BULIMIA: THE BULIMIC DAUGHTER'S PERCEPTION

OF THE MOTHER~DAUGHTER RELATIONSBHIP

Louise Charlene Frenkel

A dissertation submitted to the Faculty of Arts, University of
the Witwatersrand, in partial fulfillment of the requirements
for the degree of Master of Arts, Clinical Psychology.

Johannesburg

December 1989




I hereby declare that this dissertation is my own
work and that I have not submitted it, nor any part

of it, for a degree at any other unive ;ity.

Lovise Frenkel.

g

o

i



ACKNOWLEDGEMENTS

I would like to express my gratitude to the following people:

- To my supervisor Fathima Muesa, for her unfailing support
and encouragement, and her vital assistance when I began

to think I would never complete this thesis.

- To Julie Green, who assistel re in the collecting and the
analysing of the data. Also I'd iike to thank her for
her support, and her continued interest in the progress

of this research.

- To Dick and Judith for the friendship and the time spert s

editing.

- To the women who took part in this research, for their

time, and their interest.

- To Jonathan Hyslop, whose firm belief that I would
eventually slay this monster, kept me going in the dark

R hours!

- To my parents, David and Roserarie.

Tkl W

T




TABLE O CONTENTS

Declaration ...........

ii

Acknowledyements ..........

P & & X

Table of Contents .........cvecnun..

I 3

List of Tables ............

Ceeesseasesesarasaaaenaa. s X1

Abstract ... iiieiiiiianan

CHAPTER 1 - INTFODUCTION

1.1 Bulimia: Clarification of Terminology ...........

Description of Syndrome and ¢riteria

for Diagnosis

1.3 Epidemiology «eeeveeeressenonnosansseancssssnnanas 13
20

The Mother~Daughter Relationship .................




o

CHAPTER 2 ~ LITERATURE REVIEW .....ccc0vevevenvennens .o

2.1

2.2

2.3

2.4

Introduction .....ciciiverncesccannncnnrare - aronn .o
Behaviour:st/Cognitive Theories ................ .
Classical Freudian Theori2s. .....oeveecnen. Ceeeen
2.3.1 Tre Oril Stage and the relationship

betw=en Bulimic Daughter and Mother ....

2.3.1.1 The developing relationship
between the Mother and Bul iwic
daug.'ter expressed through the

activity of feeding ..........

2.3.1.2 The Sexual nature of the Feeding

experience ........ [P
2.3.2 Gorging and Binging ...uevvueenriiennnnn
2.3.3 Vomiting and Purging .......cooiviiinnnnn
Feminist Theories ........ et e raesecres e .-

iv

23

25

31

31

34

36

38

40




2.4.1 The Role of the Mother in the Bulimic

daughter's socialisation ...............

2.4.2 Close identification between the Mother

and Bulimic daughter ...................

2.4.3 The Mother of the Bulimic daughter

]
[

Maternal care .........c.ccecvevcnnns

2.4.4 The Mother's ambivalent feelings towards
her Bulimic daughter ...................

2.4.5 . sychological Splitting as a Defence
MoChANiSM v vnnunieseeeseoeensnenannns

2.4.6 The Adult Bulimic .........viiiiiennens

Research on the Personality Characteristics of

BULIMICS v vvnensrvnnonesonsneesossnccasenae.nnsens

Famil Theories .....cciuiiee e vierierennnenanoneacas

Research on the Mother-Daughter Relationship ....

47

47

49

50

51

54

59




CHAPTER 3 - METHODOLOGY ........c04t

3.1 Test instruments .......c.eceeenccrannan [N N 73
3.1.1 The Bulimia Test (BULIT, ........ e . 73
3.1.2 Demographic Questionnaire .............. 74
2.1.2 The Thematic Apperception Test {TAT).... 75

3.1.3.1 Description ¢f the 12T ..... .. 78

3.1.3.2 Interpretation of the TAT

Stories ....iiiiiiiiiiiiieens 78

3.1.3.3 Reliability and Validity of the

TAT oo viennveenn heseen feereesa. 79
3.1.3.4 Norms for the TAT ............ 80
3.1.4 The Subjects' Description cf
the Mother ....... Cesaaeen [P ceranae 84
o 3.2 Description of the Sample: Bulimic and

non-Bulimic (Experimental and Control) Groups ..... 85




Procedure

Differences between the two groups on

Binging behaviour ........ .. civvinuvesen.. 86

Differences between the two groups on

perception of Eating Patterns .......... 86

Differences between the two groups on

feel.ags about themselves .............. 86

Differences betwecn the two groups on

Purging behaviour ........... e 87

Lifferences between the two groups on

Dieting and Fasting ............ Ceeseean 87

Difference. between the two groups on

use of Laxatives ... i.uiiiiiinnennnanas 88

resraaaas Cereeen Cecaeaer st 88

Constitution of the Bulimi: and non-Bulimic

GrOUDS +evvvenennnnn [P e 89
Analysis of Data ..... e et 91
3.3.2.1 Interpretation of Data ....... 91

vii




3.3.2.2 Statistical Analyses ....... .. 93

CHAPTER 4 - RESULTS AND DISCUSSBION ....... seserrecaaaan 94

C

[ 4]

Analysis of TAT stories and descriptions of the

Mother ........... [P ceeteseean e PRI 94
The Bulimic daughters as emotionally deprived .... 96
4.2.1 Tne Mother of the Bulimic as emotionally
unavailable ....cnniiiiiiiiiianeans ... 100
4.2.2 The Mother of the Bulimic as impotent
and ineffectual ........... Ceereteaa vev. 105
4.2.3 The Mother of the Bulimic as immature,
childlike and/or emotionally dependent .. 106

The Bulimic daughters'awareness of negative feelings

towards her mother .........iiiiniiiiieinnnineanns 108
4.3.1 A Comparison of TAT per*rayal of mother
and description of mother  ............... 108

viii




4.3.2 The Bulimic daughters‘anger and fear of

its destructive POWer ......-.eeee.eeeesss 117

4.4 The Bulimic daughters'rejection and punishment of

their Mothers ......c.cviieereecrnaeceannsssennasanss 118

4.4.1 The Bulimic daughters as passive and

Withdrawn (..u.ieienrinnneeeneneaaneanasns 122

4.4.2 The Bulimic daughters -s ,assive-

APCTYEESIVE it e e ea e aaes 123

CHAPTER 5 - CONCLUSIONS . ... ...... ctireeennorsnecnnaesca 127

5.1 Limitations of the present study ................... 132

5.2 FUuLUYe reSearCh . ..everveeerseesnanasssesossensssases 133

REFERENCES ......c0cinvesetosnonsnnsasossosesossscnsarase 136

o

pEet

“25x10




AFPENDICT

1. DSM III and DSM ITIR criteria for uiagnosis

Of BUlimia ..ovv viveinennessnnscanasnssasscsnnanasas 157

2. The BULIT tesSt ...vvnerniuornsvocnronanosscsasaasssss 162

3. Demographic guestionnaire ........ .o iiivenaeeerae.. 168

4. TAT cards used in this study ....cvvvenrnenneneanasss 150

5. Original Bellak fOXM .. ..o nonnnnconerrnnnnannas 174

6. Adapted Bellak form used in this study, and categories

for analys’rg the description of mother............. 177

7. Bu!iric Group: Answers to selected questicns on the

BULI T Te5E . cv e veecnnssncnocnssenvansonsssosanocsssss 180




S

TABLE 1

TABLE 2

TABLE 3

LIST OF TABLES

Theme: The Bulimic daughters as emotionally

deprived....ccveeevcacnnesaannn e P 96
Theme: The Discrepancy between the TAT portrayal
of the Mother and the Description of the

Mother.....cccevvvenenns Chseeaeneee. eeeaeaan 109

Theme: The Bulimic daughters’

extrere anger .......... Ceree e PR .1y

Theme: Tie Mothers of Bulimics as rejected and

punished i ee ettt it e 119




pRv—s

ABST: ACT

Bulimia, the syndrome characterised by a pattern of episcdic
binge eating followed Ly attempts to purge the food by
vomiting or laxative abuse, was only identified as a distinct
gsyndrome in the late 1970s. The first studies to record these
syaptoms focused on bulimia as an associateda feature or
subtype of anoreria nervosa. In subsequent research however,
it became evident that binge-~eating and purging behaviour also
occurs in normal weight people. It i- this group of 'normaj

weight bulimics'® who aie the focus of this study.

