

that rather than emphasizing divisions between AN, BN, and ED-NOS, a new system 

might unite these diagnoses under the single designation of "eating disorder." Based on 

the rationale that common mechanisms are involved in the maintenance of AN, BN, and 

ED-NOS, this system would have the advantage offocusing on pathological features and 

maintaining processes to dictate treatment content rather than a specific ED diagnosis 

which may carry little relevance for specific therapeutic components (Fairburn et al., 

2003). 

The FPS compared favorably to self-reported daily food records and "gold 

standard" ED measures such as the EDE and the ED!. Given the challenge of including 

an appropriate range of foods in a multicultural community like Hawaii, the FPS captured 

an impressive majority of the food items reportedly eaten by ED individuals on a day-to­

day basis. Most of the FR food items appeared to receive correspondingly appropriate 

FPS frequency mtings. These findings converge to suggest the potential utility of the FPS 

with a clinical population. Further research with a larger clinical sample is necessary to 
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examine the pIOperties of the instrument with a broad range of patients followed over 

time. 

The current study was limited by very small samples of individuals. While many 

of the predicted relationships were found, protection against repeated measures was not 

included because of the preliminary nature of this study. For the same reason, the less 

conservative significance level ofp<.05 was used. The convergence of the fact that most 

predictions held, however, suggests that the trends repeatedly evident in these data were 

probably not due to chance. Because of the preliminary nature of this study, these 

decisions were made with the goal of identifying patterns that might be explored further 

in the future. 

In addition to small sample size, limitations of this study also included problems 

with the accuracy of self-report data. Lack of reliability when collecting diet information 

has been widely researched. A number of reasons have been cited to explain the 

challenges encountered in collecting accurate self-report data about dietary intake. They 

include the difficulty of making accurate estimations of portion size and caloric content 

(Lenfant & Ernst. 1994), deliberate misrepresentation (Huse & Lucas, 1984; Klesges, 

Eck, & Ray, 1995), and failures ofreca1l memory (Klesges, Eck, & Ray, 1955). In the 

ED field, deliberate miSlepxesentation can be particularly problematic (Van Binsbergen et 

al., 1988; Vitousek, Daly, & Heiser, 1991; Wtlson& Vitousek, 1999). According to Van 

Binsbergen et al. (1988), ED patients in general and AN participants in particular, are 

often regarded as being less open and truthful about their eating behavior; on the other 

hand, because individuals with AN are preoccupied with food and eating patterns and 
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often consume rigid diets, they may also be able to recall food more accurately than the 

general population. 

Despite the limitations involved in self-report of dietary intake, many researchers 

believe that given sufficient time and an adequate approach, it is possible to elicit fairly 

reliable information (Hnse and Lucas, 1984; Wilson & Vitonsek, 1999). Future validation 

studies of the FPS might utilize a standard 24-hour recall to collect information on 

participants' daily eating habits in addition to examining consecutive food records. Test­

retest data are also needed to examine the reliability of the FPS in clinical populations 

over brief intervals. 

The Food Phobia Scale appears to have promise as a nseful research, assessment, 

and therapeutic tool. An adequate measure targeting fear and avoidance is important in 

order to better understand ED phenomena, improve upon current methods of clinical 

assessment, track changes in treatment, and assist in treatment planning. Covering a wide 

variety of common foods, the FPS may be a valuable way to efficiently collect accurate 

information. 
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Appendix A 

Tables 

Tablet. 

Particioant Ethnici!y 

Eating 
Disorder Dieters Non Dieters Total 

Self-identification" n % n % n % n % 

Japanese 7 17.9 10 29.4 21 46.7 38 32.2 

Chinese 1 2.6 4 11.8 7 15.6 12 10.2 

Filipino 0 0 7 20.6 1 2.2 8 6.8 

Vietnamese 0 0 2 5.9 2 4.4 4 3.4 

Lao 0 0 0 0 1 2.2 1 0.9 

Korean 0 0 2 5.9 1 2.2 3 2.5 

Mixed Asian-Americanb 9 23.1 1 2.9 1 2.2 11 9.3 

Hawaiian 1 2.6 3 8.8 1 2.2 5 4.2 

Caucasian 21 53.8 4 11.8 8 17.8 33 27.9 

African-American 0 0 0 0 1 2.2 1 0.9 

Latino 0 0 1 2.9 1 2.2 2 1.7 

"Ethnic group classification for multiethnic participants was made according to self-
reported ethnic group of closest identification. %ed Asian-Americans refer to those 
who did not choose one ethnic group of closest identification. 
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Table 2. 

Particinanl Cbaracteristis;s 

Eating Dieters Non Dieters Total 
Disorder n=34 n=45 n=118 

Characteristic n=39 
n % n % n % n % 

Age (years) 

15-19 18 46.2 17 50 23 51.1 58 49.2 

20-29 12 30.8 14 41.2 19 42.2 45 38.1 

30-39 1 2.6 2 5.9 2 4.4 5 4.2 

40-49 5 12.8 1 2.9 1 2.2 7 5.9 

50-53 3 7.7 0 0 0 0 3 2.5 

Body Mass Index 

14-19 19 48.7 15 33.3 10 29.4 44 37.3 

20-25 16 41.0 26 57.8 17 50 59 50.0 

26-29 2 5.2 2 4.4 5 14.7 9 7.6 

30-39 2 5.2 2 4.4 2 5.8 6 5.1 

Vegetarian Diet" 

Non-vegetarian 24 61.5 29 85.3 42 93.3 95 80.5 

Poultry/fish only 7 17.9 3 8.8 2 4.4 12 10.2 

Fish only 1 2.6 0 0 0 0 1 0.9 

Lacto-ovo 2 5.1 2 5.9 1 2.2 5 4.2 
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Other 1 2.6 o o o o 1 0.9 

No answer 4 10.3 0 0 0 0 4 3.4 
"Vegetarian Diet classifications were based on self-report at the time of assessment. 

Table 3. 

Characteristics of Eating Disorder Participants 

Pre-Treatment Post-Treatment 
n=39 n=9 

Characteristic n % n % 

Diagnosis 

AN-R 10 25.6 2 22.2 

AN-BP 4 10.3 2 22.2 

BN 7 17.9 0 0 

ED-NOSR 5 12.8 3 33.3 

ED-NOSBP 11 28.2 2 22.2 

BED 2 5.1 0 0 

Sub-Type 

Restricting 15 38.5 5 55.6 

Binging 24 61.5 4 44.4 

Body Mass Index 

14-19 19 48.7 5 55.6 

20-25 16 41.0 4 44.4 
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Pre-Treatment Post-Treatment 
n=39 n=9 

Characteristic n % n % 

26-29 2 5.2 0 0 

30-39 2 5.2 0 0 

Age (years) 

15-19 18 46.2 5 55.6 

20-29 12 30.8 2 22.2 

30-39 1 2.6 0 0 

40-49 5 12.8 1 11.1 

50-53 3 7.7 1 11.1 

Vegetarian Diet" 

Non-vegetarian 24 61.5 6 66.7 

Poultry/fish only 7 17.9 2 22.2 

Fish only 1 2.6 1 11.1 

Lacto-ovo 2 5.1 0 0 

Other 1 2.6 0 0 

No answer 4 10.3 0 0 
"Vegetarian Diet classifications were based on self-repOrt at the time of assessment. 
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Table 4. 

Means and Standard D!lviations for F~uencI of Consumru!on 

Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

Ql!i!Y 

Low 
Plain yogurt 2.14 1.13 2.38 1.35 1.78 1.08 
Sldmmilk 3.25 1.44 2.35 1.52 1.98 1.31 
Cottage Cheese Qow fat) 2.37 1.20 1.82 1.11 1.60 0.91 
Omelet made with egg whites or low- 2.58 1.18 2.00 1.18 1.78 1.04 
fat egg substitute 
Soy Milk or rice dream 2.17 1.46 1.74 1.26 1.73 1.23 

Medium 
Low-fat cheese (cheddar, Swiss, 

2.59 0.93 2.74 1.24 2.07 1.01 Monterey jack) 
2% Milk 2.14 1.18 2.71 1.40 2.87 1.38 
Fruit yogurt 2.89 1.30 3.06 1.43 2.56 1.34 
Hard-Boiled egg (whole) 2.11 1.09 2.12 1.07 2.09 1.00 
Cottage cheese (regular) 1.77 0.93 1.62 0.95 1.53 0.81 

High 
Regular cheese (cheddar, Swiss, 

2.50 1.08 3.15 1.08 3.33 0.85 Monterey jack) 
Soft or semi-soft cheese (brie, 

1.50 0.74 1.59 0.89 1.58 0.72 camembert) 
Whole milk 1.44 0.84 1.82 1.29 1.82 1.09 
Cream cheese 1.83 0.94 2.29 1.00 2.31 1.04 
Cheese omelet (whole eggs., reguIar 

1.80 0.86 215 1.28 2.22 1.18 cheese) 

Breads and Grains 
Low 
Oatmeal (Plain) 2.72 1.37 1.82 0.94 1.98 0.94 
Whole wheat bread 3.49 1.10 3.59 1.31 3.16 1.41 
Bagel (Plain) 2.77 1.12 2.79 1.41 2.31 1.14 
English muffin 2.43 0.90 2.18 0.90 2.09 0.97 
Brown rice 2.68 1.09 2.21 1.41 2.02 1.29 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

Medium 
Cereal 3.31 1.24 3.38 1.30 3.29 1.24 
Scone 1.83 0.77 1.82 1.11 1.62 0.78 
Whitebread 2.29 1.21 3.26 1.44 3.22 1.35 
White rice 3.22 1.22 4.50 0.96 4.56 0.89 
Muffin (bran) 2.14 1.02 2.15 1.02 1.80 0.89 

High 
Cinnamon roll 1.66 0.79 2.35 0.65 2.00 0.77 
Waftle or pancakes with syrup 2.15 0.93 2.65 1.15 2.71 1.01 
Fried rice 1.86 0.93 2.82 1.00 2.93 0.84 
Muffin (blueberry or cranberry) 2.31 1.12 2.44 0.75 2.42 1.03 
Doughnut 1.74 0.97 2.74 1.02 2.69 1.10 

Snack Foods 
Low 
Rice cakes 1.83 1.00 2.35 1.10 2.11 1.09 
Crackers (e.g., saltines, soda crackers) 2.26 0.84 2.94 0.95 2.89 1.11 
Pretzels 2.36 1.18 2.50 0.86 2.47 0.81 
Popcorn (plain, air-popped) 2.48 1.05 2.12 0.81 2.24 0.86 
Dried vegetable chips 1.44 0.67 1.47 0.86 1.38 0.83 

Medium 
Potato chips (low-fat) 233 0.96 2.65 0.95 2.69 0.95 
Sun chips or wheat chips 2.14 0.80 2.32 1.09 2.27 0.96 
Crackers (e.g., Ritz, Triscuits) 2.26 0.84 2.76 1.21 2.80 1.01 
Power bar or cereal bar 2.78 1.48 2.09 1.19 2.00 1.30 
Granola bar 2.54 1.30 1.88 0.91 2.33 1.13 

High 
Potato chips (regular) 1.89 0.95 2.88 1.12 3.11 1.03 
Popcorn (regular, buttered) 1.83 0.81 2.18 0.94 2.62 1.03 
Caramel-coated popcorn (regular) 1.75 0.91 1.79 0.77 1.62 0.68 
Nuts (peanuts, macadamjas, cashews, 

2.68 1.21 2.38 1.13 
pecans) 

1.13 2.67 

Trail Mix (nuts, sunflower seeds, dried 2.40 1.25 2.06 0.98 2.04 0.90 fruit) 

60 



Eating Dieters NonOieters 
Disorder n=34 n=45 

Food Items n=36 
M SO M SO M SO 

~ 
Low 
Turkey (white meat) 3.06 1.24 3.24 1.16 2.89 1.11 
Baked chicken breast 3.17 1.18 3.06 1.04 3.09 1.14 
Canned tuna (water-packed) 3.03 1.34 2.97 1.34 2.58 1.36 
Broiled fish 2.97 1.18 2.68 1.25 2.42 1.27 
Cocktail shrimp 2.20 1.09 2.06 1.01 1.93 1.14 

Medium 
Fried fish 1.72 0.91 2.32 1.12 2.69 1.16 
Lean ground beef 2.37 1.31 2.68 1.30 2.76 1.17 
Turkey frankfurter 1.43 0.69 1.41 0.61 1.64 0.98 
Shoyu chicken 2.14 0.80 3.12 1.20 2.98 1.18 
Lean roast beef 1.83 0.88 1.91 0.93 1.89 0.98 

High 
Fried chicken 1.69 0.82 2.85 1.21 3.02 1.10 
Steak 1.89 0.95 2.44 1.05 2.71 1.16 
KaluaPork 1.77 0.87 2.59 1.21 2.33 1.11 
Ham 2.23 1.10 2.38 0.92 2.44 0.97 
Spam 1.49 0.77 2.41 0.99 2.84 1.26 
ComedBeef 1.43 0.60 1.85 0.82 2.07 1.21 
Bacon 1.72 0.88 2.09 1.03 2.36 0.98 
Portuguese sausage 1.54 0.73 2.29 1.14 2.38 1.11 
Barbecued ribs 1.68 1.04 2.06 0.98 2.18 1.21 
Fried calamari 1.44 0.65 1.38 0.55 1.51 0.87 

Entrees with Meat 
Low 
Turkey sandwich 2.86 1.22 2.91 1.24 2.91 1.24 
Grilled chicken sandwich 2.25 1.11 2.53 1.16 2.31 1.04 
Grilled m.ahi burger 1.89 1.06 1.68 0.84 1.80 1.12 
Chicken or shrimp stir fry 2.40 1.05 2.91 1.22 2.89 1.09 
Sushi 2.94 1.43 3.32 1.07 3.22 1.22 

Medium 
Tuna sandwich 2.28 1.21 2.74 1.08 2.82 1.13 
Manapua (steamed, with pork filling) 1.91 1.03 2.35 0.98 2.38 1.13 
Hot do~ and bun 1.71 0.94 2.26 0.90 2.44 1.01 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M m! M SD M m! 