The rresent study focuses on the mother-daughter relationship,
hypotnesizing that this relacionship will be of some
significance in the etioclogy and maintenance of the syndrome
(this has been shown to be the case in anorexia nervosa).
There has been very little research in this area and available
information is based on clinical material from individual case

studies.

Two groups of women were selected, a bulimic and a non-bulimic
group, and their perceptions of their mothers compared. The
subjects were given a short demographic questionnaire, a
projective test (the Thematic Apperception Test) which is
sensitive to issues pertaining to the mother-daughter

relationskip, and an open ended question eliciting a

e ——



description of their mothers. The data was analysed by two
independent clinicians, using Bellak's (1986) method, and
significant trends in the mother-daughter relationship were

identified.

The findings confirmed the significance of the mother-da.yater
relationship. The results were divided into two categor:as:
the daughter's perceptions of her mother, and the daughter's
feelings and responses. The major findings were, firstly,
that the bulimic daughters feel emotiorally deprived, and
secondly, that the buliric daughters fzel extremely angry with
their mothers but are afraid of expressing this an er
directly. Instead they tend to become passive, and to
withdraw into revengeful fantasies or to resort to passive

aggressive bhehaviour.

The present research brings to light a number of issues
related to the mother-da.ghter relationship ~nd the
relationships in the 'bulimic family' as a whole, which

require further investigation.
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“"The woman is consoling the girl. But the girl frels the need
to be alone. She can't accept love from others readily
because she is scared. Scared that one day it will be
removed, taxen away or that it will turn to hate. She feels
alone. Deep inside there is a need for consclation but she
hides this insecurity with an invisible shield.” (Bulimic
subject's response to one of the TAT cards).

"She knew what she had to do before it was too late, and she
rose up with difficulty and walked across the thick carpet to
the bathroom, and flicked on the light. The tiled floor was
cold undeyr her bare feet. She shivered slightly and turned to
face the mirror above the sink as she pulled back her long
hair and fastened it with a rubber band.

Then she turned on the faucet, full force, and filled a glass
of water. She left the water rurning out of habit, though
this time it wasn't necessary since no one was around to hear
the sounds from the bathroom. When she had finished the glass
of water she lifted the lid of the toilet and knelt dcwn
before it, her face within the bowl. She pushed her finger
dowri on the back of her tongue in the exact right spot and the
brownish liquid gushed out of her."

(Chernin, 1986, p.30)
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CHAPTER 1 ~ INTRODUCTION

Normal eating for women in Western society is *‘dlsturbed'. It
is disturbed in the sense that the current societal preference
tor a thin physique has resulted .y a corresponding societul
preoccupation with dieting and weight loss (Polivy & Herman,
1987). The extent of this preoccupation is such that it is
now "normal® for individuals in our society (specifically
women) to express concern abeout their weight and to attempt on
a frequent but sporadic basis, to change it. A study by
Jacobovits, Halstead, Kelly, Roe & Young (1977), (cited in
Polivy et al., 1987) found that, among young women and
adolescent girls, dieting was more prevalent than not dieting

and was thus normative. The awareness of body weight and food

intake, however, goes bevond pericdic dieting. Lawrence
(1987) claims that between 80% - 90% of women in Western
middle class society are "restrictive eaters". This means

that they deliberately try to keep their daily calorie intake
to a minimum and do not allow themselves to eat sufficient

focd to satisfy their hunger.

There is an interesting context to this increased pursuit of
thinness, Garner, Garfinkel, Schwartz & Thompson (1980)

surveyed the Playboy Centrefolds and Miss America Pageant

contestants over the period 1959 - 1978. The data indicate




that there had been a gradual but definite evolution ir the
ideal body shape for women towards a thinner size. In
addition, the ide¢1l body shape (based on bust, waist and hip
measurements) had evolved towards a more "tubular" body form.
This trend towards ‘hinness was however in direct opposition
to actual changes in young women‘s bndies over the same
period. The Metropolitaa Life Assurance weight tables
indicated that the expected weight for women under 30 years of
age had actually increased at about the same rate as the
average weight of the centrefolds had decreased {Garner et
al., 1980). Thus, in the late 70s very few women actually
possessed bodiez as s£lim as those of the models presented to
them continually in the media; the prevailing ideal body was
not synonymous with the actual body shape of the average
woman. At the same time, Garner et al., (19897) measured a
parallel increase in the society's interest in and attention
to dieting (one indicator being the increased number of

articles on dieting in popular women's magazines).

This is an interesting trena, but unfortunately there are no
recent studies which examine the 'ideal body' in the 80s.
Judging from the emphasis on slimming to sell a variety of
products (e.g. Xellogs Special 'K* Cereal, or Diet
Cooldrinks), and the popularity of dieting regimes (such as

Weigh-less) it seems that thinness is still a highly sought

after quality amongst women.
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"We know that every woman wants to be thin. Our images of
woranhood are almost synonymous with thinness"™ (Orbach, cited
in Chernin, 1981, p. 20).

Most women in Western middle class society share with bulimics
and anorexics an overriding concern fbout their body weight,
and food intake. This suggests some sort of eating disorder
cont.inuum, with normal eating (i.e. restrictive eating coupled
with a concern over body weight and food intake) on the
‘normal' extreme, and severe disorders of eating such as
bulimia and anorexia on the other. Any serious explanation of
bulimia would then have to account for why, within a group of
women living in a particular social environwent, only some of
them will develop an eating ‘'disorder'. A thorcugh
explanation would have to take account of social processes anc
pressures as well as the individual's particular personality/

psychological make-up, and family experience.

The view taken in this thesis is that bulimia is the result of
a number of different factors, some social and some
individual. It would be simplistic tc say that cultural
influences cause serious eating disorders. Culture is
mediated by the psychology of the individual as well as the
more immediate social context of the family. It would be

equally simplistic to say that eating disorders are caused by

indivicaal psychological patholcegy. It is the very fact that




it is muiti-determined that makes bulimia such a complex and

tenz ziou; symptom.

1.1 BULIMIA: CLARIFICATION OF TERMINOLOGY

Since the first recordinq of bulimic symptoms in the mid 1970s
(Boskind-l.odai l & Sirlin, 1977) there has been much confusion
and disagreznent concerning the overlap between Anorexia and
Bulimia. This has resulted in a lack of definitional clarity,
reflected in the number of terms used to describe the syndrome
e.g. 'The Gorging-Purging Syndrome' (Boskind-Lodahl et al.,
1977), 'Bulimia Nervosa' (Russell, 1979), 'Bulimia' (Pyle,
Mitchell & Eckert, 1981), ‘Bulimarexia' (Boskina-White,
1985), 'Normal Weight Bulimia' (Kaye & Gwirtsman, 1285), and
‘Under Weight Bulimia' (Lorenz, 1986). To add to the
confusion, subjects have been described as ‘'restricting
anorexics' (who fast, and sometimes use laxatives),
tanorexics' (who fast, but break their fasts with occasional
binges), 'bulimarexics' (who regularly binge and purge, and
usually fast in between the binging and purging), anorexics
who have become bulimic, and ‘normal weighu bulimics' (who

binge, and sometimes vomit, but who have no anorexic symptoms,

or history of them).

|
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The first studies to record Bulimic symptoms (compulsive
binging and purging) understood Bulimia as an associated
feature or subtype of Anorexia Nervosa (e.g. Boskind-Lodahl
1976: Boskind-Lodahl et al., 1977; Russell, 1979). Despite
the obvious connection to anorexia (i.e. concern about body
weight and food intake, rcsting and binging), Boskind-Lodahl
et al., (1977, p.50) explain that whereas anorexics usually
break off their harsh fasting with an eating binge, the
"distinguishing feature of bulimarexia is che regula: binges,
its orgies of eating rollowed by ritual purifications, over

and over again."