Spaghetti with meat sauce 2.22 1.10 2.74 0.96 2.89 1.05 
Taco with shredded beef 1.53 0.77 2.50 1.11 322 1.13 

High 
Pastrami or corned beef sandwich 1.40 0.60 1.71 0.97 1.89 0.98 
Ham and cheese sandwich 1.80 0.98 2.03 0.87 2.47 1.20 
Hamburger 1.67 0.96 2.74 1.24 3.16 1.26 
Pork or beef chow mein with noodles 1.80 0.95 2.56 0.99 2.53 1.06 
Plate lunch with teriyaki beef 1.54 0.69 2.44 1.13 2.27 1.10 

Entrees without Meat 
Low 
Garden Burger 2.61 1.18 2.06 1.10 1.80 1.01 
Pasta with vegetables and olive oil 2.09 0.97 2.62 1.26 2.49 1.25 
Tofu with vegetables 2.65 1.22 3.00 1.44 2.64 1.32 
Stuffed peppers with rice and tomatoes 1.60 0.76 1.47 0.66 1.40 0.81 
Meatless chili and rice 2.25 1.08 2.15 1.08 1.84 0.93 

Medium 
Macaroni and cheese 1.77 0.90 1.79 0.84 2.18 0.98 
Bean burrito 1.77 0.87 2.35 1.18 1.76 0.96 
Baked potato stuffed with cheese 1.66 0.92 1.97 1.06 2.49 1.16 
Vegetable quiche 1.54 0.65 1.56 0.93 1.69 0.92 
Cheese/veggie wrap or pita 1.94 1.01 1.94 1.04 1.84 1.09 

High 
Cheese and veggie pizza 2.29 1.03 2.82 0.94 2.47 1.36 
Peanut butter sandwich 2.35 1.26 2.56 1.31 2.62 1.32 
Nachos with cheese 1.72 0.81 224 0.78 2.42 0.99 
Cheese lasagna 1.75 0.73 2.12 0.91 2.31 1.04 
Fettuccine alfredo 1.54 0.81 2.18 0.90 2.09 1.06 

Salads and Soup 
Low 
Green salad with vinegar or lemon 3.22 1.27 2.21 1.37 1.98 1.36 
juice 
Tomato or cucumber salad 2.58 1.30 2.50 1.11 2.16 1.32 
Tomato soup 1.75 0.84 1.68 1.07 1.60 0.99 
Chicken broth 2.00 0.83 2.38 1.04 2.20 1.04 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M §Q M SD M SD 

Misosoup 2.14 1.20 2.62 1.26 2.87 1.06 

Medium 
Grilled chicken Caesar sa\ad 2.20 1.28 2.65 1.25 2.62 1.29 
Green sa1ad with regular sa\ad dressing 2.78 1.44 3.50 1.16 3.58 1.20 
Bean sa1ad 2.20 1.09 1.62 1.10 1.42 0.72 
Chicken noodle soup 2.17 1.00 2.50 0.90 2.51 0.97 
Saimin 2.03 1.00 3.03 1.19 3.47 1.12 

High 
Macaroni salad 1.69 0.86 2.41 0.99 2.53 1.16 
Potato salad 1.46 0.65 2.15 0.86 2.31 1.08 
Taco salad 1.77 0.90 2.21 0.91 2.09 1.10 
Portuguese bean soup 1.57 0.80 1.85 1.05 2.07 1.12 
New England clam chowder 1.69 0.71 2.53 1.16 2.44 1.27 

Vegetables 
Low 
Snow peas (Chinese pea pods) 2.39 1.18 2.21 1.23 2.00 1.02 
Carrots 3.51 1.05 3.35 1.20 3.22 1.17 
Green beans 3.42 1.10 3.09 1.24 2.49 1.10 
Asparagus 2.68 1.21 2.38 1.33 2.09 1.14 
Cauliflower 2.65 1.37 2.12 1.30 2.07 1.21 

Medium 
Lima beans 1.85 0.96 1.29 0.58 1.76 0.96 
Peas 3.17 1.13 2.82 1.24 2.36 1.11 
Creamed spinach 1.43 0.69 1.44 0.89 1.27 0.58 
Com 3.17 1.03 3.29 1.09 3.18 1.01 
Baked potato 2.50 1.08 2.56 1.24 2.82 0.98 

Wgh 
Candied yams 1.47 0.88 1.41 0.82 1.51 0.73 
French fries 1.89 1.06 3.41 1.08 3.64 1.00 
Onion rings 1.69 0.67 2.12 0.95 2.42 1.06 
Mixed vegetables with butter sauce 2.08 1.00 2.24 1.13 2.13 1.10 
Broccoli with cheese sauce 1.74 0.91 1.50 0.90 1.80 1.18 

63 



Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SO M SO M SO 

Fruits 
Low 
Apple 3.64 1.22 3.35 1.12 3.40 1.07 
Orange 3.09 1.20 3.26 1.16 3.27 1.05 
Mango or papaya 2.94 1.22 3.09 1.19 3.09 1.12 
Cantaloupe or honeydew melon 3.03 1.30 3.06 1.35 2.84 1.17 
Strawberries 3.06 1.01 2.88 1.01 2.76 1.07 

Medium/High 
Banana 3.49 1.02 3.53 1.38 3.31 1.18 
Grapes 3.17 1.06 3.53 1.24 3.13 1.14 
Raisins or dried fruit 2.65 1.12 2.18 1.00 2.24 1.05 
Avocado 2.25 1.11 2.09 1.03 2.36 1.17 
Berries with cream, whipped cream, or 1.64 0.72 1.97 1.11 1.96 0.90 
sour cream 

Beverages 
Low 
Tea or iced tea 3.31 1.47 3.65 1.39 3.09 1.52 
Coffee or iced coffee 3.25 1.59 3.38 1.56 2.40 1.45 
Cappuccino or cocoa (low fat) 2.47 1.36 3.24 1.33 2.33 1.19 
Diet Coke or Pepsi 3.63 1.57 2.44 1.56 2.13 1.50 
Tomato juice or V-8 1.69 0.98 1.47 0.86 1.42 0.75 

Medium 
Fruit juice (apple, orange, guava, 223 1.02 3.71 124 3.98 0.97 passion fruit) 
Fruit smoothie 2.49 1.08 2.76 1.13 2.69 1.20 
Protein drink 2.45 1.38 1.82 1.31 1.36 0.74 
Cappuccino or cocoa (regular milk) 2.47 1.36 2.85 1.54 2.40 1.23 
Wine 1.94 1.04 1.82 0.87 1.71 0.99 

High 
Regular coke or Pepsi 1.63 1.15 2.50 1.66 3.07 1.63 
Milksbake 1.72 1.00 2.53 0.93 2.40 0.86 
Mocha (regular milk, whipped cream) 1.54 0.91 2.41 1.35 2.16 1.30 
Kahlua and cream 1.28 0.61 1.59 0.89 1.38 0.68 
Beer 1.91 1.11 1.88 0.95 1.80 1.20 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

Desserts 
Low 
Fruit juice or popsicle 1.92 1.00 2.41 1.16 2.16 0.95 
Shave ice 2.20 1.04 2.18 1.14 2.49 0.99 
Fudgesicle (low fat) 2.00 1.04 2.26 1.19 1.96 0.93 
JelIo (diet) 1.88 1.12 1.97 1.11 1.69 0.87 
Vanilla wafers 1.77 0.76 1.91 0.75 2.31 1.10 

Medium 
Butterscotch or vanilla pudding 

1.61 0.84 
(regular) 

1.85 1.18 1.56 0.78 

JelIo (regular) 1.69 0.79 2.21 1.01 2.20 0.97 
Oatmeal cookies 2.32 0.98 2.09 0.93 2.31 1.04 

Frozen yogurt 2.92 1.25 2.76 0.99 2.73 1.19 
Low-fat ice cream 2.63 1.20 2.68 1.01 2.18 1.01 

High 
Chocolate chip cookies 2.56 1.16 3.03 1.03 3.22 1.20 
Malasadas 1.66 0.86 2.35 1.12 2.33 1.07 
Snack cakes (e.g., Twinkies, HoHos, 

1.63 0.93 1.94 0.92 2.04 1.11 
DingDongs) 
Hot fudge sundae 1.69 0.89 2.26 0.99 2.31 0.95 
Cheesecake 1.77 0.80 2.18 0.83 2.38 1.05 
Carrot cake with cream cheese frosting 1.67 0.71 1.74 0.93 1.89 0.96 
Brownies 2.17 1.03 2.59 0.89 2.71 0.97 
Candy bar (e.g., Milky Way, Snickers) 2.17 1.00 2.79 1.12 3.29 1.24 
Ice cream bar (e.g., Dove Bar) 1.86 0.96 2.50 1.08 2.47 1.12 
Premium ice cream (e.g., Ben & 

1.97 1.16 2.74 0.99 2.80 1.18 
Jerry's) 

Condiments and Sauces 
Low 
Ketchup 2.94 1.22 3.24 1.23 3.33 1.17 
Mustard 3.53 1.36 2.35 1.37 2.09 1.06 
Soy sauce 3.51 1.25 3.47 1.35 3.58 1.20 
Tabasco or chili sauce 2.48 1.38 2.44 1.37 1.80 1.20 
Margarine (low fat) 2.00 0.86 2.41 1.13 2.20 1.01 

65 



Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

MediumlHigh 
Butter 2.23 1.15 2.44 1.19 2.91 1.16 
Margarine (regular) 2.11 1.09 2.68 1.30 2.78 1.06 
Mayonnaise 1.92 1.03 2.74 1.29 3.07 1.23 
Sour cream (regular) 1.80 0.89 2.26 1.08 2.18 1.05 
Hollandaise or beamaise sauce 1.53 0.72 1.29 0.58 1.20 0.46 

Table 5. 

M!l!lDS and Standard Deviations for Fell! 

Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

~ 

Low 
Plain yogurt 2.22 1.53 1.59 1.05 1.38 0.86 
Skim milk 1.58 0.94 1.50 1.02 1.24 0.86 
Cottage Cheese (low fat) 2.31 1.31 2.15 1.46 1.36 0.77 
Omelet made with egg whites or low- 1.94 1.09 1.76 1.23 1.44 0.84 
fat egg substitute 
Soy Milk or rice dream 1.88 1.17 1.53 1.08 1.49 0.99 

Medium 
Low-fat cheese (cheddar, Swiss, 2.86 1.25 2.59 1.42 1.49 0.84 Monterey jack) 
2% Milk 2.83 1.42 1.94 1.39 1.27 0.78 
Fruit yogurt 2.06 1.12 1.59 1.02 1.18 0.49 
Hard-Boiled egg (whole) 2.81 1.47 2.62 1.50 1.49 0.92 
Cottage cheese (regular) 3.33 1.39 2.50 1.56 1.40 0.84 

66 



Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SO M SO M m 

High 
Regular cheese (cheddar, Swiss, 3.33 1.11 2.41 1.48 1.40 0.69 
Monterey jack) 
Soft or semi-soft cheese (brie, 3.56 1.52 2.68 1.12 1.41 0.89 
camembert) 
Wholemllk 3.83 1.40 3.06 1.12 2.02 1.41 
Cream cheese 3.16 1.25 3.53 1.38 1.60 0.99 
Cheese omelet (whole eggs, regular 3.64 1.42 3.24 1.56 1.61 1.13 
cheese) 

BI'ellds and Grains 
Low 
Oatmeal (plain) 1.18 1.10 1.32 0.91 1.18 0.49 
Whole wheat bread 2.08 1.13 1.68 1.01 1.22 0.56 
Bagel (plain) 3.19 1.39 2.18 1.38 1.16 0.52 
English muffin 2.61 1.18 2.06 1.01 1.09 0.29 
Brown rice 2.22 1.12 1.41 1.05 1.22 0.61 

Medium 
CeI'elll 2.50 1.18 1.50 1.11 1.18 0.58 
Scone 3.61 1.31 2.41 1.48 1.33 0.90 
Whitebread 3.03 1.38 2.12 1.43 1.38 0.18 
White rice 3.00 1.24 2.06 1.41 1.24 0.65 
Muffin (bran) 3.14 1.29 2.21 1.43 1.42 0.89 

High 
Cinnamon roll 4.41 1.08 3.65 1.45 1.81 1.24 
Waftle or pancakes with syrup 3.89 1.26 3.21 1.53 1.64 1.01 
Fried rice 3.12 1.28 2.15 1.28 1.31 0.60 
Muffin (blueberry or cranberry) 3.15 1.25 2.82 1.45 1.51 0.94 
Doughnut 4.50 1.03 3.38 1.60 1.89 1.34 

Snack Foods 
Low 
Rice cakes 1.91 1.21 1.16 1.35 1.24 0.51 
Crackers (e.g., saltines, soda crackers) 3.39 1.25 1.94 1.13 1.16 0.31 
Pretzels 2.54 1.25 1.91 1.14 1.24 0.48 
Popcorn (plain, air-popped) 2.41 1.38 2.03 1.38 1.33 0.14 
Dried ve~etable chi2!! 2.48 1.32 1.14 1.26 1.13 0.46 

61 



Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M .SD. M SD M SD 

Medium 
Potato chips Qow-fat) 3.17 1.32 2.68 1.41 1.62 1.03 
Sun chips or wheat chips 3.69 1.37 2.41 1.40 1.36 0.74 
Crackers (e.g., Ritz, T riscuits) 3.39 1.25 2.24 1.35 1.47 0.84 
Power bar or cereal bar 2.47 1.06 1.65 1.07 1.16 0.45 
Granola bar 2.94 1.26 2.21 1.39 1.22 0.47 

High 
Potato chips (regular) 4.44 1.16 3.91 1.48 2.22 1.51 
Popcorn (regular, b~d) 3.86 1.29 3.24 1.56 1.98 1.25 
Cararnel-coated popcorn (regular) 3.33 1.43 2.82 1.53 1.49 0.97 
Nuts (peanuts, macadamias, cashews, 

1.43 
pecans) 

3.81 3.09 1.60 1.69 1.18 

Trail Mix (nuts, sunflower seeds, dried 3.42 1.48 2.18 1.31 1.20 0.50 fruit) 

Meats 
Low 
Turkey (white meat) 2.17 1.18 1.68 0.98 1.18 0.39 
Baked chicken breast 2.36 1.29 1.71 1.19 1.29 0.63 
Canned tuna (water-packed) 1.89 1.06 1.97 1.22 1.49 0.84 
Broiled fish 2.25 1.05 1.62 1.04 1.47 1.04 
Cocktail shrimp 2.31 1.28 2.03 1.17 1.44 0.92 

Medium 
Fried fish 3.67 1.31 2.50 1.46 1.84 1.30 
Lean ground beef 3.02 1.42 2.71 1.40 1.64 1.11 
Turkey frankfurter 3.16 1.48 2.38 1.41 1.60 1.03 
Shoyu chicken 2.97 1.40 2.74 1.44 1.76 1.19 
Lean roast beef 2.82 1.38 2.71 1.31 1.60 1.12 

High 
Fried chicken 4.22 1.15 3.71 1.59 2.22 1.43 
Steak 3.53 1.34 3.24 1.44 1.84 1.15 
KaluaPork 3.53 1.46 3.06 1.70 2.04 1.30 
Ham 3.33 1.29 2.91 1.42 1.80 1.08 
Spam 4.00 1.33 3.47 1.58 2.27 1.51 
ComedBeef 3.55 1.38 3.35 1.55 1.78 1.13 
Bacon 3.72 1.45 3.38 1.56 2.16 1.35 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items 0:=36 
M SD M SD M SD 

Portuguese sausage 3.72 1.45 3.68 1.68 2.24 1.58 
Barbecued ribs 3.62 1.48 3.32 1.51 2.11 1.42 
Fried calamari 3.64 1.55 2.53 1.73 1.40 0.99 

Entrees with Meat 
Low 
Turkey sandwich 2.33 1.10 1.65 0.95 1.20 0.50 
Grilled chicken sandwich 2.97 1.36 1.85 1.13 1.36 0.65 
Grilled mahi burger 2.58 1.20 1.44 0.86 1.44 0.99 
Chicken or shrimp stir fry 3.06 1.39 2.47 1.33 1.60 1.12 
Sushi 2.36 1.20 1.71 1.06 1.36 0.77 

Medium 
Tuna sandwich 3.22 1.48 2.18 1.17 1.58 0.92 
Manapua (steamed, with pork filling) 3.64 1.40 2.85 1.37 1.89 1.19 
Hot dog and bun 3.89 1.39 3.24 1.54 1.98 1.22 
Spaghetti with meat sauce 3.33 1.31 2.24 1.33 1.24 0.48 
Taco with shredded beef 3.64 1.33 3.00 1.48 1..42 0.72 

High 
Pastrami or corned beef sandwich 3.58 1.44 2.74 1.68 1.69 1.08 
Ham and cheese sandwich 3.39 1.48 2.91 1.54 1.84 1.11 
Hamburger 3.94 1.41 3.41 1.54 2.16 1.48 
Pork or beef chow mein with noodles 3.78 1.35 2.91 1.42 1.67 0.93 
Plate lunch with teriyaki beef 3.89 1.39 3.24 1.76 1.87 1.08 

gntrees without Meat 
Low 
Garden Burger 2.39 1.20 1.41 0.89 1.27 0.72 
Pasta with vegetables and olive oil 3.28 1.32 2.62 1.33 1.36 0.83 
Tofu with vegetables 2.00 1.20 1.38 0.85 1.20 0.59 
Stuffed peppers with rice and tomatoes 2.73 1.27 1.94 1.13 1.31 0.70 
Meatless chili and rice 2.89 1.30 2.26 1.24 1.22 0.60 