Bulimia's connection to anorexia was reinforced by the fact
that nearly half the ancrexic patient population (who had
sought treatmenl, and therefore were available for research),
had at some stage exhibited symptoms of bvlimia (Casper,
Eckert, Halmi, Goldberg & Quinlan, 1980; Hsu, 1979; Pyie et
al., 1981). Russell (1979) found that many anorexics
developed bulimia as a result of undergoing treatment which
entailed increasing food intake in order to regain a normal

body weight.

Within the psychoanalvytic framework, anorexia and bulimia are
seen as vreflecting the same core pathology, the only
difference being the defenses that are utilized. "*Both

historically and currently, 2norexia nervosa is a generic term
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that includes the bulimic as well as the abstaining syndromes”
(wilson, 1983, p.8). Research conducted by Scott & Baroffio

(1386) supports the idea of a common core pathology. Comparing
anorexics, bulimics, and obese women with 'normals’', they found no
differences in the overall prcfiles of the 3 experimental groups,

but a difference between these groups and the control group.

In subsequent research however, it became apparent that binge-
eating and vomiting behaviour also occur in normal weight and even
overweight people (Boskind-Lodahl & white, 1978; Stangler &
Printz, 1980; White & Boskind-White, 1981). The recognition of
a group of 'normal weight bulimics’, who have no anorexic symptoms,
and no history of anorexia, led to the classification of bulimia
as a syndrome distinct from anorexia nervosa in the 3rd edition nf
DSM III (1980). The DSM III-R (1987} classifies Bulimia (by this
meaning 'normal weight’ buli-ia) as a separate syndrome while at
the same time ackncwledging some connection between anorexia

nervosa and bulimia by their choice of the term 'Bulimia Nervosa’.

3

Very h‘tn'e research has been conducted on the group of women with
Bulimia Nervosa (i.e. normal weight bulimics). Given the

e complexity of distinguishing these disorders in reaiity, it seems
important tha* research be cunducted on this group, so that its

relation to anorexia, or its unique characteristics may become

clearer.

ny




1.2 DESCRIPTION OF SYNDROME AND CRITERIA FOR DIAGNOSIS

For the purposes of clarification, it is necessary to look at the
criteria for the diagnosis of bulimia in both DSM III (1980) and

DSM ITIR (18+7).

OSM TII (1980, p. 69) requires the following criteria to be met for

a diagnosis of Bulimia:

A, Recurrent episodes of binge eating, rapid consumption of a
targe amount of food in a short period of time, usually less

than 2 hours.

8. At least 3 of the followirg:
(1) consumpticn of high caloric, easily ingested food during
a binge
(2) 1inconspicuous eating during a binge
(3) terminatior of such eating episodes by abdomingl pain,

sleep, social interruption, or self-induced vomiting




(4) repeated attempts to lose weight by severely
restrictive diets, self-induced vomiting, or use of
cathartics or diuretics

(5) frequent weight fluctuationc greater than 10 pounds

due to alternating binges and fasts.

cC. Awareness that the eating pattern is abnormal and fear of

not being able to stop eating voluntarily.

D. Depressed mood and self-deprecating thoughts following

eating binges.

E. The Bulimic episodes are not due to Anorexia Nervosa or

any known physical disorder.

DSM III describes bulimiz as a syndrome characterized by a
pattern of episodic binge eating, followed by feelings of
depression and self-deprecatior.. Women with this disorder are
aware that their eating behaviour is not normal, but feel
unable to control it voluntarily. The binges are inevitably
done in secret, and are sometimes planned beforehand. The
food chosen is often high in calories, and has a texture that
facilitates rapid eating (and also easy expulsion from the
body i.e. vomiting). It is often gobbled down quite rapidly,

with little chewing. Once eating has begun, additional food

may be sought to continue the bince, and often there is a




feeling of loss of control, or inability to stop eating. A
binge is usually terminated b, abdominal pain, sleep, social
interruption or induced vomiting. Vomiting decreases the
physical pain of abdominal distention, allowing either
continued eating, or termination of the binge. It also often
reduces post binge anguish. Some theorists (e.g. Dana &
Lawvrence, 1988) prefer tc see the binging and vomiting as
inextricably linked and as having significance only as a
single symptom (This is not the case however, in DSM III,
where regular binging is seen as a prime diagnostic feature).
Bulimics are preoccupied with thoughts of eating. They often
possess an unrealistic fear of gaining weight and repeatedly
atterpt to prevent this by fasting, dieting, vomiting, cr
using laxatives or diuretics. Frequeat weight fluctuations
due to alternating binges and fasts are common. Often these
individuals feel that their life is dominated by conflicts
about eating. (See Appendix 1 for the DSM III description of

Bulimia).

In DSM III-R, (1989, p. 67) the name of the syndrome is

changed from Bulimia to Bulimia Nervosa, emphasizing the

connection to Anorexia Nervosa.




The criteria for a diagnosis of Bulimia Nervosa in DSM IIIR

Recurrent episodes of hinge eating (rapid consumption of

a large amount of food in a discrete period of time).

A feeling of lack of control over eating behaviour during

the eating binges.

The person regularly engages in either self-induced
vomiting, use of laxatives or diuretics, strict dieting
or fasting, or vigorous exercise in order to prevent

weight gain.

A minimum average of two binge eating episodes a week for

at least three months.

Persistent overconcern with body shape and weight.

The important differences in the revised criteria of DSM I[IIR

are:

["S
9%

i) the specification of a minimum frequency of binge
eating episodes, of twice a week for at least three
months, and

the elimination of the requirement of depressed mood and
self-deprecating thcughts following eating binges, which
in DSM III-R is regarded as a nommon associated feature,

as opposed to a diagnostic criterion. The results of the

10




present research however, are not in full agreement with
the DSM IIIR de-emphcosis on depression: 75% of the
bulimic sample disliked themselves after eating too much

{See Chapter 13).

What the DSM III-R classification does do, is to make the
categorisation of anorexia and bulimia fairly clear. 1In both
anorexia and bulimia, there is an overconcern with body weight
and food intake, and a disturbed relationship to food.
Anorexia however, involves a severe weight loss (15% below
that expected for normal age and height). Bulimic symptons of
binging and purging may be present, but if there is a weight
loss of 15%, the diagnosis will be Anorexia Nervosa, with
associated Bulimia Nervosa. For a diagnosis of Bulimia
Nervosa to be made, the person must, inter ulia, binge eat
twice a week for at least 3 months), and although weight
fluctuations may be substantial, the weight does not fall

below a minimal normal weight.

In addition to the psychological and behavioural
manifestations of the Bulimia Nervosa described above, there

are potentially severe physical consequences of the disorder.

The most common and most dangerous complication of vomiting
and purgative abuse is the depletion of the electrolytes

potassium, chloride, and sodium, which are essential for

11




normal functioning of nerve and muscle cells. Mitchell
(1933), (cited in Garner & Garfinkel, 1985) found electrolyte
disturbances in almost 49% of her bulimic patients. The
symptoms of electrolyte imbalance are weakness, tiredness,

constipation and depression (Wekb & Gehi, 1981, cite in

Garner et al., 1985). They may a’'so result in cardiac
arrhythmias and sudden death. Starvation seriously
compromises cardiac functioning. This, compounded by

electrolyte disturbances, may result in serious irreqularities

in the heart beat.