Medium 
Macaroni and cheese 4.08 1.34 3.26 1.60 1.60 1.03 
Bean burrito 3.22 1.38 2.91 1.42 1.64 1.17 
Baked potato stuffed with cheese 4.06 1.17 3.50 1.80 1.84 1.21 
Vegetable guiche 3.69 1.31 2.24 1.48 1.44 0.84 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

Cheeselveggie wrap or pita 2.81 1.26 2.44 1.40 1.16 0.52 

High 
Cheese and veggie pizza 4.00 1.26 3.00 1.50 1.56 1.10 
Peanut butter sandwich 3.64 1.22 2.94 1.58 1.53 0.89 
Nachos with cheese 4.33 1.15 3.53 1.54 1.82 1.19 
Cheese lasagna 4.03 1.23 3.50 1.54 1.58 0.97 
Fettuccine alfredo 4.33 1.20 3.38 1.60 1.73 1.16 

Salads Hnd SoUP 
Low 
Green salad with vinegar or lemon 

1.58 1.08 1.26 0.79 1.29 0.82 
juice 
Tomato or cucumber salad 1.39 0.80 1.26 0.96 1.02 0.15 
Tomato soup 1.78 1.05 1.47 0.90 1.13 0.34 
Chicken broth 1.94 1.19 1.56 0.89 124 0.74 
Misosoup 1.56 1.00 1.56 1.19 1.13 0.34 

Medium 
Grilled chicken Caesar salad 2.89 1.41 2.41 1.33 1.51 0.87 
Green salad with regular salad dressing 2.97 1.48 1.91 1.38 1.18 0.68 
Bean salad 2.25 1.23 1.71 1.27 1.24 0.77 
Chicken noodle soup 2.34 1.26 2.21 1.32 1.29 0.63 
Saimin 2.94 1.26 2.24 1.46 1.40 0.65 

High 
Macaroni salad 3.97 1.36 3.56 1.56 1.84 1.13 
Potato salad 4.03 1.42 3.32 1.70 1.80 1.16 
Taco salad 3.53 1.30 2.62 1.52 1.31 0.82 
Portuguese bean soup 3.08 1.38 2.44 1.42 1.49 0.97 
New England clam chowder 3.83 1.25 2.88 1.57 1.58 0.94 

Vegetables 
Low 
Snow peas (Chinese pea pods) 1.28 0.66 1.24 0.82 1.11 0.38 
Carrots 1.57 1.02 1.21 0.77 1.09 0.29 
Green beans 1.42 0.87 1.21 0.73 1.31 0.73 
Asparagus 1.44 1.00 1.26 0.96 1.51 1.18 
Cauliflower 1.56 1.03 1.29 0.80 1.38 0.96 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M SD M SD 

Medium 
Lima beans 1.48 1.05 1.56 1.19 1.22 0.79 
Peas 1.61 1.08 1.29 0.87 122 0.74 
Creamed spinach 3.11 1.45 2.29 1.34 1.62 1.21 
Com 1.97 1.13 1.41 0.92 1.02 0.15 
Baked potato 2.72 1.09 2.38 1.39 1.38 0.68 

High 
Candied yams 2.31 1.35 1.88 1.39 1.22 0.67 
French fries 4.44 1.08 3.97 1.51 236 1.55 
Onion rings 4.42 1.02 3.65 1.55 2.33 1.58 
Mixed vegetables with butter sauce 3.22 1.48 2.50 1.35 1.44 0.84 
Broccoli with cheese sauce 3.56 1.30 2.71 1.53 1.67 1.02 

Fruits 
Low 
Apple 1.44 0.77 1.29 0.87 1.07 0.25 
Orange 1.61 1.02 1.15 0.70 1.09 0.47 
Mango or papaya 1.83 1.08 1.50 1.05 1.13 0.50 
Cantaloupe or honeydew melon 1.64 0.93 1.29 0.80 1.07 0.33 
Strawberries 1.64 1.05 1.32 0.81 1.16 0.47 

MediumIHigh 
Banana 2.20 1.31 1.44 0.86 1.18 0.68 
Grapes 1.81 1.12 1.29 0.84 1.07 0.25 
Raisins or dried fruit 2.29 1.08 1.68 1.17 1.16 0.47 
Avocado 2.47 1.58 2.29 1.49 1.22 0.64 
Berries with crea:rn, whipped crea:rn, or 
sour cream 

3.31 1.47 2.38 1.63 1.47 0.89 

Beverages 
Low 
Tea oriced tea 1.58 1.08 1.35 0.92 1.29 0.73 
Coffee or iced coffee 1.92 1.20 2.29 1.61 1.53 1.01 
Cappuccino or cocoa (low fat) 2.28 1.06 2.00 1.26 1.60 0.89 
Diet Coke or Pepsi 1.62 1.02 2.32 1.45 1.62 1.19 
Tomato juice or V-8 1.61 1.15 1.53 1.11 1.29 0.79 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M SD M ~ M SD 

Medium 
Fruit juice (apple, orange, guava, 2.75 1.30 1.74 1.29 1.13 0.40 passion fruit) 
Fruit smootbie 2.78 1.33 2.24 1.37 1.13 0.34 
Protein drink 2.31 1.28 1.71 1.31 1.24 0.71 
Cappuccino or cocoa (regular milk) 3.44 1.25 2.53 1.62 1.58 1.01 
Wme 2.68 1.39 2.62 1.56 1.78 1.38 

High 
Regular coke or Pepsi 3.82 1.47 3.12 1.68 2.11 1.42 
Mjlksbake 4.22 1.15 3.50 1.52 1.80 1.04 
Mocha (regular milk, whipped cream) 3.67 1.43 2.65 1.69 1.73 1.16 
Kahlua and cream 3.34 1.43 2.56 1.65 1.69 1.35 
Beer 3.04 1.43 2.71 1.53 2.18 1.53 

Desserts 
Low 
Fruit juice or popsicle 1.89 1.01 1.50 1.11 1.13 0.46 
Shave ice 2.69 1.31 1.79 1.17 1.22 0.64 
Fudgesicle (low fat) 2.25 1.13 2.38 1.41 1.36 0.61 
Jello (diet) 1.47 0.88 1.62 1.07 1.16 0.64 
Vanilla wafers 3.50 1.38 2.53 1.54 1.53 1.06 

Medium 
Butterscotch or vanilla pudding 
(regular) 3.33 1.49 2.38 1.56 1.42 0.87 

Jello (regular) 2.28 1.16 1.82 1.27 1.27 0.75 
Oatmeal cookies 4.04 1.15 2.38 1.54 1.40 0.91 
Frozen yogurt 2.97 1.28 2.06 1.13 1.36 0.77 
Low-fat ice cream 3.22 1.38 253 1.31 1.78 1.15 

High 
Chocolate cbip cookies 4.19 1.12 3.29 1.61 1.84 1.21 
MaJasadas 4.16 1.14 3.21 1.55 1.91 1.24 
Snack cakes (e.g., Twinkies, HoHos, 4.53 1.08 3.74 1.60 2.18 1.56 
DingDongs) 
Hot fudge sundae 4.25 1.20 3.68 1.55 2.11 1.34 
Cheesecake 4.53 0.97 3.94 1.37 2.16 1.40 
Carrot cake with cream cheese frosting 4.17 1.32 2.91 1.76 1.49 0.89 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=36 
M £Q M SD M SD 

Brownies 4.33 1.07 3.68 1.49 1.98 1.25 
Candy bar (e.g., Milky Way, Snickers) 4.56 0.97 3.79 1.53 2.53 1.63 
Ice cream bar (e.g., Dove Bar) 4.44 0.97 3.97 1.42 2.18 1.47 
Premiwn ice cream (e.g., Ben & 

4.53 0.97 3.74 1.48 2.16 1.38 Jeny's) 

Condiments and Sauces 
Low 
Ketchup 1.69 1.14 1.59 1.05 1.22 0.60 
Mustard 1.31 0.86 1.82 1.36 1.42 1.06 
Soy sauce 1.75 1.30 2.29 1.47 1.51 0.94 
Tabasco or chili sauce 1.64 1.33 1.41 1.05 1.69 1.14 
Margarine (low fat) 3.14 1.38 2.76 1.39 1.40 0.81 

MediumlHigh 
Butter 4.28 1.28 4.00 1.30 1.96 1.31 
Margarine (regular) 3.97 1.44 3.35 1.55 1.73 1.10 
Mayonnaise 3.89 1.37 3.79 1.41 2.33 1.40 
Sour cream (regular) 3.64 1.40 3.18 1.51 1.58 0.84 
Hollandaise or bearnaise sauce 3.79 1.49 2.50 1.62 1.58 1.08 
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Table 6. 

Means and Standard Deviations fQr Appeal 

Earing Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SD M SD M SD 

~ 

Low 
Plain yogurt 2.17 1.01 2.68 1.43 2.18 1.28 
Skim milk 2.83 1.58 2.41 1.33 1.93 1.30 
Cottage Cheese (low fat) 2.83 1.25 2.00 1.10 2.09 1.43 
Omelet made with egg whites or low- 3.11 1.18 

2.41 1.50 2.31 1.33 
fat egg substitute 
Soy Milk or rice dream 2.09 1.27 1.91 1.31 2.09 1.50 

Medium 
Low-fat cheese (cheddar, Swiss., 

3.37 1.40 2.79 1.47 2.44 1.41 Monterey jack) 
2% Milk 2.37 1.46 2.88 1.49 3.02 1.47 
Fruit yogurt 3.34 1.35 3.62 1.39 2.96 1.59 
Hard-Boiled egg (whole) 2.80 1.23 2.62 1.46 2.87 1.22 
Cottage cheese (regular) 3.11 1.18 2.29 1.34 2.09 1.14 

High 
Regular cheese (cheddar, Swiss., 

3.63 1.17 3.62 1.52 3.56 1.16 Monterey jack) 
Soft or semi-soft cheese (brie, 

3.00 1.51 2.74 1.75 2.16 1.26 
camembert) 
Whole milk 1.80 1.16 2.26 1.31 2.16 1.40 
Cream cheese 3.20 1.32 2.97 1.45 2.87 1.38 
Cheese omelet (whole eggs, regular 

3.66 1.24 3.29 1.64 3.18 1.59 cheese) 

Breads and Grains 
Low 
Oatmeal (plain) <"2.37 1.14 2.03 1.22 1.98 1.20 
Whole wheat bread 3.60 1.22 3.15 1.21 3.02 1.23 
Bagel (plain) 3.63 1.11 2.85 1.42 280 1.22 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SD M SD M SD 

English muffin 3.49 1.20 2.82 1.29 2.87 1.20 
Brown rice 3.09 1.27 2.44 1.37 2.20 1.27 

Medium 
Cereal 4.06 1.00 3.44 1.24 3.49 1.14 
Scone 3.77 1.21 2.59 1.62 1.98 1.10 
Whitebread 2.89 1.47 3.53 1.35 3.40 1.21 
White rice 3.66 1.21 4.32 1.15 3.93 1.10 
Muffin (bran) 3.57 1.24 2.29 1.29 2.16 1.21 

High 
Cinnamon roll 4.17 1.12 3.53 1.26 3.38 1.42 
Wafile or pancakes with syrup 4.21 1.08 3.62 1.26 3.42 1.22 
Fried rice 3.57 1.20 3.50 1.35 3.60 1.16 
Muffin (blueberry or cranberry) 4.03 1.15 3.44 1.33 3.09 1.24 
Doughnut 4.03 1.07 3.71 1.34 3.49 1.31 

Snack Foods 
Low 
Rice cakes 2.71 1.43 2.79 1.57 2.44 1.37 
Crackers (e.g., saltines, soda crackers) 3.49 1.22 2.97 1.11 3.24 1.26 
Pretzels 3.06 1.26 2 .. 74 1.24 2.98 1.22 
Popcorn (plain, air-popped) 2.91 1.36 2.56 1.24 2.64 1.28 
Dried vegetable chips 2.26 1.07 1.88 0.98 1.80 1.10 

Medium 
Potato chips (low-fat) 3.17 1.25 3.12 1.30 2.76 1.23 
Sun chips or wheat chips 3.49 1.20 2.94 1.39 2.98 1.08 
Crackers (e.g., Ritz, Triscuits) 3.49 1.22 3.24 1.42 3.33 1.21 
Power bar or cereal bar 3.23 1.26 1.85 1.23 2.16 1.13 
Granola bar 3.43 1.20 2.44 1.42 2.76 1.38 

High 
Potato chips (regular) 3.46 1.42 3.74 1.42 3.64 1.21 
Popcorn (regular, buttered) 3.49 1.34 2.82 1.27 3.47 1.32 
Caramel-coated popcorn (regular) 3.40 1.35 2.29 1.36 2.64 1.32 
Nuts (peanuts, macadamias. cashews, 

3.54 1.50 2.71 1.38 3.02 1.32 
pecans) 

3.20 1.47 2.53 1.38 2.69 1.12 
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Eating Dieters Non Dieters 
Oisorder n=34 n=45 

Food Items n=35 
M SO M so M SO 

Trail Mix (nuts, sunflower seeds, dried 
fruit) 

Meats 
Low 
Turkey (white meat) 3.46 1.54 3.53 1.19 3.31 1.50 
Baked chicken breast 3.09 1.29 3.47 1.08 3.42 1.20 
Canned tuna (water-packed) 2.97 1.40 3.06 1.32 2.91 1.40 
Broiled fish 3.46 1.38 2.85 1.33 2.78 152 
Cocktail shrimp 2.91 1.52 3.26 1.50 2.73 1.57 

Medium 
Fried fish 2.57 1.46 2.79 1.37 3.04 1.45 
Lean ground beef 2.94 1.53 3.00 1.35 2.93 1.34 
Turkey frankfurter 2.34 1.30 2.29 1.24 2.13 1.06 
Shoyu chicken 3.43 1.40 3.91 1.06 3.64 1.33 
Lean roast beef 3.00 1.50 2.56 1.50 2.29 1.20 

High 
Fried chicken 3.09 1.42 3.82 1.29 3.49 1.06 
Steak 2.69 1.51 3.50 1.33 3.11 1.48 
KaluaPork 3.11 1.51 3.56 1.44 3.20 1.42 
Ham 2.86 1.44 2.71 1.12 2.78 1.18 
Spam 2.06 1.37 2.59 1.16 3.02 1.44 
ComedBeef 2.31 1.43 2.26 1.26 2.53 1.38 
Bacon 2.77 1.50 3.38 1.50 3.20 1.36 
Portuguese sausage 2.43 1.38 3.35 1.47 2.82 1.42 
Barbecued ribs 3.00 1.53 3.41 1.44 2.78 1.44 
Fried calamari 2.26 1.34 2.09 1.33 2.04 1.46 

Entrees with Meat 
Low 
Turkey sandwich 3.63 1.35 3.35 1.25 3.42 1.36 
Grilled chicken sandwich 3.26 1.07 3.76 1.28 3.38 1.39 
Grilled mahi burger 3.14 1.12 3.03 1.60 2.62 1.50 
Chicken or shrimp stir fry 3.49 1.27 4.12 1.15 3.49 1.24 
Sushi 3.74 1.56 4.09 1.31 3.82 1.39 

Medium 
Tuna sandwich 2.86 1.46 3.12 1.25 3.18 1.39 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SD M SD M SD 

Manapua (steamed, with pork filling) 3.23 1.65 3.06 1.37 2.84 1.46 
Hot dog and bun 2.86 1.44 3.09 1.22 3.11 1.23 
Spaghetti with meat sauce 3.20 1.35 3.50 1.33 3.67 1.35 
Taco with shredded beef 2.83 1.36 3.21 1.61 2.89 1.51 

High 
Pastrami or corned beef sandwich 2.23 1.21 2.18 1.31 2.29 1.42 
Ham and cheese sandwich 3.03 1.42 2.94 1.20 3.09 1.28 
Hamburger 2.97 1.46 3.65 1.50 3.33 1.43 
Pork or beef chow mein with noodles 2.89 1.51 3.44 1.24 2.89 1.32 
Plate lunch with teriyaki beef 2.97 1.44 3.53 1.38 3.04 1.35 

Entrees withQut Meat 
Low 
Garden Burger 3.29 1.15 2.41 1.21 2.33 1.46 
Pasta with vegetables and olive oil 3.54 1.29 3.12 1.45 3.16 1.40 
Tofu with vegetables 3.43 1.52 2.94 1.43 3.04 1.45 
Stuffed peppers with rice and tomatoes 2.49 1.34 2.21 1.30 2.09 1.43 
Meatless chili and rice 3.43 0.95 2.76 1.26 2.47 1.34 

Medium 
Macaroni and cheese 3.20 1.43 2.62 1.52 2.93 1.32 
Bean burrito 3.34 1.11 2.71 1.40 2.11 1.32 
Baked potato stuffed with cheese 3.60 1.31 3.50 1.71 3.36 1.49 
Vegetable qniche 3.44 1.29 2.35 1.59 2.20 1.42 
Cheeselveggie wrap or pita 3.31 1.16 2.74 1.48 2.67 1.49 

High 
Cheese and veggie pizza 4.06 1.33 3.53 1.40 3.22 1.52 
Peanut butter sandwich 3.94 1.24 3.21 1.34 3.09 1.29 
Nachos with cheese 3.71 1.25 3.41 1.37 3.44 1.12 
Cheese lasagna 4.03 1.12 3.74 1.44 3.51 1.34 
Fettuccine alfredo 3.29 1.53 3.71 1.51 3.04 1.66 

Salads and Soup 
Low 
Green salad with vinegar or lemon 2.86 1.29 1.91 1.08 2.24 1.23 
jnice 
Tomato or CUC\lDlber salad 2.74 1.38 2.38 1.41 2.38 1.51 
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Eating Oieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SO M SO M SO 

Tomato soup 229 1.34 1.76 1.05 2.13 1.12 
Chicken broth 2.37 1.21 2.21 1.01 2.47 1.08 
Misosoup 2.97 1.44 3.06 1.35 3.36 1.54 

Medium 
Grilled chicken Caesar salad 3.31 1.51 4.18 1.38 3.56 1.44 
Green sa1ad with regular salad dressing 3.37 1.35 3.18 1.45 3.60 1.42 
Beansa1ad 2.69 1.39 1.88 1.15 1.71 1.06 
Chicken noodle soup 2.66 1.24 3.00 1.15 3.44 1.08 
Saimin 3.20 1.35 3.41 1.37 3.78 1.04 

High 
Macaroni salad 2.46 1.34 2.94 1.56 2.78 1.44 
Potato sa1ad 2.51 1.40 2.94 1.58 2.76 1.26 
Taco salad 3.74 0.98 3.44 1.50 2.91 1.41 
Portuguese bean soup 2.74 1.40 2.56 1.60 2.73 1.64 
New England clam chowder 3.09 1.62 3.71 1.43 3.47 1.52 

Vegetables 
Low 
Snow peas (Chinese pea pods) 2.74 1.36 2.44 1.46 2.20 1.27 
Carrots 3.23 1.37 3.15 1.31 3.38 1.28 
Green beans 3.23 1.37 2.62 1.35 2.47 1.22 
Asparagus 2.69 1.49 2.82 1.49 2.67 1.41 
Cauliflower 2.74 1.44 2.18 1.42 2.27 1.47 

Medium 
Lima beans 2.31 1.25 1.74 1.08 1.80 1.08 
Peas 3.37 1.37 2.50 1.46 2.49 1.32 
Creamed spinach 2.66 1.45 1.71 1.24 1.84 1.17 
Corn 3.69 1.30 3.59 1.18 3.53 1.16 
Baked potato 3.43 1.29 3.32 1.43 3.47 1.29 

High 
Candied yams 2.43 1.63 2.00 1.46 1.93 1.36 
French fries 3.74 1.12 4.29 1.12 4.09 0.97 
Onion rings 3.71 1.27 3.94 1.41 3.16 1.43 
Mixed vegetables with butter sauce 3.20 1.45 2.97 1.42 2.60 1.39 
Broccoli with cheese sauce 3.11 1.37 2.91 1.52 2.58 1.47 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SD M SD M SD 

Fruits 
Low 
Apple 3.66 1.30 3.59 1.33 3.73 1.12 
Orange 3.46 1.27 3.53 1.26 3.84 1.09 
Mango or papaya 3.97 1.07 3.56 1.50 3.76 1.43 
Cantaloupe or honeydew melon 3.60 1.29 3.32 1.36 3.44 1.44 
Strawberries 4.11 1.23 4.06 1.25 3.89 1.25 

MedimnlHigh 
Banana 3.86 1.06 3.38 1.39 3.53 1.25 
Grapes 3.80 1.11 3.71 1.27 3.89 1.07 
Raisins or dried fruit 2.83 1.44 2.09 1.16 2.62 1.32 
Avocado 2.91 1.65 2.76 1.71 2.76 1.51 
Berries with cream, whipped cream, or 

3.51 1.31 sour cream 3.53 1.60 3.09 1.49 

Beverages 
Low 
Tea or iced tea 3.26 1.27 3.59 1.31 3.22 1.57 
Coffee or iced coffee 3.37 1.40 3.68 1.53 3.00 1.51 
Cappuccino or cocoa (low fat) 3.34 1.06 3.59 1.42 2.73 1.47 
Diet Coke or Pepsi 3.20 1.71 2.74 1.52 2.27 1.59 
Tomato juice or V-8 2.09 1.38 1.56 0.93 1.64 1.09 

Medium 
Fruit juice (apple, orange, guava, 

3.09 1.27 4.26 0.86 4.20 0.87 passion fruit) 
Fruit smoothie 3.94 1.28 3.79 1.07 3.76 1.33 
Protein drink 2.66 1.49 1.68 0.98 1.64 0.98 
Cappuccino or cocoa (regular milk) 3.34 1.39 3.85 1.42 3.27 1.53 
Wine 2.26 1.48 2.41 1.35 2.00 1.38 

High 
Regular coke or Pepsi 2.54 1.67 3.53 1.54 3.29 1.56 
Milkshake 4.43 0.98 4.06 1.28 3.80 1.10 
Mocha (regular milk, whipped cream) 3.14 1.59 3.88 1.43 3.02 1.63 
Kahlua and cream 2.23 1.35 2.59 1.62 2.22 1.54 
Beer 1.94 1.30 1.97 1.47 1.78 1.36 
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Eating Dieters NonOieters 
Disorder n=34 n=45 

Food Items n=35 
M SO M SO M SO 

Desserts 
Low 
Fruit juice or popsicle 2.89 1.21 3.53 1.24 3.36 1.28 
Sbaveice 3.57 1.40 3.35 1.43 3.78 1.24 
Fudgesicle (low fat) 3.43 1.24 2.74 1.36 2.73 1.32 
Jeno (diet) 2.26 1.42 2.26 1.29 2.02 1.18 
Vanilla wafers 3.23 1.35 3.03 1.42 3.00 1.21 

Medium 
Butterscotch or vanilla pudding 

2.09 1.26 
(regular) 

3.43 1.58 2.62 1.46 

Jeno (regular) 2.57 1.24 2.85 1.52 3.11 1.32 
Oatmeal cookies 4.23 0.77 3.03 1.34 3.20 1.39 
Frozen yogurt 4.17 1.29 3.91 1.22 3.56 1.34 
Low-fat ice cream 3.86 1.14 3.24 1.37 2.82 1.39 

High 
Chocolate chip cookies 4.17 1.12 4.06 1.23 3.96 1.21 
Malasadas 3.46 1.65 3.71 1.43 3.24 1.38 
Snack cakes (e.g., Twinkies, HoHos, 

3.43 1.60 3.12 1.51 3.02 1.57 
DingDongs) 
Hot fudge sundae 4.11 1.30 3.82 1.31 3.87 1.18 
Cheesecake 3.94 1.39 3.85 1.44 3.60 1.44 
Carrot cake with cream cheese frosting 3.77 1.55 2.94 1.65 2.49 1.55 
Brownies 4.17 1.10 3.82 1.27 3.80 1.39 
Candy bar (e.g., Milky Way, Snickers) 4.14 1.17 3.76 1.35 3.82 1.25 
Ice cream bar (e.g., Dove Bar) 3.91 1.34 4.00 1.07 3.96 1.09 
Premium ice cream (e.g., Ben & 

4.37 0.94 4.15 1.18 4.02 1.10 
Jerry's) 

Condiments and Sauces 
Low 
Ketchup 3.26 1.50 3.03 1.27 2.91 1.12 
Mustard 3.23 1.46 2.18 1.29 2.18 1.28 
Soy sauce 3.63 1.09 3.03 1.38 3.40 1.39 
Tabasco or chili sauce 2.49 1.60 2.62 1.46 1.91 1.33 
Margarine (low fat) 2.63 1.26 2.41 1.13 2.42 1.14 
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Eating Dieters Non Dieters 
Disorder n=34 n=45 

Food Items n=35 
M SD M SD M m 

MediumlHigh 
Butter 3.26 1.50 2.82 1.42 2.93 1.39 
Margarine (regular) 2.91 1.29 2.68 1.32 2.78 1.04 
Mayonnaise 2.40 1.56 2.85 1.50 2.80 1.27 
Sour cream (regular) 3.09 1.34 2.94 1.50 2.73 1.37 
Hollandaise or bearnaise sauce 2.39 1.55 2.03 1.24 1.51 1.08 
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Table 7. 

Number of Unique Foods Consumed According to FPS and Food Record (n=21l. 

Number of 
FPS FPS FR 

Unique 
"rarely" to "occasionally" to 10 days 

Foods 
"very often" "very often" 

Reported 
n % n % n % 

18-20 0 0 0 0 2 9.5 

21-30 0 0 1 4.8 0 0 

31-40 0 0 3 14.3 7 333 

41-50 0 0 5 23.8 5 23.8 

51-60 0 0 5 23.8 6 28.6 

61-70 5 23.8 2 9.5 1 4.8 

71-80 0 0 1 4.8 0 0 

81-90 1 4.8 3 14.3 0 0 

91-100 4 19.1 0 0 0 0 

101-110 2 9.5 0 0 0 0 

111-120 2 9.5 1 4.8 0 0 

121-130 0 0 0 0 0 0 
, 

131-140 I 4.8 0 0 0 0 

141-150 3 14.3 0 0 0 0 

151-160 1 4.8 0 0 0 0 

161-170 2 9.5 0 0 0 0 

82 



Table 8. 

Number ofUnigue Low, Medium Imd High Fatteninlmess Foods Consumed According 
to FPS and Food Record (n=21). 

Number of 
FPS FPS FR 

Unique 
"rarely" to "occasionally" to 10 days 

Foods 
"very often" "very often" 

Reported n % n % n % 

Low 

1-10 0 0 0 0 2 9.5 

11-20 0 0 2 9.5 17 81.0 

21-30 0 0 12 57.1 2 9.5 

31-40 12 57.1 7 33.3 0 0 

41-50 4 19.1 2 9.5 0 0 

51-60 5 23.8 0 0 0 0 

Medium 

1-10 0 0 1 4.8 5 23.8 

11-20 0 0 14 66.7 15 71.4 

21-30 7 33.3 4 19.1 1 4.8 

31-40 7 33.3 2 9.5 0 0 

41-50 5 23.8 0 0 0 0 

51-60 2 9.5 0 0 0 0 

High 

1-10 4 19.1 15 71.4 7 33.3 
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Nmnberof 
FPS FPS FR 

Unique 
"rarely" to "occasionally" to 10 days 

Foods 
"very often" "very often" 

Reported n % n % n % 

11-20 5 23.8 5 23.8 14 66.7 

21-30 3 14.3 0 0 0 0 

31-40 0 0 0 0 0 0 

41-50 3 14.3 1 4.8 0 0 

51-60 6 28.6 0 0 0 0 

Table 9. 

Means and Standard Deviations for Pre and Post CST Treatment According to Perceived 
Level of Fatteningness. 

Pre-Treatment ~n=9~ Post-Treatment {n=9~ 
M SD M SD 

F!;llguencI of ConsmnDtion 
Low 2.52 0.40 2.23 0.43 
Medimn 2.09 0.24 2.05 0.26 
High 1.69 0.50 1.81 0.37 

Fear/Guilt 
Low 1.75 0.44 1.21 0.36 
Medimn 2.63 0.71 1.63 0.87 
High 3.64 0.91 2.17 1.30 

Appeal 
Low 3.03 0.38 2.91 0.58 
Medimn 3.26 0.56 3.03 0.65 
High 3.27 0.76 3.05 0.74 
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Number of Feared Foods 
Low 
Medium. 
High 

Avoidance 
Low 
Medium. 
High 

Pre-Treatment (n=9) Post-Treatment (n=9) 
M m M m 

1.78 
8.22 

19.33 

-1.48 
-1.88 
-2.25 

2.59 
9.60 

17.95 

0.40 
0.60 
0.80 
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0.22 
2.78 
6.11 

-1.52 
-1.71 
-1.90 

0.67 
7.61 

12.59 

0.44 
0.62 
0.67 
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Figure 1. Mean frequency of consumption for eating-disordered, dieters, and non-dieters 
as a function of perceived level of fatteningness. 
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Figure 2. Mean fear and guilt for eating-disordered, dieters. and non-dieters as a function 
of perceived level of fatteningness. 
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Figure 3. Mean ratings of appeal of different food items for eating-disordered, dieters, 
and non-dieters as a function of perceived level of fatteningness. 
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Figure 4. Mean number of foods designated as feared for eating-disordered, dieters, and 
non-dieters as a function of perceiVed level of fatteningness. 
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Figure S. Mean negative discrepancy for eating disordered. dieters, and non-dieters as a 
function of perceived level of fatteningness. 
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Figure 6. Mean frequency of consumption for AN-R, ED-NOS R, AN-B, BN, ED-NOS B, 
and BED as a function of perceived level of fatteningness. 
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Figure 7. Mean fear and guilt for AN-R, ED-NOS R, AN-B, BN, ED-NOS B, and BED 
as a function of perceived level of fatteningness. 
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Figure 8. Mean ratings of appeal for AN-R, ED-NOS R, AN-B, BN, ED-NOS B, and 
BED as a function of perceived level offatteningness. 
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Figure 10. Mean negative discrepancy for AN-R. ED-NOS R. AN-B, BN, ED-NOS B, 
and BED as a function of perceived level of fatteningness. 
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Figure 11. Mean frequency of consumption for restricting sub-types and hinging sub­
types as a function of perceived level of fatteningness. 
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Figure 12. Mean fear and guilt for restricting sub-types and binging sub-types as a 
function of perceived level of fatteningness. 
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Figure 13. Mean ratings of appeal for restricting sub-types and hinging sub-types as a 
function of perceived level of fatteningness. 
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Figure 14. Mean number of foods designated as feared for restricting sub-types and 
binging sub-types as a function of perceived level of fatteningness. 
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Figure 15. Mean negative discrepancy for restricting sub-types and hinging sub-types as a 
function of perceived level of fatteningness. 
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Figure 16. Mean frequency of conswnption for pre- and post-CBT treatment as a function 
ofperceivedleveloffiUieningness. 
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Figure 17. Mean fear and guilt for pre- and post-CBT treatment as a ftmction of perceived 
level of firtteningness. 
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Figure 18. Mean ratings of appeal for pre- and post-CBT treatment as a ftmction of 
perceived level of fatteningness. 
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Figure 19. Mean nmnber of foods desjgnated as feared for pre- and post-CBT treatment 
as a function of perceived level of futteningness. 
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Figure 20. Mean negative discrepancy for pre- and post-CBT treatment as a function of 
perceived level of futteningness. 
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1'0IIII SaI'¥e1 Po 2 m tI 

~". flail scalia lit ,.., ..... for hfgu,.."GIUI fmlpl& "dallmr 9lfI ~ III Iterlr ,."..,..". 