Frequently, bulimic patients couwplain of abdominal pain due to
the physical trauma of vomiting. There have been numerous
case reports of extreme expansion of the stomach (gastric
dilation) due to binge eating (e.g Mitchell., Pule & Milen,
1982; Russell, 1966; cited in Garner ecv al., 1985): such
erpansion has led to stomach rupture and death i1 some
instances. Russell (1979) has commented on the possibi.ity of
permanent loss of bowel reactivity with chronic abise of

laxatives.

Dieting, vomiting, and laxative or diuretic abuse often lead
to alternating periods of dehydration and 'rebound' excessive
water retention (Fairburn, 1982, cited in Garner et al.,
1-145). Many patients notice swelling or '‘puffiness' in their

fingers, ankles and faces as a result of edema. Edema is

12
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usually at its worst immediately after vomiting and laxative
abuse have ceased. Some bulimic patients may gain between 5
and 10 pounds of water. They then feel so alarmed at the
sudden weight gain or swelling that they r.turn to vomiting or
laxatives before their bodies have had a chance to achieve a

balance, thus beginning the whole cycle again.

Many chronic bulimic patients begin to notice deterioration ci

their teeth; the gastric acid from self-induced vomiting
causes serious dental erosion, loss of enamel, and
discolouration.

Numerous other medical complications occur, but the above are

the most common and therefore significant.

1.3 EPIDEMIOLOGY

Mitchell & Pyle (1982, p.63), in their review of bulimia in
normal weight individuals, observe that "the frequency of this
disorder (bulimia) in the general population has not been
reported”. They do note however, that the number of published
reports dealing with bulimia has increased considerably in the
last few years. Whether this increase parallels an increase

in the frequency of bulimia, or whether it simply reflects the

13




recent recognition of bulimia as a syndrome separate from

anorexia, is not clear.

The early epidemiological studies (in the late 70s and early
80s) are problematic for a number of reasons. The complex
relationship between anorexia and bulimia, and the delay in
recognizing bulimia as a distinct syndrcme, may be responsible
for the confusing variety of agefinitions of the syndrome used
in the research. Often the diagnoses are based on the
frequency of the binge-purge episodes and the presence or
absence of self-induced vomiting. Only some of the studies
(e.g. Zuk, 1986) made use ot the DSM III criteria, whereas
many of the earlier studies (e.g. Grace, 1983), used differing
criteria. This lack of uniformity makes comparisons between
the studies difficnlt. The present research uses the BULIT
test (based on DSM III) to diagnose a group of subjects with
Bulimia. Although the test does not incorporate the recent
changes made in DSM IXI-R, the change is sufficiently minor so
as to not invalidate the test's ahility to distinguish between

bulimic and non-bulimic subjects.

Another problem with much of the research is that the data
reflect limited sample sizes and varicus recruitment biases.
Most studies have been conducted on White middle class
student populations. The available literature indicates tnat

this group (young women in late adolescence or young

14
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adulthood) have the highest risk of developing bulimia (Pyle
et al., 1981, cited in Mitchell et al., 1982). A few male
cases have been reported, (Boskind-Lodahl, 1976; Russell,
1979), but these patients represent less than 5% of the total
cases reported in the literature. Information about the
incidence of bulimia across different age groups, classes and
cultures is very sparse. Exceptions are two recent articles:
one by Bulik (1987) on eating disorders of 2 Jewish wouaen
after emigrating from the Soviet Union to the United States,
and the other by Clarke, Salmons & Harrison (1988) on
psychogenic vomiting among female Asian migrants to the United

Kingdom.

Finally, the research is hampered by the reluctance of many
people to admit to binge-eating and purging behaviour. It is
not uncommon for women to have been bulimic for a number of
years, without the awareness of their families, partners or
close friends. It is a deeply hidden secret. This can limit
the research to those who have requested assistance, or to
those whose confidentiality can be guaranteed (e.g. in

anonymous questionnaires).

Keeping these problems in mind, the epidemiological research

can be reviewed.

15
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As mentioned above, the occurrence of bulimia is particularly
common during late adolescence and young adulthood (Halmi,
Falk & Schwartz, 1981; Herzog, 1982). Studies that have been
done (Pyle et al., 1981; Fairburn & Cooper, 1982) reveal that
the onset of bulimic behaviocur appears to be related to
dieting and is frequently associated with feelings of
depression, loneliness, boredom and anger. The mean duration
of the disorder is approximately S years (as reported at the
time of the studv). Because of its occurrence in the late
teens or early twenties, much of the research has focused on
this age group, drawing samples from university student
populaticns. Stangler et al., (1980) reviewed the psychiatric
diagnoses of 500 college students at a college psychiatric
clinic and found that 3.8% (of those who had sought treatment
at the c¢linic) fulfilled th2 ecriteria for bulimia. Pyle,
Mitchell, Eckert, Halvorson, Neuman & Goff, 1983) using DSM
II1 criteria, surveyed 1 355 college freshmen and found a
similar prevalence of 4,1%. In a survey by Halmi et al.,
(1981) 13% of 355 summer liberal arts students experienced all
the major bulimic symptoms as outlined in DSM III. Pyle
(1983), (cited in Kaye & Gwirtsman, 1985) found that 19% of
the sampled niversity population could be classified as
bulimic (it is not clear what definition was utilized). 1In a
study at an Australiar aniversity a 7% incidence was recorded
{Touz & Ivoson, 1985). In South Africa, a study by Grace

(1983}, not using DSM III criteria, found 20% of a sample of
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White university women exhibited vomiting and binging
behaviour. 2Zuk (1986), using DSM III criteria, found a 7,5%
incidence, in the same university population. The discrepancy
in occurance is most likely to be due to the varying criteria

used to define the syndrome.

Wnile research has zstablished that bulimia is prevalent among
young adult women, researchers have only recently begun to
investigate the incidence of bulimia in high school
populations. Johnson, Lewis & Love, (cited in Kaye et al.

1984) surveyed 268 schoolgirls aged 13 - 19 and found that 13%
of them had bulimia. When they modified their criteria to
include weekly binge eating (closer to the DSM III-R
criteria), this figure decreased to 4,9%. Crowther, Post &
Zaynor (in press, cited in Post et al., 1985) in a survey of
363 adolescent girls in the 9th -~ 12th grades found that 46%
reported episodes of binge eating, but only 7,7% met the DSM
I1I criteria for diagnosis of bulimia. Moss, Jennings,
McFarland & Carter (1984) found a total of 17% of a female
high school population reported frequent binges, while 7%

reported frequent vomiting episodes after eating.

Only cone study has been undertaken on a more general sample.
Pope, Hudson & Yurgelun-Todd (1984) distributed questionnaires
to 300 female shoppers in a shopping mall in suburban Boston,

serving working, middle and upper class shoppers. He found
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that 10,3% (33) of the respondents met the DSM III criteria
for the diagnosis of bulimia at some time in their lives. Of
those 45,2% (nearly half of this numbe. i.e. 14 people) were

actively bulimic at the time of the study.

In summary, the epidemiclogical data on bulimia is very
limited due to the varying criteria used to define the
syndrome, the almost exclusive focus on White university
students, and the secretive nature of the disorder. Despite
these problems however, it is apparent that (when using
stricter criteria in line with the DSM III), between 5% and 7%
of girls in the female school population are bulimic, and that
the incidence amongst university women is probably & little

higher (up to 10%).

In survey data from the United States and Britain, the typical
bulimic patient is a Caucasian female in her early twenties.
Little is known about the incidence of bulimia in other
cultures. There have however been a handful of studies, e.g.
tie two on female Jewish and Asian immigrants mentioned above,
as well as one by Johnson, Stuckey, lewis & Schwartz (1982)
reporting that a small percentage of 316 women identified as
bulimic were Asian, Hispanic, American Indian and Black. They
also reported that a high percentage of bulimics came from
upper-class and middle-class families. Because of sampling

biases in surveys conducted to date, however, the actual
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prevalence of bulimia in different ethnic socio-economic

groups is largely unknown (Kaye et al., 1985).