F.eqiU£iW2j: ..... naeIy r II)' cdIa "..."afteII 
J Z 3 ~ ~ 

1' ......... ...... IIfBIII ...- ....... vwy ....... 

Ji'haBam:!" lllrSdI 

1. repIor "'-( ...... Gbcddar. SwIao, M m.J.Jack) I :2 3 ... II I 2 3 4 5 
2. ~(pIaID) I 2 3 ... 5 I 2 3 .. 5 
3. ltIed_ 1 2 3 ... 5 I 2 3 4 5 -
4. poI8/O chips (lDW lid) I 2 3 ... 5 1 2 3 ... 5 
5. boWId c:IdaloIID - I 2 3 ... 5 I 2 3 4 5 
6,.._ 1 2 3, ... 5 I 2 3 4 5 
7. grIIJod dIfakeD WJdwlcll I 2 3 ... 5 I 2 , ... 5 

8. 4l1wnlwilb -- I 2 S .. 5 I 2 'S ... 5 
p •. gaida bmpr I 2 3 ... 5 1 2 3 4 5 10. __ CUC""'hv1llllad 1 2 3 ... 5 J 2 3 4 5 

11. oa/mIIl. 1 2 3 ... 5 J 2 3 4 5 
J2. ssiJw"..,. (~_ pads) 1 2 3 .. 5 J 2 3 .. 5 
13. 0IIZIdI0d,....... 1 2 S .. 5 J 2 3 4 5 
J4. .........ro 1 2 3 4 5 J 2 3 4 5 
15. _jdlce ... V-8ju1oe J 2 3 4 5 J 2 '3 4 5 
US. _ Ir .. 1IIJZlJIla )JIIddIIIa (I-"":) 1 2 3 ... 5 1 2 3 4 5 
17. IieIcImp 1 2 3 4 5 1 2 3 4 5 
18. .....,. cake willa ..-"""""'ftasIfJr& 1 :2 3 4 5 I' 2 3 4 5 
19. _ 1 :2 3 .. 5 I· 2 3 4 5 
20 • .",.,. 'wlcb 1 :2 3 ... 5 1 2 3 4 5 

21. _cote 1 2 3 4 5 1 2 3 4 5 
22. 2%m/Ik 1 :2 3 ... 5 1 2,3 4 5 
23.JII1IIDIs l' 2 3 ... 5 1 2 3 4 5 
24. 'aDan I ~ I dJIf'.P"'IID (n:suIar) 1 2 3 4 5 1 2 3 4 5 --' 25. _wid..... 'I • __ 1 2 3 ... 5, 1 2 3 4 5 26. __ 

1 2 3 4 5 1 2 , .. 5 
27. Ii I, ... _(low lilt) 1 2 3 4 5 1 2 3 4 5 
28. ""-'"'" cJdp ........... I 2 3 ... 5 1 2 3 4 5 
29. _yuprt I 2 3 4 5 1 2 3 4 5 
so. .,... 1 2 3 ... 5 I 2 3 ... 5 

31;_ ..... I 2 3 4 5 I 2 3 4 5 
32. ~ 1 2 3 4 5 I 2 3 ... 5 -'-33. pMW .................... J 2 3 4 5 I 2 3 ... 5 
34. *"" m/Ik 1 2 3 ... 5 1 2 3 ... 5 
3$. saft .. 1IIlIDi-aoft """"'" ( ..... Iorfe, ""D"m!wt) 1 2 3 4 5 I 2 3 ... 5 
36. 1Iambulpr 1 2 3 4 5 1 2 3 ... 5 
37 • .-salad willi regular _ dmIsbIs I 2 3 ... 5 1 2 3 ... 5 
38. ...... Iced .... 1 2 3 4 5 1 2 3 4 5 
!W. Ii 'a .f '" (low lilt) I 2 3 4 5 I 2 3 ... 5 
co. _ ......... ~mekm I 2 3 ... 5 I 2 3 4 5 

97 



Faod SImwf Po 3 ID" 

Frequ,.,. - JWeJy II t slanaD,y allmI ~ofteIl 
I 2 ~ ~ .~ 

F ..... f&1dh: ....... aIItibI - IIIIOD8 vel)' IIInIII& 

PRau.m::. rtrluiQldII 

41. mj!bMIce 1 2 3 4 5 1 2 3 4 5 
42. c:beese JaasDa 1 2 3 4 5 I 2 3 4 5 
43. ~ fhI. 1 '"Y or uaubun)? 1 2 3 4 5 1 2 3 4 5 
44. wJdte deB 1 2 3 4 5 1 2 ,. 4 5 
45. ameIiol...- _ "88 whIUs or knr-fid ... N I I!!' .... I 2 3 4 5 1 2.3 4 5 
46. drIod , 8 hIe chips 1 2 3 4 5 1 2 3 4 5 
47. :tifaI caIaIIIarf ·1 2 3 4 5 1 2 3 4 5 
4B. -'< 1 2 3 4 5 1 2 3 4 5 
49. tIm8 .".bdeb 1 2 3 4 5 1 2 ,. ·4 5 
5O.d tJ eM"......,. ... pfIa 1 2 , 4 5 1 2 3 4 5 
51. __ 1 2 3 4 5 1 2 , 4 5 
S2. mIxccI ... ea F '011!8 witb batta' 5IQJ&IO I 2 3 4 5 1 2 3 4 5 
53. IIabd poIIiID 1 2 3 4 5 1 2 3 4 5 
54.JII1I)IC08 I 2 3 4 5 1 2 3 4 5 
S5. can It or _ (re&ulIa'DiIJI<) 1 2 1I 4 5 1 2· 3· 4 5 
56. tiuIt Jab .. J 'r. 1 2 , 4 5 1 2 3 4 5 
57. "'-.. 1 2 3 4 5 1 2 , 4 5 
58. boorioI wIdI_ wbIppod ........ or _ ........ 1 2 3 4 5 1 2 3 4 5 
59. --' IIIIIad 1 2 3 4 5 1 2 3 4· 5 
60. """""'"" dafU and rite 1 2 :I 4 5 1 2 3 4 5 

61. tiuIt YIJ8IId 1 2 3 4 5 1 2 :I 4 5 
62. .....,) 1 2 3 4 5 1 2. 3 4 5 
63. "' .... , ...... 1 2 3 4 5 1 2 3 4 5 
64. ..-. ddps {teguIl:r) 1 2 3 4 5 I 2 3 4 5 
65. pille """'" will> taf1aId bed 1 2 3 4 5 1 2 3 4 5 66. ____ 

1 2 3 4 5 1 2 3 4 5 
67. fiaadJ fIiIs 1 2 3 4 5 1 2. 3 4 5 
61/. tiultjulal·(appIe, ......... _ pa:sIaD tiuIt) 1 2 3 4 5 1 2 3 4 5 
611. bel fbdge ....... 1 2 3 4 5 1 2 3 4 5 
70. ...... calles c ...... 'J'wIrtioa. HoII'aI, »IDs JlGap) I 2 3 4 5 1 2 3 4.5 

71. 1!IIII£1IIfDD~ 1 2 3 4 5 1 2 3 4 5 
?2. W- saJacI wIdI ¥fDeaar or ......... juice 1 2 3 4 5 1 2 3 4 5 
73. arJIIod mabI ....... 1 2 3 4 5 1 2 3 4 5 
74 ....... bIariIo I 2 3 4 5 1 2 3 4 5 
75. ""1 mIJk or ria dream 1 2 3 4 5 1 2 3 4 5 
76. -=-""""'" C'" ..... n:gDlor """-) 1 2 3 4 5 I 2 3 4 5 
77 ................ 1 2 3 4 5 1 2 3 4 5 
'/8. ...- 1 2 3 4 5 1 2 3 4 5 
79. JXIIICC"" (pJaID, eIr-pappod) I 2 3 4 5 1 2 3 4 5 
80. posInIIDJ or -" IocefIllDdwlo:l:o 1 2 3 4 5 I 2 3 4 5 
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FOCId Suncy P. 4 ID #I 

Pnq1llDCJl - nnI)' hUdDy GftIIII ~GftIIII 
I Z 3 ~ ~ 

Fear1gaIb: .... aUpe ....... IIInII8 ~8InIIIJI 

Fggp'PSY . FnrlGpIIt 

81. IldhC''1e aJfiedo I 2 3 4 5 I 2' 3 4 5 
82. J!ICIID boaDI I 2 3 11 5 I 2 , 4 5 
83. -so ar JIIPIIY& I 2 3 4 5 1 2 , 4 5 
14. pIIICfD drIak 1 2 3 4 5 1 2 3 4 5 
85. beer 1 2 3 4 5 1 2 3 4 5 
84.. bJuwnlcs 1 2 3 4 5 I " 3 4 5 

'11'1 • ...--... cIdlI _ 1 2 3 4 5 1 " 3 4 5 
8& .. 8 .... 11e8 I 2 3 4 5 I, ~ 3 4 5 
U.pc811 1 " 3 4 5 I " 3 4 5 
90. I e. I U (steamed, with pcd fiIIIn&) I 2 3 4 5 I 2 3 4 5 

91. -. cheese (Jaw f8t) 1 " 3 4 5 1 :a 3 4 5 
92. bJowD dee I 2 3 4 5 ] :a , 4 5 
93. "c"l! malGJl I 2 3 4 5 ] 2 3 4 5 
114 ......... (e.a .. 1lllltilm,1lDda cm:bm) I 2 3 4 5 1 " 

, 4 5 
95. IU!ley (whlIe IIlCIIl) ] " 3 4 5 1 :a , 4 5 
96. fiicd ftsh ] :a '3 4 5 I :a , 4 5 
VI. IJIIIID J :a 3 4 5 1 " " 4 5 
t8. _anl_.m- ] :a 3 4 5 1 2 3 4 5 
99. cbIdu:u aoodIc &01IP ] " 3 4 5 1 " 3 4 5 

100. jdIo (&Dot) 1 " 3 4 5 1 " 3 4 5 

101. fiult """"""" 1 " 3 4 5 1 " 3 4 5 
1112. hoi'" 8l1li bam I 2 3 4 5 1 2 3 ~ 5 
103. IIIIIl chips ... wheat cbfpa 1 2 3 4 5 ] 2 , 4 5 
104. ImI1 milt (-. I"IIIIfJower IICCdI, cIricd fiuJt) I 2 3 4 5 1 " 3 4 5 
105 •. piBII: .. Iccf chow JJmiD with IlGOIDp J 2 3 4 5 1 2 3 4 5 
106. pDIIItD I11III4 ] " 3 4 5 J " 3 4 5 
107. o:aIfce ... iced co1IiIe 1 2 3 4 5 I 2 3 4 5 
loa. ~ cooIdoI I 2 3 4 5 1 " ::I 4 5 
109. ID&ipiDe (Jaw lid) I 2 3 4 5 I 2 3 4 5 
116. tofU with vege!alIloa J 2 3 4 5 I 2 3 4 5 

111. Jmrd.boIIcd IIllI (whole) I :a 3 4 5 I " 3 4 5 
1 J2. EDaUsh DIIIIIIIl I 2 3 4 5 1 :a 3 4 5 
113. JIOICCIIII (JeaoIIr. bIdIeIed) I 2 3 4 5 1 " 3 4 5 
114. ..,. cJaIckm I " 3 4 5 J 2 :3 4 5 
115. kaiDe padt , ] 2 :3 4 5 1 2 3 4 5 
116. paA8 with U BT blamhllve 011 I " 3 4 5 1 2 3 4 5 
117. CIIIIflfI01m" 1 " 3 4 5 1 2 3 4 5 
118. __ I 2 3 4 5 1 2 3 4 5 
119. lee cream bar (e.a.. Dow Bar) J :a 3 4 5 J 2 3 4 5 
12tl. IIaIIer I 2 3 4 5 I " 3 4 5 
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Food Surwiy po 5 m f 

J'tCflI e F lJl ..- IIIIdy !Pi hlNDy cdlaI .,.aflal 
I .l! ~ j .~ 

F....-IpBJ: """" I/fsht wecJmate ....... .,. ....... 
Fnollm! rearIGpRt 

121. III8DIIC I 2 3 .. 5 1 2 3 .. 5 
122. ...... siIId I 2 3 4 5 I 2 3 .. 5 
123. _ I 2 3 4 $ 1 2 3 .. $ 
124. 'lID I 2 3 .. 5 I 2 3 .. 5 
125. jeJIo (legDIar) I 2 3 .. 5 I :2 3 .. --'-0 , 
126. plain"""" I 2 3 .. 5 1 :2 3 .. 5 
127. QalDm- I 2 3 .. 5 1 2 3 .. 5 
128. bagel (pI8ID) I 2 3 .. 5 1 :2 3 .. 5 
129. wallie ... ,81" ) .. wlduyJ1lp 1 2 3 .. 5 1 :2 3 .. 5 
130. _ (po:amds. dam!ao,~""') I :2 3 .. 5 1 :2 3 .. 5 

131 fifal cIJIo:Itm I 2 3 .. 5 I 2 3 .. 5 
132. Poims- 8IIlJSII&O I 2 3 .. 5 I . 2 3 .. 5 
133. IIIUftiId peppers wfIIs rice BtIIIh!OMl'"!,, I 2 3 .. 5 I :2 3 .. , 
134. ... BtIII WIJ!8Ie pIzra I 2 3 4 5 1 2 3 .. 5 
135. cIIIcbII ...... I 2 3 4 5 I 2 3 4 5 
131. fJIIIIcd c/IfcbD : aalad I 2 3 4 5 I 2 3 4 5 
137. J'DJ ...... lIaD IOlJp I :2 3 4 , 1 :2 3 4 5 
138. creamed IJIIIIaCh 1 2 3 .. 5 1 :2 3 .. 5 
139. ndafmI or dried Ii'Pfr 1 :2 3 .. 5 1 :2 3·4 5 
140. DId Colle or PepsI I :2 3 .. 5 I :2 3 4 5 

141. mac/l8 eJ1lllll/M mIIIr, ifldjfed_) 1 2 3 4 5 I :2 3 .. 5 
142. aIIawe Icc I :2 3 .. 5 I :2 3 .. , 
143. pal t, I :2 3 .. 5 I :2 3 .. 5 
144. jiiwfmulceaam.C ........ "'.....,..) I :2 3 4 5 1 :2 3 .. 5 
145 • .,,_ . 1 :2 3 .. 5 1 :2 3 .. 5 
146. __ CnpIar) I :2 3 .. 5 1 :2 3 4 5 
147. c:IdcIrm or sIIrImp stir fly 1 :2 3 4 5 1 :2 3 4 5 
141. Cl"llCbise ...... RIR. TrIKuIta) I :2 3 .. 5 I :2 3 4 5 
149. ..,...,. __ (aesaIIr) I 2 3 .. , 1 2 3 .. 5 
150. wfIoIe raIlIc I 2 3 4 5 I :2 3 4 , 
lSI. while Inad 1 2 3 4 5 I 2 3 4 5 
152. jpIIIIII/a lrIr 1 2 3 .. 5 I :2 3 4 5 
I". CIIIDOd_ C---pacIqd) I 2 3 4 5 I 2 3 4 5 
154. loaD JIOIIIId beef 1 2 3 .. 5 1 :2 3 4 5 
ISS. Id l"drills I 2 3 .. 5 I :2 3 4 5 
156. ~,.,..... &IDIJiod willi ~ I :2 3 4 5 1 :2 3 .. 5 
151. pc8IUIIlmlblhlllJdwIch I 2 3 4 5 I 2 3 4 5 
lSI. .)fma boIIII I 2 3 4 5 I :2 3 4 5 
1.59. bIrlIIa8lld_ I 2 3 .. 5 I :2 3 .. 5 
IdO.· IDlI)OliIIIIhe I 2 3 4 5 1 2 3 .. 5 
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Faod SmWy Po 6 m #I 

l'nquoqt - nueJy at ce.fmllily ..... w':ry"'" 
1 a a t '5 

F_1pIIt: ... s/ishl IIIOdcnIIe IIIIIIB wsy SIIODI 

""aU!¥! FearlGpIIt 

161. ,.,...... """- ('*"""". SWIss,. M.........,.fa*) I 2 3 4 5 I 2 3 4 .5 
162. JIIIIIfiD (mD) I 2 3 4 .5 I 2 3 4 , 
161. InlJed IiaII I 2 3 4 .5 I 2 3 4- 5 
164. !an JOIISlIIecC 1 2 3 4 .5 I 2 3 4 , 
Ui5 •. ham tmtI ~ Slilillwidi I 2 3 4 .5 1 2 3 4 5 
166: • 8 ,.Me qaIdle I 2 3- 4 5 I 2 3 4 5 
16'J.. JIICIIgs wIIh -- '1 2 3 4 5 I 2 3 4 .5 
IA. N8If FngInd cIaat """". I 2 3 4 5 1 2 3 4 , 