It is interesting to note that there has been a trend in
recent research on bulimia away from epidemiology studies, to
attempts to understand the context ard meaning of the
syndrome, and to formule different methods of treatment.

There also seems to be no current literature on the occurrence
of bulimia in the general population (as menticned above,
earlier studies concentrated on White middle class university
populations). The present incidence of bulimia in the general
population, as well as the question of whether or not it is on
the increase, are therefore unknown. There does however, seenm
to be an increasing public awareness of the syndrome; there
are row numerous 'popular' psychology books available on how
t.) cope with bulimia (for example, The Hungry Self by Kim
Chernin), as well as some recognition of it in the general
media (for example one of the main characters in the American
TV soap opera "Hotel" suffers from bulimi-‘. This suggests

that the 'secret disorder', is on the increase.
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1.4 THE MOTHER-DAUGHTER RELATIONSHIP

Within the psychoanalytic literature, the mother-daughter

relationship is acknowledged as an important factor in the

development of anorexia (used here as a generic term which

includes bulimia).
"It is recognised that constitutional factors of infancy,
variations in drive endowment and gender differences
affect each <hild's development, but it is the
domireering and controlling personality of the mother
which is stressed as the major factor in the profound
warping and inhibition of normal development in the
anorexia-prone child." (Wilson, 1983, p.8).

The recent trend towards understanding the context aru meaning

of the syndrome, has meant that there are more studies on

(amongst other related topics) the so called 'buliwic family'.

This research on the families of bulimics indicates that the
familial milieu and dynamics are not the sam2 as in anorexic
families (e.g. Strober and Humphrey, 1987; 2uk, 1986);: the

bulimic families are far more hostile and confrontational.

The significance of the mother-daughter relationship in
anorexia is wide'y recognised. Although there have been very
few studies on the relationship batween the mother and the
bulimic daughter, those that exist (e.g. Hicks, 1982; Kramer,
1983) seem to confirm the anecdotal evidence and clinical

material pcinting to a consistently more hostile and depriving
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relationship between the bulimic daughter and the mother, than

is the case in anorexia.

The paucity of research on the mother-daughter relationship in
bulimia, and its likely significance in t.e development of
eating problems, are the motivation for the pr:sent research.
However, there is an additional reason for focusing on the
mother-daughter relationship. Much of the psychological
theory and research is limited, not because its explanations
are incorrect or unhelpful, but because it is only a partial
explanation of a complex and multi-determined syndrome. As
mentioned earlier, a syndrome as complex as bulimia could only
be understoed by recognising both the individual's
psychclogical make-up and family situation, as well as the
social and historical context in which the individual develops
the disorder. The mother in some sense, spans these areas:
as the ‘primary nbject!' she is internalized by the daughter,
and shapes the daughter's psychological development.

But the mother is also a socialized person, her perceptions of
Lerself, as a woman and a mother are very much shaped by the
social context in which she lives. She is theretore one of
the most central mediators of the bulimic Jaughter's
psychological and social development. The bulimic daughter's
relationship with her mother will therefore have a profound

effect on how she deals with ambivalent or conflicting
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emotions, as well as the way she feels about herself, her body

and her position in the world.

An investigation of the mother-daughter relationship, it is
hoped, will reveal important information about the development
and maintenance of bulimia. As explained above, however, it
can only ‘-epresent one level of explanation of a mnmulti-

determined syndrome requiring many levels of explanation.
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CHAPTER 2 - LITERATURE REVIEW

2.1 INTRODUCTION

Epidemiological studies indicate that one in ten white middle
zlass women suffer from bulimia. As noted i1 the previous
chapter, however, the frequency of the disorder in the general
population has not been reported. 1In addition, there have
been no recent surveys which could indicate whether the
disorder is on the increase, although the heightened public

awareness of bulimia suggests that it is.

One factcr whic™ supports the notion that bulinia ir on the
increase, is the large number of theses whi:h have been
produced on this subject in recent years. This research,
which is mostly unpublished, is being produced ezt American
universities, and is reflected in the Disscrtaticn Abstracts
International for 1986, 1987, 1988 and 1989. This more recent
research focuses on the corntext and meaning of the syndrome,

rather than its prevalence in ditferent population groups.

The current research and theoretical debates are reviewed in
this section, with particular reference to the mother-daughter
relationship. In addition, research in the area of the

Bulimic's personality, the ‘bulimic  family', and the
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relationship between the bulimic daugnhter and her mother, are

aiso reviewed in this section.

Existing theoretical explanations of bulimia attempt to
explain the syndrome by focusing on a numbker of seeningly
separate areas. Sociclogical explanations lock for th2 causes
of bulimia in the stereotypical roles of woraen in ovr society:
Behaviourist theories focus on bulimia as a learned Lehaviour:
psychoanalytic theories explain the disorder i terms of
unconscious forces within the individual, influ=nced by the
early relationships with significant ‘obiects': femily
theorists locate the causes in particular patterns of family
inter: ction. This diversity of explanation n'irors an
important featu 2> of bulimia, namely trhat it is
multidetermined. Many ot the existing theorie:. :ive limited
precis Ly because they tend to focus on just one area of
explanation, thereby not recognizing the cumplexity of the
factors which precipitate and perpetuate thz svrdrone. A
theorctical explanation which acknowledges the complexity of
the syrurome would recognise a number of different interacting
areas of explanation, for example tne socia! ideological
influences, the family, the interpersonal, the .rsonality of
the bulimic daughter and the largely uncorscious psychodynamic

factors in he, internal world.
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Only one group of theorists in the foliowing review attempt a
holistic understanding of the bulimic syndror=, and are thus
used extensively to explain the results of this study. Thsz
most significant representatives of this comprehensive
approach are Dana et al., (1988) whose work is duscussed under

the section on Feminist Exlanations of Bulimia.

2.2 BEHAVIOURIST/COGNITIVE THEORIES

The behavioural/cognitive understending of bulimia is rooted
in the attempt to fornulate types of treatment which will
alter what is perceived as the ‘'bulimic behaviour' (i.e.

binging and vomiting).

Within this framework, bulimia is understoci to be due to
particular kinds of beliefs about oneself and the world,
beliefs which are rigid and perfectionistic (especially
beliefs related to eating, weight and appearance) (Scanlon,
1386) . Johnson, Conners & Tobin (1987) talk of the bulimic's
helief that if she were thin, she would feel in control. The
explanation for these rigid beliefs is as follows: Bulimics
experience affective instability which may be due to a number
of factors, e.g. bivlogical predisposition to major affective
disorder, patterns of early parent-child difficvlties or a
disturbed family environment. This affective instability

means that their moods are very variable, and that they are
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unable to identity, articulate or control them. The feelings
of ineffectiveness and low self-esteem are then a predictable
side effect of being out of control. The culturally
prescribed bod- shape then provides the focus for the
bulimic's search for self-control; being thin means being in
control. Research has shown however, that prolonged dieting
results in physiological and psychological effects which
destabilise thoughts and moods (Garner, et al., cited in

Garner et al., 18%). It then becomes a self-defeating cycle.

As is evident from the above explanation, the possible root
causes of the syndrome (biological predisposition to affective
disorder, patterns of early pa.. .i-child relationships, or
disturbed family environment) are only alluded to in a
perfunctory way. The major emphasis is rather on the 'rigid
and perfectionist' beliefs which are characteristic of the

svndreme. and how they are reinforced by the environment.