~ 

169. 0IIiDD riap I t : 4 5 I 2 11 4 .5 
170 ...... fiIlJce_ I 4 5 I 2 3 4 5 

171. caDdy bar ( ... Milky Way, !!ytIc:Irers) 1 2 3 4 .5 I 2 3 4 " .In. boR. 7 Is or1Ml6' .Isc IIQICI I 2 3 4 " I 2 3 4 .5 
173. bam I 2 3 4 .5 I 2 3· 4 .5 
174 • ..--u wIIh eII-. __ I. 2 3 4 .5 I 2 3 ... .5 
175. WDIIIawalas I 2 3 4 .5 1 2 3 4 5 
176. "hOeSCAh I 2 3 4 .5 I 2 3 4 .5 

··177. J'CI!UIIr cab or Pepsi J 2 3 4 .5 J 2 3 4 5 
·178. CIIIII<d Irccf I 2 3 4 .5 1 2 3 4 5 
179. rudr:ey :fiaDIdIu1ti I 2 , 4 .5 I 2 3 4 .5 
180. CDddaII JIbrimp J .2 3 4 .5 I 2 3 4 5 

1''''-1bI1IIItI_ k1mr lIP to S fllfllllr 1IIII.IJIIIIII..It dII .... w 
,..,,.. ftI.fj i nrdp: 

I 2 3 4 5 I 2 3 4 .5 

I 2 3 4 .5 I 2 3 4 S 

I 2 3 4 5 1 2 3 4 .5 

1''''-1bI ail .. k1mr lIP to S./lHllls 1l!II.""""'" t1IIs i , u. 
1bl1IuII1fIII./MI1IIIIbIg 'Ir./«l ~ __ ...., 

1 2 3 4 .5 I 2 3 4 .5 

I 2 3 4 .5 1 2 3 4 .5 

I 2 3 4 .5 1 2 3 4 .5 
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FOOD SURVEY; n 
ID. ___ _ 

n- nne IIIldI of the flHllls 011 tbefol1owhtg J.JIIPS __ ID IunP "m""" til' 
qp"".""" 10-Jbul this fDtHl. 

In tJds~ - tufI eaItbIg Ilbt»d htJw IIIIII:h ytRllllw tblfD*I p1IIfIIy In - .;""'"", II 'IJ¥IfA'ls to 
J'D1', • '; uJe .. dyp- tl1IJ' tJI/wr = .. utitmr,.,., whI1t!Jer YIllIl,_fl"l11' tbI /iJ«I '-1IhyI 
~.sqfelduJ.,.._;/tzIkmingIsfi f .. ~"""d/0b4aret" .. rII' If 

If there were IJIl relqtkmsldp bel-.. this fosd tllUllIeoIth. weig6l, til' GIIJ' otbeIl/lJds of 
unsl4endlollS, b_ opJI6fJIInB or desinzlJle _a14 lids fotJd be ftHlfJ81 

1 ~ ~ 4 ~ 
""'alaU sligI\IIy moderafdy c:aaslcIerahIy _ely 

AmIdl 

I. regular"""" (e,a.. cI.ed«Iar. Swlss. I\Imm:n.7 jad:) I 2 3 4 5 
2. oaIIIICaI (pIJdD) I 2 3 4 5 
3. filed rk:e I 2 3 4 5 
4. JXIIaIO cIdps (low lid) J 2 3 4 5 
5. babd c:Idcba breost J 2 3 4 5 
6. bacaIl I 2 3 4 5' 
7. ariJled cbIcbD /IIIJAIWIcII I 2 3 4 5 

8. !IJIBIb""' willi - - 1 2 3 4 , 
9. santa bmger 1 2 3 4 5 

10. _ or ..,..""."",1IIIIad I 2' 3 4 5 

ll.saImln I 2 3 4 5 
12. _ peas (CbiDcse pea pods) 1 2 3 '4 , 
13. CIIIIdIed )'IIlIIS 1 2 3 4 , 
14. -"" 1 2 3 4 5 
15. -,/lIIca ... V-IjIIice 1 2 3 4 5 
liS. I.bUa .... or VIIJIlJ)a puddfI!g (rqular) I 2 3 4 " 17. keIdmp J 2 3 4 5 
18. _ cake wfIJI ........, dleesebosliog J 2 3 4 , 
I'. am 1 2 3 4 5 
20. tmhy Siiildwleh I 2 3 4 5 

21. rk:e cab I 2 3 4 5 
22. 2%mOk I 2 3 4 5 
23.proIZds 1 2 3 4 5 
24. _01"""" pep:on> (replar) I 2 3 4 5 
25. ..... wfth sluO&led beet J 2 3 4 5 
26. _soap I 2 3 4 5 
27. "'I>J.1II'iDo or coCoa (low lid) 1 2 3 4 5 
28. chocoIaIe chip caoIdes 1 2 3 4 5 
29. ftazeD yogurt 1 2 3 4 5 
30. apple 1 2 3 4 5 
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Food Sunq n p.:& ID 1# 

q theIe __ • rrle!!pmldp beIween this food IUIII bedIb. wight. ur """ other IIao6 if ' 
IIJfpBlIIing fJI" des/nlbIe XIDIIId thIs/i»d bBfor YIJlI1 

&0lil1.,."., haw 

I a 3 ~ ~ 
JIIIIstaD sIisJdIy uwcIeiidloty -mr-My -=ely 

AI!I!!!!l 

31. taco salad 1 2·3 .. 5 
32. sushi I 2 3 .. 5 
33. ....-bar or c:en:al bar 1 2 3 4 5 
34. sJdm mDk 1 2 3 4 5 
35. soft or ~ cheese (e.s.. brIe, """'"Dbert) 1 2 3 4 5 
36. baDlbItIa« 1 2 3 4 ., ~ 

37. .... salad wftb regular IBIad choIIDs 1 2 3 4 , 
31. . tea ... Iced 10 1 2 3 4 , 
39. fbcfrIde (/ow. fill) J 2 3 .. , 
40. ~ ar hc>Iiaydew mekm J 2 ·3 4 5 

41. mf!WmIce 1 2 3 .. , 
42. cheese IaIIqpIa 1 2 3 4 5 
43. mtdIiD (MueIJcI1)' or crBJJbeuy) 1 2 3 .. , 
44. wlJiIa rb J 2 3 4 , 
"'- ""'* made wiIh "ill whites ur 1aw-1id "lIB IIIbsdhQ 1 2 3 .. , 
46. dried ~ C : 'm. c:bIps 1 2 3 ... 5 
41. ftfcd caIaIDmf 1 2 3 .. , 
48. sreak 1 2 3 4 , 
49: _ sandwfdI 1 2 3 4 5 
50. ~wrap ar pita 1 2 3 4 5 

51. mIso IIOIIP 1 2 3 4 5 
52. mlaed ~ willi bUIIer_ 1 2 3 .. 5 
53: baked p9IIdII 1 2 3 .. , 
54.8J8pe!1 1 2 3 .. 5 
55. capjii!dDo ar _ (Jqpdar mDk) 1 2 3 4 5 
S6. mdt ,/1iIoe P"fI"'cIe 1 2 3 4 5 
57. JJII1St8nI 1 2 3 .. 5 
sa. bon:Ios with cRam, wbipJled""- ar _ """"" 1 2 3 .. 5 
59. JD8I;iDoui salad J 2 3 4 :Ii 
60. ""'""_ cIdli 4IId rice J 2 3 .. 5 

61. mdt)'Oj!1Dl 1 2 3 .. 5 
62. ='e8I 1 2 3 .. 5 
63.&mJbm>I I 2 3 .. 5 
64. pollIO cIIIps (JeguJar) 1 2 3 4 5 
65. plate ....... wftb teriyatI beef 1 2 3 4 5 
fi6. aspwaaus 1 2 3 4 5 
67. fim:II fiies 1 2 3 .. 5 
68. 6viI juke (app!, GJIIIIlI1t. JI12lW,))IlIlSkm Iiuft) 1 2 3 4 , 
69. bat ftId&e 81I1IIIae 1 2 3 .. 5 
70. SII8dt cakes Ce.s.. Twinkles, HoHos, DIDg DmIp) 1 2 3 .. 5 
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Food SamlJ-U P. 3 m fI 

q t1rere WIllI! !!!l re!gtitnghtp betY_ tltb fotxJ f1ltIl hII4IiIl ,.,.,.." II' CIIfJ' Dlher fliIrdr of , .... 1- ft! ; hooP 
IIfJ]JII1lI./II or dB8irrzb/e -.kI tltb fotxJ -./br "..., 

1 ~ ~ ~ ~ 
_etd II/IzIIdy "'8IiIJy rpsI1/cnsbly --11 

Al!I!!Il 

71. _gaille (JepIar) I 2 :5 4 5 
72. sn-1IBIad wlIb YiIlItpr rtr IemaD juice I 2 3 4- 5 
73. BriJIod JIIlIhI JJmpr I 2 , .. 5 
74. boaD IJuJriIo I 2 3 4 5 
75. soy milk rtr rice dnlam I 2 3 .. 5 
76. tbcesc CIIIIdet (whofl: .... "'8'JIBI'dJcese) I 2 3 4 5 
77. wbo!e """* Ioreed 1 2 3 4 5 'iii. _ I 2 3 4 5 
"/9. JlIIPCIIID (p!aID, alr-popped) 1 2 3 .. 5 
so. )I8StI'IImI rtr """"'" beef si>ldwicIJ I 2 3 4 5 

81. """II 'n" al&edo J 2 3 4 5 
82. 8'&"b IIcIms J 2 3 4 5 
83. IIIIIllS" ar papa)'II J 2 3 4 5 
84. JlRIIdD drlIIk J 2 3 4 5 
85. beer 1 2 3 4 5 
86. lira ..... 1 2 3 .. 5 
87. I8hasco rtr chIJj _ J 2 3 .. 5 
88. _bOIrieS J 2 3 4 5 
8!I.peas I 2 3 4 5 
90. D18II8JlUlI (SIe8DIeII. with porlI filling) 1 2 3 4 5 

91. CCJIIa8e "'- (low fill) I 2 3 4 5 
92. imIwD rice I 2 3 4 5 -
93. cimam<m roD I 2 3 4 5 
94. CI1II:ker8 (e.s-. sa/IIda, saoIa c:radtms) J 2 3 4 5 
95. IUIby (while meat) I 2 3 .. 5 
96. iiIed fisb I 2 :5 .. 5 
97. spam I 2 3 4 5 
98. _0DI1!1Id ....... J 2 :5 .. 5 
911. cbJdce:D IIIlOdIe IiUIIJI 1 2 3 4 5 

100. jeJlo(dIel) 1 2 :5 4 5 

101. ftaIt 5IIIGCIIhIe J 2 3 .. 5 
102. flat clog I!1Id bun 1 2 :5 4 5 
103. SlIII chips ar wheat chips 1 2 3 4 5 
104. trail mix (IIIIIB, SUlll/clwei-IICC!Is, drJed hit) I 2 3 .. 5 -
lOS. podc rtr beetc/!ow melD wfIh IIOIIdIes 1 2 :5 4 5 
106. puIIIIO salad 1 2 3-4 5 
107. com. rtr iI:ed caIJ"ee 1 2 3 4 5 

~ 

108. -..aI cooIdes I 2 3 4 5 
109. mwaarJoe (low fill) J 2 :5 4 5 
110. tofiI wlIh ~ g ,"Ne 1 2 3 4 5 
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1'1lUd Sarfe7 U po 4 m 11 ____ _ 

If thBn --m w?tlqm!ttq her- tIIb fotxJ mItl I.rdIb. weight '" fJIf1 'IIher I:Intlr '" _u""" utium> how 
on-/Ing '" des/JrJ/k -u tJJbftKJ bllfor)lOll? 

] 

_alaD 

111. ~es8( ... ) 
I 12. Ensfisb JJIIIftiD 
113. JiUIICOI'D (JegUIaI'. buIIued) 
Jl4' ..,., dddRm 
U5. b1l18padc 

2 

J 16. JlII51a wid! vegcI8bIes 8Dd Dlive oil 
J 17, caDIIfIw. 
U8. ..a.-
119. kIe _ bar ( ... DoH BI8:) 
120. hurter 

121. onmge 
122. bean oaIad 
123. CBmIIB 
124. 'JIrine 
125. jeJIo (tqUIar) 
126. pI8fD)"IIIIIUC 
127. _ clraese 
121. IIegeI (plain) 
129. waffle or Jill'" ""os wIdI syrup 

l 
mc'" r 'Y 

130. IDIIS (pemmtt. m"P'hnn!u, eaaheif&" pec8IIS) 

131. ~chfcbn 
132. Poims- S8IISIlJII 
133. shIfti:d JIIIJIPIIlI wid! ri£e """ ".oa" ... 
l34.dIaA IIIId 'VB&IIIe pi2za " 
135. chicIIeD hnIIb 
136. griJIcd cblc .... lI:aosarsalad 
137. Poima- bean soup 
131. ,,--SsplDadl 
139. JBIsbIs or cIrIcd fiuit 
140. DIet Cob or PepsI 

141. mocha (regPJar mIIIr. wbIppt:d _) 
142. 'mavekle 
143.. ma' 'n 
144. premium leecream (e.g., BcD &: Jeay>s) 
145. SfJ'J-
146. !OlII' CRIIJII (reguIm) 
147. cbIcIaIII or silrimp air fiy 
148. "iidMs{a.g., R/Iz, TrlscuIrs) 
149. coaage clraese (rcp/ar) 
150. wlIoIe milk 
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4 ~ 
c W,d.fa.My extremely 

4I!I!.CI!l 

1 2 3 4 5 
1 2 3 4 5 
J 2 3 4 5 
I 2 3 4 5 
I '2 3 4 5 
I 2 , 4 5 
J 2 3 4 5 -
J 2 3 4 5 
J 2 3 4 5 
I 2 3 4 5 

I 2. 3 ·4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
1 2 3 4 5 
I 2 3 4 5 
J 2 3 4 5 
I 2 3 , 5 
I 2 3 4 5 
I 2 3 4 5 

I 2 3 4 5 
I 2 3 4 5 
I 2 

., 
4 5 

I 2 3 4" 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 

I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
1 2 3 4 5 
I 2 3 4 5 
I 2 3 4 5 
1 2 3 4 5 



Food SlJnoey D P. 5 m 11 

If rhtm1 - III nrItrrI.! 'rip --- thIs,/DlJd tDIfI '-lib. 1IIIIIg/Ir. fIT """ fII1ter tind! qf« t~ "'!mo.-
appegIing fIT Jsrh lie wm4d thIs,/DlJd ""far 7fIII1 