Laurenza (1985) uses a ‘behavioural analysis procedure' to
treat bulimic behaviour. Binging and vomiting are understood
as mechanisms for avoidance of a variety of stressful events.
Therapy must therefore focus on a problem-ideptification and
resolution format designed to elicit these conditions as well
as tc teach the skills needed to resolve them. The
‘behavioural deficits' are the result of an inability to

obtain (and maintain) reinforcement for the correct kehaviours.
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The Behaviourist/Cognitive approach to bulimia does not see
the mother-daught r relationship as specifically important.
In so far as the relationship is part of the child's general
environment, it is included as one of the possible
predisposing factors, but it is accorded no more significance
than any ther environmental or bioclogical factor. The
individual's environment is important in that it provides
positive or negative conditicning, which will encourage or
discourage the learning of particular behaviours (e.g. the

maladaptive behaviours in bulimia).

Behaviourist approaches have been used fairly successfully in
the treatment of bulimia. A study by Agras, Schneider, Arnow,
Raeburn & Telch (198%) found tha*t cogniiive-behavioural
treatment was successful in reducing purging and in promoting
positive psychological changes in a group of 77 bulimic
patients, over a period of 4 months. Fifty-six peccent of the
participants ceased binge eating and purging by the end of the
four month treatment period, and the frequency of purging
declined by 77.2% during the same period. At a six month
follow-up, 59% of the cognitive-behavioural group were

abstinent, and purging had declined by 80%.

The value of the behaviourist-cognitive model would seem to be
in the area of treatment, rather than at the level of

providing a comprehensive explanation of the etiology of the
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syndrome. [t does not, for example, adequately address the
question of why women rather than men suffer from bulimia, or
why it is, at this stage, a distinctly middle class syndrome.
This however, jis a criticism which alse =uplies to otner

theorecical paradigms, for example the psychosnalytic one.

2.3 CLASSICAL FREUDIAN THEORIES

In this section psychoanalytic theories which have concerned
themselves directly with the problem of anorexia will be
discussed. The attempts Ly Feminist theorists to apply
psychoanalytic concepts to an understanding of bulimia will be
covered in the section on 'Feminist theories of Bulimia'’
(Section 2.4). The following analytic theories have focused

primarily on the 'anorexic' syndrome.

In the psychoanalytic literature, "anorexia nervosa” is a
generic term which encompasses buliria, reflecting the belief
that anorexia and bulinia share a common pathology. As
mentioned in the Introduction, the major cause of anorexia is
seen to be the domineering and controlling personality of the

motber (Wilson, 1983).

Psychoanalysts understand anorexia as indicating a failure to
reach true genitality. The person has remalned fixated at

earlier levels of development and is therefore seen as being
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unable to establish proper sexual identification and
heterosexuality. ™he role of the mother in this process is

seen as central.

The channelling and refining of the libido (life force)
through the difrerent develcpmental stages: the oral, anal,
phallic, latent and genital stéges, was seen by Freud as the
essential process in personality formation. At each stayge the
libido ‘'attaches' itself to or focuses on the relevant area
of the body (moutk, anus, genitals etc). In normal
developrent the libido attaches itself to each sucessive part
of the body. This process of development however, is highly
complex and precarious; the infant has to undergo many
intense &and contradictory feelings while negotiating the
development from the oral to the 1latency stage. The
individual's success partly depends upon the strength of the
inborn instincts (Eros and Thanatos) and the quality and

consistency »f maternal care.

1t some factor interferes with the normal channelling of the
libido through the stages, part of the libido is said to
become 'fixated' at that stage. Although the personality
continues to develop, this fixation represents a fundamental
weakness in the developing personality. When the adult, at a
later stage is under stress (being of internal of

environmental origin), the ego (which has been weakened
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because of the holding back of a certain amcunt of iibido)
will automatically regress to the level at which the fixation
oceurred. If the libido has become fixated at the oral stage,
as is believed tu be the c2ase in anorexia, then the psychic
mechanisms appropriate to ‘hat stage will again be employed by
tha adult ego. Anna Freud (cited in Kaplan et al., 1988)
identified denial, projection, introjection, regression and
‘turning against the self' as important defence mechanisnms

smployed by the ego during the oral stage.

The classical Freudians' explanation of the etiology of
bulimia is not fully expounded. The first step seems to
involve a fixation of the libido at the oral stage (which
would account for the conflict taking an oral form). The
reason for the fixation is said to be "a specific pathological
relationship with mother in early chiidhood" (Merlitta, cited
in Wilson, 1383, p.72). This oral fixation then interferes
with the Oedipal development resulting in an intense Oedipal
conflict. Then, during adolescence (the genital stage) the
issues unresolved at the oral and ocedipal stages are revived.
This distorteé development characteristic of anoraxia is
nowhere fully explained, compelling the reader to scrutinize

general psychoanalytic texts for a more thorough knowledge.
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2.3.1 The Oral Stage and the problematic relationship with
the Mother: The ‘'specific pathological relationship with
rother in early chiidhood' is said to occur during the oral
stage. If we try to piece together the contributions from
different theorists, it appears that two important processes

are cccurring during this stage.

2.3.3.1 The developing Relationship between mother and child
expressed through the activity of Feeding: Anna Freud (1946,
p.124), in her work on early feeding disturbances, explains
tiat the chiid makes an unconscious connection between the
mother and food. At first, the baby 'loves' *he experierre of
feeding (he/she is hungry, is fed, and is satisfied). This is
narcissistic love. The libido cathexis then moves to the food
as the source of pleasure. So the infant ‘'loves' ‘he milk,
breast or bottle. This is a transitional stage between
narcissism and object love. Fipally 'love' is transferred to
the provider of the food, i.e. the mother, representing the
development of object love (Freud, 1946, p.124). (The
‘object!' vefers to the person to whem the instincts are
directed, in this case, the mother). Although the food and
the mother are seen as separate after the second year,

unconsciously the identity between the two remains.

Abraham's demarcation of two stages within the oral stage

{(Laplanche & Pontnlis, 1985, p.288) links the development of




teeth to ambivalent feelings towards the loved object.
Abrahan's two substages within the oral stage seem
parcicularly pertinent to bulimia.

The “wo stages ave:

* Preaambivalent sucking

* Oral-sadistic stage. This is concurrent with teething in

whiich the activity of biting and devouring implies destruction
of the oisject., The phantasies are of being eaten or destroyed
by the mother. Incorporation has the meaning of a destruction
o1 the object, implying that ambivalence has coma into play in
Lhe object relationship. The bulimic's ambivalence towards
food (the symbol of nurturance, and of her mother) suggests
that she may have become fixated at this second cral-sadistic
stage.
arna Freud (19346, p.126) concludes:
"Much of the child's conflicting behaviour towards food
does not originate from loss of appetite or lessened need
to eat, but from conflicting emotions towards the mother
which are transferred on to the food which is the symbol
of her ... Ambivalence towards the mother may express
itself as fluctuations between over-eating and refusal of
food."
The origin of this early fixation on the mother is not clear.
Lehman (1953) explains that feeding is the medium through
which the mother expresses love for her child. When the
mcther feels ambivalent about the child, or does not want the
child, she may feel very guilty and respond by becomiig

anxious about the child's nutsition, and become obsessive

about it. "To be loved is to be fed... Consequently, a
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child's rejection of food may be a reactcion to rejection of

the mother" (Lehman, 1953, p.461).

The connection between the mother and food way be
strengthened, but in a pathological way, by a mother who,
acting under the influence of her own unconscious fantasies,
treats food which sha offers as if it were a part of herself.
Thus she will be pleased and affectionate when the child
accepts her food, and offended when her food is rejected, as
if her love for the child had suffered a rebuff; she may beg

the child to eat 'for my sake’.

Sperling (cited in Wilson, 1983) adds that the anorexic
equates food with the life-controlling, omnipotent mother, and
uses food to reverse the early childhood situation when the
mother was in control of food, and by extension, the patient's
life. fo be able to go without food is also to prove that

life is possible without mother.

The activity of feeding is thu~ seen as the source of the
particular meanings through which the object relationship is

expressed and organised (Laplenche et al., 1985).

In anorexia, the reliationship between mother and daughter,
expressed via the activity of nutrition, is distorted. The

exact nature of this distortion is not clear, but suggestions
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point to the mother's unconscious linking of the child's
eating with acceptance or rejection of herself, her possikle
ampivalence towards the child, and her controlling and

domineering manner.

2.3.1.2 The sexual nature of the feeding expefience:
The sexual nature of the feeding experience appirently
explains the occurrence of the syndrome during adolescence.
Adolescence is a time of developing awareness of sexuality.
In order to be able to deal with this emerging sexuality the
person needs to have successfully negotiated libidinal forces
in earlier stages of development. 1In the oral stage, sexual
pleasure is bound predominantly to the excitation of the oral
cavity and lips which accompanies feeding.
The suckling of the mother's breast bt the infant has
been likened to coitus. This original infantile oral
eroticism may later find expression in various pathologic
psychic syndromes involving the ingestion of food
(Lehman, 1953, p.469).
According to lLehman, the psychosexual significance of eating
is clearly expressed in anorexia in which there is a marked
repression of the sex drives and an inhibition of eating
because eating is unconsciously linked to the sexual act.
“They have a disgust for food, because eating is equated with
intercourse, gratif.ication and iwpregnation"™ (Lehman, 1953,
p.410). Anorexia is therefore a regression from the genital
level (in adolescence) to the oral level, and involves a de-

emphasis of manifest sexuality and insﬁinctual pleasure in
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yeneral. Sexual and mastuvbation conflicts are displaced from
th2 genitals to the mouth, and foocd and eating are equated
with forbidden sexual objects and sexual activities (Sperling,
cited in Wilson, 1983) The ancruxic's strongest fear is of
losing control, i.e. gratifying impulses without restraint
(both sexual and aggressive), (Merlitta, cited in Wilson,
1983. p.72). Klein (cited in Palazzoli, 1978) suggests that
the anorexic girl tries by not eating, to deny her impulse to
destroy the primary object. By not eating, she tries to

repress her cannibalistic impulses.

The anorexic/bulimic's guilt over these unconscious sexual
(and aggressive) impulses i3 assauged by a strict superego
whi. ~ dictates starvation, illness and even the possibility of
deatl. In addition, one of the primary tasks of adolescence
{(the genitali stage) is the ultimate separation from,
dependence on and attachment to the parents, and the formation
ot mature object relations with people outside of the family.
The bulimic struggles with this task pecause of her strong
but ambivalent fixation on mother during the oral stage. This
struggle is reawakened during adolescence. At the same time,
a strict superego attempts to control her unconscious sexual
uand aggressive impulses.

The regressionl causes che infantile ties to mother, which

havg never been severcd, to re-emerge with a primitive,

omnipotent superego that strives for contro! cver food

and body and through them, the external world (Mintz,
cited in Wilson, 1983, p.94).
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The above theories are obviously most pertinent to ancrexia in
its classical or primary form. However, within the
psychoanalytic framework, anorexia is used as a generic term,
and bulimic symptoms are szen as part of the anorexic

synérome.

The psychoanalytic emphasis on the mother-daughter
relationship in the etiology of eating disorders is based on
the understanding of the mother as the first love object which
the child internalizes. The «child's conflicting feelings
towards this internalized mother are seen as directly linked
to the 'choice' of symntom (i.e. binging, vomiting or fasting)

in adolescence.

Explanations for buliwmic symptoms specifically (gorging or

binging and purging) are given below.

2.3.2 Gorg.ing and binging: Psychoanalysts sce gorging as
a symbolic expression of sexually related fears and aggression
in relation u» the mother. It is understood as indicative of

deficient ego centrol and a strict but ineffective superego.

Mintz (cited in Wilson, 1983, p.94) explains that "to shove
food down the thrcat is to be violatzed, which constitutes
unconscious sexual fantasies of rape and bodily damage

displaced upward from the vagina." Whereas anorexics are
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thought to have unconscious pregnancy fears, bulimics are

thought to have an unconscious wish to be pregnant.

Gorging is also a way of expressing aggression. 7To gorge is
to "use the mouth and teeth to destroy" (Mintz, cited in
Wilson, 1983, p.24), with the fearesd weight increase
symbolising an explosive loss of control (Hogan, cited in
Wilson, 1981, p.121). The impulse to gorge and to abuse
laxatives alsc reflects a loss of impulse control and is
related to unsatisfied infantil~ yearni.gs tor closeness and
security as well as aggress’v:- discharygye (Sperling, cite2 in

Wilson, 19%3).

According to Hogan fcited in Wilson, 1383), binging involves
fusion with the maternal figure and the breast and airso
crgiastic masturbatory activity. At the rame time kingirg
represents sadistic devouring of the f-ustrating 'rcad' object
and clearly replaces angry confrontations with the mother

(Hogan, rited in Wilson, 1983).

The gorging patient has deficienl ego control und a strict buc
ineffective superego. The fact that the superego is
/neffective makes it difficult to adhere consistently to the
demards for starvation and the denial of .nfantile cravings

{(Wilson, 1983).
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2.3.3 Vomiting and Purging: The psychoanalytic explanation
of vomiting alludes to the same areas of sexuality, aggression
and conflicting feelings toward the mother.
Vomiting is the acting out of a fantasy of undoing and
losing control of what is inside. It is actively
attempting to relive and undo rape, ejection of semen,
the baby, the passive yearning for perpetual infancy
without responsibility, and symbiotic attachment to
mother. Vomiting is the symbolic ocutpouring of rage
(Mintz, cited in Wilson, 1983, p.94).
Vomiting is a compromise between a symptom and a defance. It
is overdetermined, but at the most primitive level represents
a rejection and ejection of the maternal figure, food and the
breast. It seems to aid in the suppression from corscious
awareness of upsetting conflict with the int=srnalized mother.
Insofar as vomiting is a conscious attempt to maintain a
prepubertal figure, it is also a less conscious defence
against sexuality and pregnancy wishes. Vomiting is about the
bulimic's primitive envy and agygression against the maternal
fiyure, who she wishes to devour, destroy, and eject. It is
also the expulsion of the bad object, riddance of
contamination and rejection of a wish for pregnancy. (Hogan,

citea in Wilson, 1983, p.121).

The .alimic uses these defenses to deny guilt and depression
whicn, according to Hogan (cited in Wilson, 1983) are
intimately velated to intense sadistic and aggressive impulses

directed toward the loved object.
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Anorexics' superficial conform’ty as children is a reaction
formation to repressed and denied hostility. The superego is
identified with the maternal object who consciously is seen as
a powerful controlling figure. The aggression towards her is
displaced and appears in psychosomatic symptoms of anorexia
and bulimia (Hogan, cited in Wilson, 1983). Unfortunately
there appears to be no literatur: on what bulimic women (as
opposed to arorexic women with bulimic symptoms) were like as
children; one would imagine that conformity is not as evident
as in anorexia, given the accounts of open conflico
characteristic of bulimic families (e.g. Strober et al.,

1987).

A major criticism of the psychoanalytic explanation of
anorexia/bulimia is that it is not comprehensive. References
are made to ‘'pre-Oedipal fixatlon on Mother!', but the exact
form this takes is not fully explained. The case material
which is used to illustrate the theories, illustrate mainly
that there is great individual variation in the psychodynamics
that each particular woman displays. Finally, this paradigm
does not distinguish petween anorexia and pulimia, except to
say that the superego is more strict and punishing in the
anorexic, although in Loth cases the ego is protecting itself
fron a fear of letting o of impulses. As pointed out
earlier, tne assumption that anorexia and bulimia arice from

a core pathology is a contentious one. It also forestalls
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research aimed at clarifying the relationship between the two

syndromes.