I Z II 4 5 
notaaan sJlsbtI7 m L !eIy c:Gll!idciabljI -.cIy 

AIII!!!l 
151. while brad I 2 3 4 5 
152. jPIID1IJa bar I 2 3 4 5 
153. caacd_(_~ J 2 3 4 -S 
154. IeIm anamd beef' I 2 3 4 5 
155. IJartwIad rills 1 2 3 4 5 
156. bobd JIIIIIdO-IIIUIICd wIIh cheese 1 2 3 4 5 -"-157. peauutbulter~ 1 2 3 4 5 
158. lima beaI!S 1 2 3 4 5 
159. l.ullll .. l111_ 1 2 3 4 5 
J60.. DPljli' 

! 1 2 3 4 5 
~ 

~ 

161. '-fill cbeese (cIIeddar, Swis1t, ~jacI<) I 2 3 4 5 
162.. JDIIlIiD (inn) 1 2 3 4 5 
163. bntII<d fisII 1 2 3 4 5 
164. IeIm mast '*'" 1 2 3 4 5 
1M. ham and c1Iioae lIIUdwldl I 2 3 4 5 
166. Ye801BbIe quIcIJe I 2 3 4 5 
J6? DIIdJoswilh ~ I 2 3 4 5 
168. Haw ""SJimd o:Iam .....,. I 2 3 4 5 
1459. _ riDJp 1 2 3 4 5 
170. Jow.Iid Ice_ 1 2 3 4 5 

171. CIIIIdy bar (e.g., Milk)' WiiJ', SnfrIcen) 1 2 3 4 5 
172. bon""",_ or bomaa&c_ 1 2 3 4 5 
1?3. ham 1 2 3 4 5 
174. IIRIccolIwfIb~- 1 2 3 4 5 
175. ......m. waftn 1 2 3 4 5 
176. d cab 1 2 3 4 5 
177. nguJar Cob or hpsI I 2 3 4 5 
118. oamod beef I 2 3 4 , 
17!l. II\l'ke)' fimJkIiuW I 2 3 4 5 
ISO. oockIaIIshdmp 1 2 3 4 5 

PIaN fbi l1li4 - btlIt1rIqfl)'ftJtt* I!1II.lIDIIII 011 IIkIs "If."'''" ttlredull,../fIId "Ill "..... I .. 
RtIt.e tIIIdJ_ to tndIetItsMwJi ..... iII)IJIfRIBtII II (1 - -. s - ...,,'IPmf), """ewbjiIDrlgld/l:JlDllfa 
... """"" II (1 - ......... j m....." IIIrtmgJ. tmd Mw ;; 'Ing ytJII/iItd II fIISi7J8 • __ ~. 

Jlrammsy ' .... rlGuIh AJ!Il!II!l 

1 2 3 !I 5 1 -2 3 4 5 1 2 3 -4 5 

12345 12345 12345 

12345 12345 12345 
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EATING DISORDERS EXAMINATION CODING FORM 

~------------------------------
DatB: ___ _ 

AF ___ _ 

Se!erity RatinSS (SR) 
0= 8"""'-offeamre 

Sex: ___ _ 

1 = feallJle a1mcst. but not qnite. abs&mI 
2= 
:3 = 5IOWIrity JDidway belweeo 08Dd 6 
4= 

InlllMewer. __________ _ 

Frem-1!n Ratiup (FR.) 
0= 8"""'-oIfeamre 
1 = l-Sdays 
2= 6-12days 
3 = 13-15 days 
4= 16-22days 
5= 23-%7days 
6= felllUJe jU II ew:ry day 

5 = feallJle pl m 10 8 degn!e DOl: quite 
severe&\l1Ollgb 10 j1IsIify a IllIin& 016 

6= feallJlejUiiSeIltI08Ih""btUJl8..,. 

-------~--------------------
GENERAL QVES'J'JONS 

c:ummt28 cIl\YS: 

2 mas. pM'i01lll: 

1. PA'j lEkN OF BATING 
"1 wou/Jl lib! tD - obmIl ymu ptJ1Ii!nJ oj 
eBIing. Over. ptIIIljbla ~ 1IIllidt oj 
Iit8se 1R6IIls lIIJ4.tmzdg baPe JD1I etsJen tnJ 4 

. regWiu btuisr 

2. RES'11UlNT OVER EATING (JIll) 

a. bnlakfast 
b.1JIicHnomiDa soadt 
c.luDeh 
d. mid-aftmuooD liD8l1k 
II. eveuiDg mal 
f. evening IIIIIICk. 
g. bOCIWnalllllllCk. . 

"Over tile post jour wuks baPe J01l beBlJ 1:01" Ftigdy trying to Te.trria 
whot yotl eoJ, 1'IIhe11wr or IWtJD1l baPe trIUWIttded?D 

"Has this been tD try tD /njbII!nce yow shope or weightr 
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3. AVOIDANCE OF EATJNG (JiB) 
"Over rbe past'" weds have yoa gOllil!jiIr J1G :,toj eIg/I1 or_ 
W'1nB IuiIITa 1I1IIbmIt eaIiIJg 0l1.JI/dIl8?-

4. EMPTY STOMACH (lIB) 
"Over tile poslJour 'WeI!h have yt1U WtJlIted}mIT Sf«n vb to belfP1lll1?-

5. FOOD AVOIDANCE (FIl) 
"0-rbe poslJmu lW!d:r 1uJ.ve yoa 1lil!d to tndd MliDgjiJlJds 
wbit:b you IikB. 'W1teI1tsr or /JOt yoa 1uJ.ve ,.. me" p. -

"Hos lids bem to f1dlutmt:e yow shope or weighlr 

SpecDJC foods: 

6. DIETARY 111lLBS (FIl) 
"Over tile ~ jmU lW!d:r 1uJ.ve yoa lIWd to follow t:eI1Qfn tk/ilJi!JJJ7zle 
regflTtiing }mIT eoIing;for e:JIIlIII[JIe-. II ~ limit, pre-SIll~" riI'a of 
food, or rilles- abo1II whtlt yoa shoIlId eDt or when yoa shotIM eoI?-

"lime lhere beenocmsimls when yuu. bave been _ tIiDt yoa bare 
b1v/r.en II di6Ituy ,.,.I1I1II yoa bave SlJljiIr"JOllT6llifl-

• Wbatare 1hese rules? 
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7. PREOCCUPA'I10N WITH FOOD. BATING. OR CALORIES (PIt) 
-0.- 1M ptJ$I ftRIr """'* lIaveyDII speI1IlNlIdIl'bmt '.' ..... 1I18tlIII 
IhiltJldng obmIlfood. eoIing. t:IIImie:r, or ftJIlf'OIA't?-

"Has Ibinking aIJo!Ij jbod, soIilIg. or t:Dlm'ies fmm:'IBnrd wiIb ymJT ability to 
un_tile? How tJlJtmZtiiObDei4J'OIbJa 0lJ I1liDp 101' ore '- P On.fin 
e7!I!!J}'I8 UtIding. -cbinB teleWsitm, or ~ .. _JIiIlimtP-

a. FEAR OF J..OSlNG CONTROL OVER EATING (FJl) 
"0.- 1M ptJ$I fDllT weds hm1e you been t.!Imid ajlosilltJ ctmIIOI _ 
eDZbJg?D 

B1JLIMIC EPlSODBS AND 0'l"JIER EPlBODES OF OVDBATING 
"l--'d laB to ask. you tzbmII fZlI!Y epkad .... aj dWfisolillg rbiII you mtIJ' IJawJo 1m4 _ 1M ptlSlfoa'r 
--...~ peopr. -- dqIBnmIlMntJs by -&JIiuJl.J W01Ild IIU 101' 10 dI:st:rlbtt em:y limes 
when yoa bm1itfSt rbiII yDII iImIs __ lOJIItCbot _ tIm&-

If yes: "When -.. t/IDI7-

To ........ loss of c:or:rlrOl: "'DIdyou lIave .. _ aj toss aj-.A lIZ rhe rJme?-
"'DId 101'ji1BlliU 101' COlIlda'r s1Up etUfDg _ yoa BtortI!Il2D 
-DId youji1Bl1IU you COlIlda'r Iiave pr .. It "",rIII8;' "'}hIm 

"appening?-

To assess danltioo: -1lbw long hDS tbis been going oa?-
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'.OB,JEC'l'lVE BULIMIC EPISODIIS 

MONTH 1 
Days 
PI-w "es 

MONTH 2 
Days 
Eplsc .... 

MON1H3 
Days 
F¥sodes 

10: OBJEC].'JVE OVEREATING 

MON1lfl 
Days 
Fpisoc!es 

MONTH 2 
Days 
EpI!SlOC!es 

MONTHS 
Days 
EpI!lOdes 

11. SlJB,JECTIVE BULIMIC EPJBOJ>BS 

MONTH 1 
Days 
Episodes 

MONTHZ 
Days 
Fl'i ... Jes 

MONTHS 
Days 
FFsodes 

weekst'Rle 
duralian (1DODJhs) 
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dawandep*_fw 
00=_ 
7T1 = too 1P811D"''''''1me 

100 <= s-ioJe1U8 
666 = 100)IeIDB 



12. DIETARY REsTJucr.lON Ol1J'SJDEBULIMICEPISODBS 
(Nate: Only ask ifpatleDt had ODEs dauiDg tile pallDIIJdb) 
·0Idside oJt1tBse IimI!s 1I'1IIrD"jtm 1lme 11m CDDIml_ elIIing (mfa-to 
ol:!ledive aDd sobjecIive bulimic episcd£s)!Jmp IJJIId IIaw! ytllllau 
TesIriI:Jintl1be tJIJJDIIIJt t1uzI)II1II f!tJI?-

"Htu this been to bf/IIu!rtI:e JOlIT shIIpe DT weJgb11-

0= 110 lesliaiut 
1 :=; ea1nWIe n:stJaiu1 
2:=;fllSlbla 

13. SOCJALKA'nNG (li'R) 

dJpalloo (JDOllths) 

"_ tiItl fKJSI/IRIT -.b bIne,. been QhiiU!luul obtnIt 
inIser petIJIk.-btg yrm i!QI1 

14.KATJNG IN~(FR) 
-oiw tiItl pt15'I/IRIT -.b luzWI yrm _ iIJ 8lfCTIII1-

15. GUILT ABOU'J'lUTING ('lL ofmals eaIm) 
-0- 1be pUSl jRIT 1l'ef!b bmw J/OlIfob grdIIy qJIIu emIDg'l-

IG. SELJi'~IND1lCED VOMITING (Jill) 
"0- tiItl pastftntT 1l'ef!b btwe ]OIIllIIJIle 
yrmne1f sid: 03 4 metllIi oft:rJ1ltT01lJDg ytTIIT 

~ or JHJgbl1-

MON'JHl 
Days 

MON1H2 

Fpi."fes 

MONTIll 

MONrH2 

MONTH 3 

---

100 = >lOyems 
666 = 10+ yeais weeks free (identify whicb weeks) 

dlJlllliOll (months) 
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J 7. I..AXA'l'J'YE MlSVSE (liB) 
·0Wu IbB ptISlfour weet.r Ilme yoataiaD 
~ llSa _ oJmIIttoIIIng :J01U sbtrpIl 
"'-'81111- . 

111. DlllRETIC MJBIISB (lIB) 
-0- fIJIt JIfDIIftnu;..."..g Iuwe yoa Itlkea 
dbuBtlw as a _ qf t:01IITOl1lDg }IDIl7 sbDpe or 
weJglllJ'-

Types of diuretic:8 1DkmI: 

19. INTENSE EXBIlCISING TO CONTROL 
SHAPE OR WElGIf'.I" (FB) 
MOWuflJltptlSljDlulllBl!bbmMlyoa_: '. 
a __ ofl:lJlll¥01lbJB JDIIT WBIgIrI. aJrering 

:J01U sbDpB OT --of jill. OF JmmirJg 
ctIkJriu1-

100= ~W years 
666 = 101- years 
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MONrHl 
~ 

A-. !II""'- Iabm 
MONTH 2 

Hj· Jew 
MON'1H3 

weeks fme (iden1ifY wbidl weeks) 

dniativa (nIaDIhs) 

MONrHl 
~ 

Average DUlDber IBkCD 
MONTH 2 

Blasi "lea 
MONTH 3 
E~ 

weeks free (identif.y which weelIB) 

""'glion (n':' ... If.) 

MONTHl 
a ........ lime .."...,,(houm} 

MON'JH2 

MONTH 3 

.-

]f Iiequeqc:y 4. S. or 6 em each 1DQlIl;b,._ 
duration.. 

dundial (months) 



DIAGNOSTIC EXT.RA QUESTION (JI'R) 
"0-* poslfmuWllWb 11tmt)\'RI~ 
tmy1/dlIg else 10 COlIIrOl yt»IT sbt.qJ4 '" WBigiJtp-

Spldfy II3lDJe dildo. CIl1IIbiuD diffim:at 
_to clerive a IOIaI 

MONTH) 
Days 

Episoc!es 
MONTHZ 

Days 
MONlH3 

Days 

WElGBTCON'l'ROL CMECKHST 
DfeIiDs SlJidly C'JUIsjde qP' 'lle8 of oyeaElllin& mfcd 1 or2 
IIIIfDceiI. vomitiJJg {Cli4AlIIIIi<k) 
Used lalraIi¥cs {OII<'d"""""l 
Used dimelic:s (ooc:eIweek) 
Solitary _c:isiuS (mled 4. S. or 6) 
AayIbiDg doe to caDIJDI BIIape OJ" wcitIht 

.20. ABSTJNENCE FROM WElG8T.coNJ'ROL BEJJA VlOR (FR) 

(Only'" this If "ye&" fD _or more or .... 1reuIs ......... ) 

"Owu tIie posI /JueJImonzlu bmr Illse been aperiotl D/rbrett or_ 
...,. wbenyou baN _ (tist OOIbjElIMIOry bebavicmI)B 

21.DISSATlSFACTION WITH WBIGBT (SIl) 
"Owu tIie posI Ji»u weds 1toWJ you been :§ ''''IfW wIIb yt»IT WBiglllr 

22. DESIRE TO LOSE WEIGHT (Ji'R) 
-0-* post ftJIIT weBb I1tmt yt»l WQBletI to ID&e weipdN 
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Yes 
Yes 
YII8 
Yes 
Yes 
Yes 

No 
No 
No 
No 
No 
No 



a DESIRED WEIGHT (pmmds) 
"WAst q/d tPtIlIId JIIRlllltlllO bel" 

(01) = DOt iDIansIed in wcigln 
666= primarily ~ in sIIapI. bul_ ClOIbaD about weigllt 
Tn = 00 spoocific weight is low enough 

24. llEACrlONTO PRESCRIBED WEJGHlNG(SR) 
"How wouI4yoaJeel ifpm II'iI!1i! od4tJ to welgl~ __ 
etJCh wuIt./iIT tIM 1WIl/mIT wulrsl-

zs. DlSSATlBFAcnoN Wl'IB SHAPE (S1l) 
MOwirthepasi/mITweeD. bm>eJllRlbeen·If" djislwltbywul1Dpel" 

.. PRBOCCDPATJON WJmSHAPE OR WElGBT(FB) 
-0Per the ptJ3lfoilr wuIrs '-fOIl sp1!1111RIIt:b IiIM tlt£ Was almII 

JDIIT &1Jope or weJg/I17". 

"HIls t1IiIrId:ntJ obt1u1 yt11IT sIztipe tIT _glIt iptgIlrrf14 wItb ytJ1IT obilIt:y 
10 wm ,,-r 1/Dw oIJmtl _fJIing on rlIiDgs JIIRlanlD1ere$le4 
in,ftn QQIlIJII8. retldblg. 'NlIlt:lIllIg reIerifltnJ, OT JDTIDwIng a 
LDhM:sut/oIJ1- . 

'Z'J. IMPORTANCE OF SHAPE (S1l) 
"Owf, the pt»IIjb1u weeD 1IsBymu sItIlpe been 
impmtI1I1I in frdJrun'dtIB how yoafeel tlboIII 
{jiItIge. thbtk, tfWIbJo16)ytRtnelJ os 4 JII!nII1lI" 

MONIliI 

M0Nl'H2 

MON'J'H3 

---

M1/yua fm4Bi1JB 1M rbIngs wbi:IJ izI/l' _1Iow 
yoafal obo1tI (}1ltJgt!, liint,. ~);ytmneIJ­
nsdl Q8 JDIIT perfol11JDllDl! IIlIWlli; being 4 ptJTe1JI, 

JDIIT rt.IIl17fage. lttnt1 fOIl gel aIotl6 wiIh oIber 
piDpIe-Dlld fHIlllleM I1tintfS in I1n1er oJ 
imptntm1t:e. wbmr doea ytJ1IT &IJope Jil in1" 

Jf 4, S. or 6 for each IJIOIIIh. 
late dumIiIm at or aboYe hovel. 

dllJ8lion (1IIOIItbs) 
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666= 10+ years 



21. IMPORTANCE OFWBlGBT (SR) 
-0-* postfmu ...... 1tas yoro lIISIghJ boa 
impmllDtll1J ~ Ilr1w 1DJIfodabmR (JIuIp. 
tbbli. ePP'urrltt))iUJAselfa 4penDDP-

MONnil 

MONIH2 

MONTH;!! 

If 4. S. 01"6 far ....... 1DaD1b. 
""" dwbliua at «above leYe1. 

.q1DJl fm4BiRe * 1/JinIP wMdJ inJbaace a-,... 
fod abmR(jJIdge.tItitzk, ~) )iUJAse/f- .......a 
Q/I 'JDlIT ptuJb'1JIWJLE. rr! 'IIIr1i.t btdlIg 4pt1T1l1Z1.:'JDIIT 
IIIIInfage. /low 1DJI fill Q/mJa wlrb DIhttr peDpIe­
IIIIil J1iIt tlteJre 1hbJp In tmfN offmptntmlt:lI. ~ 
dI1t:s]!Dlll' rNiaIIJ jJI bJP-

4mB,. .' (mDDIhs) - -

».RAR OFWBlGBT GAIN (FB) 
(If obviously ovaweiJllllclolJlll_ pu~ , 
-or- tlJa posI joJu ...... lJawJ)II'RI lJulJllfulM tJsQ6)11'R1 

ml&hI gtzIn lWIshx(OT'" ..... firlJ11J4g Ibb ..... II @Iinitc 
,/etD''t-

MONTHl 

MONTH 2 

MONnI3 

100 c 5-10)!O!8nl 
666 = 101- yeam 

If 4.,s. or 6 ror -=h IDODIb. 
_dundIoa at or above Jeve1. 

c'lumti0ll (montba) 

3Q. DlSCOMFoRr SEim\rG BODY <D) 
·o-tlJaJ1l1SljoJu ..... bBwJyoi.fdJ~ ... 

]IDIII' body.JUr ~ In IbB mbF-. In shDp window 
nj1m:Iitm$. wIdIe II11dres:dDg or tiJI:IIIg II /JtdII or ~'t-

31. AVOJDANC.E OF EXPOSURE (SII) 
-0- tlJa posIjimT ..... bBwJ yoafoll un "'fibs""'" 
oIxnIItJllJgzseeiDg]V1U ~JUr ~ In. . ...... 
cbmJg/rJg naomi; wJom Slim • So or wbaa ,,_ Ins dDd&s 
tIJm sJmw J'DIIT skDp!7-
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666=101-_ 



32. JiEELINGS OF FA'l"NBSS (Ji7l) 
(If ob¥iuuaIy owaweisfd, tfoDDld) 
-0-J/te J1DSI jI»Ir WI!i!b 1tta¥r]OM /eJI.fDI7D 

a JiLATSTOMACH (Fa) 
"Owro. J1DSIJ'm!r ..... baI1I! ]OM W /I tIej&JiIl! tleIIbe to 
IIswtJflsIS/IIl :"? 

34. MAlN'J'AINEOLOW WEIGHT 

MONTHl 

M0N'fH2 

MONrH3 

If 4, S, or 6 for each IIIOJJIb, 
rare dwaliao at or above level. 

dmatioII (malltbs) - -
100= S-lO yeam 
666 = 10+ years 

-0-" J1DSI t1Jue 11JD1llbs btml yt»& '-u "YinB rD f!18B weigIJII-

O",JII) 

1 =)'18 
2 = yas. but DOt far weigbt/lll:urJle J rns 

.35. MENS'J'RVATJON 
-etne yD1I1IIisse4 /Jb} ,m7lOi4i1remlrauulalJll1TiDIls -_~ ptI8I 
tIud-llJD1Jl/lS2~ 

-I:low IrI01IY JII1TiDds bm1e:Jtm llIItJ?D 

-ATe yt»& liIking IJ1I DTtIleoulltJUjlli""r 

-no WEJGHTIN POUNDS 
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BElUVJORAL OBSERVATIONS: 

SVMMARY: 

• 
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m ____ _ 

EDI 

lNSiBUCJlONS 
'IbII1s • sraIe whfd> m " .... WIfely of ertfrgr!rr, fi:cligp. ad IIoiIaIPko. IIcIme oftb81t£ma nt1IIe4lD fOod 
ad tIIIfa&. 0dIaa ask pru sIad ~ Iioe1IDsa sIad 1 'f 2Jbn "'" IItInpt III' ..,.,. AD. _ .. ~ 
", ~ ItIBIIlllk '".1''' fr....., III;rtnU __ RIIIIt each quatIm 1114 circle tb8 dIalI:e tiIIl eppIio 
bad ID JUIL PIasIl_ cadi /jD"'dm ...".cmIbIIy. 11IaaI: JUIL 

A U 0 S R N 
AIwa,. UseaIIy Often So .... , .. ,. Rarely NeAr 

1. I CIII._ aDd _lJuII)do ... wItIIaul fCcIiDa ___ 

2. IIbIIIk Ihal 'f1S'1 &toMdI ra IDO"'" 

3. I wish f!IId I comId relIpn ID tb8 sa:mfI) of dIfldI!nooI 

4.. J .. wflIID J II1II ups& 

5. J 1IIlIfflllJlldf'Mllb faod. 

6. I wish dud J comId be )1UIjjD. 

7. J dJfDt Uoa:d dl&IfDS. 
L I ad ~ wlJIIIIlIJ) fCeJbr&a-'" strGqj. 

9. I dJfDt dud 'f1S'11MPs - - ....... 
10. I lid !"em "we as. pa!IIIII. 

11. I lidaDaDelygulh) after~ 

12. I t/4Dk IfIIlJ 'f1S'1 ""'"""" is jDat tb8 rIsJIllfzL 
13. CIDIJ •• ,.d.,.",'8 petliIlD ...... fa &1IIId IIIIDIIIIk In my fiIIDIly. 

14. Tbe fIappfest time ID JI& is wlII:D :J'UD ..e a cIIIh!. 
15. lam IlpCIl sIad 'f1S'1 &e!lup 

16. 1_ -mad." pIDIDa wcf&bt. 
17. J IJml CIIliaL 
IL I /icl1IkIIIe III tb8 wmfd. 

19. I lid M'ls.., wlJh tile sIup oflDJ bally. 

20. J /icI..,....ny In CDIIIOI oftlmlp ID IDJ DfiI. 

21. I ad ... ,,'hsrd ahoIIl ~ emn!Inp IIIID fCaIia&. 
22. I -'d JlItIJ£r be III adDh!baa a c:IdId. 

21 I am per .... "" .. '" wIIh adIIIIa eaeiJy. 

24. I'" J vee ._flN, else. 

25. I mgt iDe or JIl8&IIffi IIIe 1JiIpm_ of 1III!/sId. 
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AuoaaN 

AUOSaN 

A U 0 saN 

AUOSRN 

AUOSRN 

AUOSRN 

AUOSRN 

AU'OSRN 

AUOSRN 

AUOSRN 

AuosaN 

AUOSRN 

AUOSRN 

AUOSRN 

AUOSRN 

·A.DOSRN 

A U OS R N 

AUOSRN 

AuosaN 

AUOSRN 

AUOSRN 

AUOSRN 

AuosaN 

AUOSRN 

A U ·0 S R N 



EDJ P. 2 m ___ _ 

A U 0 5 R H 
A.hraJs UsaaIJy Oftq Se ,petfers Ran:IJ Mftcr 

26. 1 aD c!arIy &Iea!Il) wlIat ....."",. 1II1II feding. 

27. 1 fall """"'qmde 

28. I brie' gaae aa CIdfn& IPiaps 'IIIfIID I fi:It tbId I t:GbId IdItIlllp. 

3. As. cbIld,. 1 tried WI)' bani to awId di:sappuIidina my pa11:IIIS I11III........." 

30. I brIe cIasc ,elw'hwiOMpo 

31. lllkatlJeslmpnfmy ......... 

32. 1 am pI 'I,jedwllh tIlIIlIalic III "1!ifDJIR. 
33 •. 1 .'1 kDDIf wIIal's .... aa fDsIde ... 

M. IlIa1e IftIIllotIo ....... uaIDa my M """II' to CIIhcnI. 
35. 1bD Ie .. n.r. of.....""""" __ paL 

3&. lloale .... IDss 111m lJIIIt at ,.. 

71. I fall_about ~ 

3B. 1 dlIDk akIrIl hfupfos Cora • a!r.w 
39. 1 faIIlmppY dAd 1 -alit • dlDd rmy __ 

40. I lid ... ,11 ..... es III wfIeIIoor ow ... I am IIuDaJy. 

41. I bale. low apiJdaD of III)'Idt 

4Z. 1 faIItbId 1 am I!doIne my -.laids. 

43. MyPIIf'DISlJavu.lw ..... wr of ... 

44. I Wf1tq tbId ,'I!1Y fiIcllDp will.,. DId of COIIIIoJ. 
45. 11fIIDk my bfps _ too bJs. 

46.. 1 eat W'.h""eI) In ftanI of otlJen ad fIlIff m)'lIIIIfvrherJlhey'J& s­
",. 1 fall hloaIoaI after ariDg a IlIIIIII8I maL 

4IL llioel tIJal pcopIB lilli, fIappfcsr wilen Iller ate dlIldn:D. 

•. Ifl pia a pouIId, 11lIOIJ.lI1fmI1 will keep pining 

50. 1 feel tIJalllllD • WOIIhwfdlIl ...-. 

51. Wball 8111 D)IIICI.I dI!D't !mIIw if I BID IIIIf, fiigllI ,iW, 01 .....,.. 

S2. 1 feel dIId llQlllt cIo II1fnss J'IlI'fi:dIl' ow DId cIo IIImn at aIL 

51 IIIaYo tIlIIlbouJId of tI1ins to YII!i1k iD ~ to lose -1Bflt. 
S4. lDCal to IIa:p peap!e at • CCI'IIIIIl.uam- (feeI IIIICaIII1iIJIa If &'411 line IrIes 

.. lid UiO diose). 

ss. J IldK tIJal my IhIaJIs arejuat the rIpt sia 
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ADosaN 

AUOSIlN 

A·U 0 SaN 

ADosaN 

AUOSIlN 

ADOBaN 

ADosaN 

AUOSIlN 

ADOSIlN 

ADOBaN 

AUOSIlN 

ADosaN 

AuosaN 

A 'U 0 S II N 

ADosaN 

A 'U 0 S R N 

AuosaN 

AUosaN 

AuosaN 

ADosaN 

ADOSIlN 

ADOBaN 

AUOBllN 

AUOSllN 

ADOBaN 

AUOSIlN 

ADosaN 

AUoBaN 

AuosaN 

AuosaN 



EDI P. 3 m ___ _ 

A U 0 S R 
, II RIreJf 

56. J &cI1IIIJIlJ1usIdo (CQ"'~ lin,). A U 0 S k N 
$'I. 1_II1II< uboul pa1XIIdIIlfi·°'8b'" ar fieI!ap A U 0 S a N 
sa. 1lIe ..... ,...us Gf,.,. JlfiI are wIlI:D,.. IIeI:ame IIIII1d111L A U 0 8 a N 

59. IIIdak tIId my '··n ...... -!aIp. A U 0 S k N 
60. I ...... fiocJiap 1 can .. quiIJIldeD1II)t. A U 0 S R N 

61. 1 eatardrfDk III.......". A U 0 S a N 
Go J IIdak tIId my hips .,../IIl5l tb risIII dat. A U 0 S R N 

63. J ...... -emerr&fa!> ... A U 0 S It. N 

64. . ..... 1II1II upsI!r. J WG1l' flat J wIlI_ cmiII& A U.O S It N 
U. ~ J reaIb' Ukr: cud up "'"IJipoh.r"S me.. A U 0 S It. N 

&6. Jam ..... nM Gfmy IrDmaD ",ah A U 0 S JI. N 

fII. 0IJJrr,...,.,.. wm>Id S8f flat I -~ Q*h! .. A U 0 S JI.·N 

118. J \lIIIDfd Ukr: to lID fa IIIbIJ COIIIlOJ Gf my badIIy IIIJ!G' A U 0 S JI. N 

e. 1 tal nJa:dIJ 1;"11II1II JIIIIIIP shHIII"_ A U 0 S It N 

11). IIlII1 JIdDSI' ImpJIsiYcI)' tball regrelllarila l1l&I. A U 0 S JI. N 

71. I so all '" my 'Il0l)'10 iI8JiCt ...... P' cg A U 0 S JI. N 
72. J IIPo ID lID CIIlIfIJ! Gfmy b:DderlqllO ..... drup. A U 0 S JI. N 

'13. J 8111 ' .... wIIh - poopIe. A U 0 S It N 

74. 1 ft:ol uapped fa """h""1ps A U 0 S JI. N 

75. Se1Uraial roabS DIll feeJ IIIrOIl!F spIriIaaIJy. A U 0 S It. N 

76. People 5 n ' tand DIY "*"M*"'" "" A U 0 S It N 
71. Icaa"P s1I8IIJC d.·'8ld 'GUl Gfmy ball. A U 0 S Jl N 
18. _ fiIr p1eaBDlIt fa a.o:ip Gf~ ........, A U 0 S Jl N 
"19. ) am proae to c ,tI msls of 8IJBW ..... A U 0 S JI. N 

110. 1 fillllIzat pcopIe gIw ..... tb cn:dIt J dcatrwe. A U 0 S R N 

. 81. 1 bIrIe '" lie I:IIlefbl of my ~ to ..... alcaId. A U 0 S R N 
12. IIIeIi:wa I!IaI-JdalduB Is sImpJy a _ Gftlme. it. U 0 S Jl N 

G. 0IIuIIa mmld IlII1 flIat J set iniIaJed caslJy. A U 0 8 Il N 

114, J filii JIku J 8lll1asina out e'&lw1b:te. A U 0 S Jl N 

lIS. J ........... lll8Ibdmood sIIlfta. it. U 0 S Jl N 
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EDI .... m ___ _ 

A V 0 S R N 
AJoaQoa 11auI\J 0IIm s,... d .. BanIJ' JIaftr 

.. I_em' ne : c.., my IIodiJ)t ..... A U 0 S R N 

17. 1 wwId ~ apend 1lme II)' III)'RIf"IIIm wItb GIhent. A D 0 S R N 

l1li. Q!ff"'iDi! maIa:s yGII • kIDIr JIIII!IIII. A U 0 S R N 

89. I kaDW tlIId pcGpIe ...... me. A U 0 S R N 
!IO. 1 &.t lib 1 __ mpM ... aIbaL A D 0 B R N 

!II. I fall IIIId J ..ny "'-vIa8 I - A U o B R N 

Gamer, I!I9J 
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