In summary, psychoanalysts understand anorexia to be a
regression from the genital stage in adolescence, to the
earlier oral stage, caused by a pathological relationship to
the motner Auring the orul stage. The result is an inability
to reach true genitality, the various conflicts being played
out in a disturbed relationship to food (the oral compulsion
and the symbol of mother and nurturance). Despite the fact
that the mother is seen as central however, she is seen
primarily as an 'internalized object', rather than a person in
the real world. Further, the focus is on the early child-
mother relationship and the present relationship with the
mother is neglected, as well as the social context within

which this relationship takes place.

2.4 FEMINIST THEORIES

The Ferinist literature varies in the level of gophistication

cf its arguments and its attempts to explain ths bulimic

syndrome. It also varies in the significance it gives to the

mother-daughter relationship.




Boskind-White's {1985} explanation of bulimia is similar to a
limited behaviourist model in that environmental factors are

given priority over all other factors.

She claims that:
Bulimarexia is not & disease; it is a learned habit
tostered by an insidious socialization process which
prepares women to accept weakness, sickness and
victimization., Since these attitudes and behavicurs are
learned, they can be unlearned... We have found the
prognosis for bulimarexic women to be good in general,
primarily because they are bright, talented and capable
{1985, p.115).
The mother is seen as an important agent of this "insidious
socialization process" and she is blamed for the daughter's
distress. According to Boskind-Lodahl (1976) bulimics are
consciously aware of despising their mothers. They describe
them as weak, unhappy wonen who have abandoned careers in
order to raise children. Though the mothers are described as
ineffectual, they are seen as exercising arzat power over
their children. It is acknowledged that the mothers are
oppressed by the social context in which they live, but they
cause bulimia in the daughter by verting their misery cn their
children, by becoming suffocating, dominating and
manipulative. Within this type of explanation then, the
daughter is seen a 1 innocent victim of socialization, Loth

by her mother and by the environment more generally. The

daughter's role in the syndrome is totally denied.
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In another account, Boskind-Lodahl (1976) distinguishes
between explanations of bulimia which locok at the inner
psychological dimensions of women (and are wrong pecause they
are perceived as criticising women for beiny weak), and those
which acknowledge outer cultural pressures and historical
themes (and are consequently seen as correct). Acknowledging
psychological factors is perceived as placing blame on the
woman, and is therefore rejected as ideological. This
approach, like the previous one denies the importance of
individual wvulnerability and personality, and how these
interact with, and are in:luenced by, the Dbroader

socio/historical context.

What the above theoriss Jdo recognize however, is that in the
mother-daughter relationship, a process of socialiracion inte
particular ways of perceiving the world and one's role in it,
are at work. However, despite recognizing the wother as a
socializing agent for the daughtei, they ignore the mediating
role of the individual mother's personality, as well as the
important role of the ‘internalized' mother in the daughter's
perception of herseif. They also deny the daughtel's role in

the deve.opment of the syndrome.

The more recent feminist writers (Dana et al., 1988; Orbach,
1986} apgroach these issues in a far move sopristicated way,

moving from a description of the social context (patriarchy)
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+*0 the resultant emotional constraints on women, to the
acceptance of these constraints through the process of
socialization, most powerfully in the mother-daughter
relationship. They also acknowledae the significance of the
daughter's 'internal world', as influenced by the mother as an
tinternzlized object'. They however, extend the psychoanalytic
view by not only viewing the mother as an internalized
object, but also as a socialized person herself, so that what
+he daughter internalizes is a socially prescribed perception
of what it is to be a woman in a pu.rticular cultural and

historical moment.

These theories take as their starting point the belief that a
woman's social ro.e creates her particular psychology, and her
psychology is understood as a reflection o - preparation
for her 1llotted role (Orbach, 1986, p.29;. Within this
framework, anorexia and buiimia are to be understood as
2xpressions of womens' psychelogical conflict about their
socially prescribed roles. The actual symptoms of drastically
restricting one's food intake, or binging and purging, are
retaphors for the und-rlying corflicts, and therefore clues to
understanding then. Orbach claims that what women with eating
disord .rs have in common, is not age or class, but "a shared
conczption of the kind of eaotional life deemed permissible",
that is, one which involve~ the suppression and denial of

needs (Orbach, 1986, p.13).

43




o

In our society a woman gains her sense of identity and purpose
by being connected t> othars, in particular, to a wan. She
learns that she mus® shape her life according to her
relationship with him [and his children)}. The requirement of
being connected to others means that the woman must make
herself into a person that others will find pleasing. She
does this by tiking on the role «f caretaker; she becomes very
astute at anticipating others' needs, and helping ti:m to
fuifill tuem. To be successful, she has to work at kecping

cthers happy.

1nis role of nurturer is the single most commonly perceived
expectation of women. She has to constantly defer *o others,
to "follow their lead, articulate her needs only i 1ation
0o theirs® (Eichenbaum et al., 1982, p.29). To be
successful, she has to work at keeping others happy. She
comes to believe that she is not important in herself, and can
end vp feeling unworthy, undesarving and unentitled. Tn hex
attenpt to be the perfect caretaker, she also loses tcuch with
who she is, with her own buried needs. Bzcause the nurturer
seldoms receives as much nurturing as she gives, she is often
left carrying deep feelings of neediness (Eichenbaum et al.,

1982} .

Nurturers are taught to put their own needs second and not to

demand o0 much for themselves. How then are women to expiess
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their emotional dissatisfaction in a socially ‘acceptable’
form? For people who feel powerless and unheara, the body is
the last vestige of power, it is the last object over which
they have control. Orbach {1986} however explains that
wonen's control over their bodies has become diminished by the
commoditization of the female form in the media. This she
says, encourages women to regard their bodies as somehow
separate from them, something they can cthange and reform, as

the fashions require.

The attitude towards women's bodies in Western middle class
culture is also highly ambivalent; a voman‘'s body is a
potentially pcwerful attribute, which will win her acclaim and
f vour. It is also a source of shame and humiliation
(particularly wh2n associated with menstruation). Woman is
temptation, defilement, man's downfall. But in her role as
mother, her body is the source of life and nurturance (Greer,
1972). These conflicting gualities make the body an ideal
arena for women to plzy out their conflicts about themselves.
Dana et al., (1988, p.31) conclude:

Bulimia is a metaphor or symbolic repre.~nta..on of the

conflicte and difficulties which beset many women and
which cannot find a more overt exp.ession.

What then is the nature of these conflicts? The social and
political position of women has changed radically in the last

eighty years. Yet women's position in society still involves
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a particular contradiction. Despite advances in the job
market, and increased career opportunities for women, the
basic relationship between men and women has not changed.
There is a new set of expectations for women who want to break
out of their stereotyped roles. Women are expected to compete
with their male counterparts in their careers, but at the sane
time are expected to retain responsibility for the domestic
work, as well as to be competent wives and mothers. We zre
speaking here specifically of middle class women, who at this
stage seem to be more susceptible to eating disorders,
although there has not been sufficient research to confirm
this. Working class women have always had to carry a double
load. The result of the double burden is that women are
culturally and psychologically prepared for a life in which
they are required to continue to service the needs of others
while at the same time they are told that they are more

liberated than ever before (Orbach, 1986).

In order to accept these very real constraints on their lives,
women have to come to perceive them as not only appropriate,
but zs reflecting their own capabilities and emotional as well
as physical needs. In other words they need tu see these
needs as ‘natural', rather than socially ascribed. This
process of discovering and internalizing what is “deemed
permissible" is complex and continuous throughout life. It is

also not a one-way process. Wcmen do reject and change the
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definitions of what is acceptable. But to do so necsssitates

demystifying the ideoclogy of the 'natural’'.

2.4.1 The Role of the Mother in the Bulimic Daughter's
Socialisation: Although the process of internalizing these
notions ot womanhoocd is ongoing, the family and in particular
the mother plays a central role in establishing the daughter's
nerception of herself. Because the mother is not only an
'internalized object', but also a socialized person, her
feelings about herself as a woman and a mother are directly
affected by the social context in which she 1lives. The
daughter thus internalizes not only her perception of her
mother as an individual person, but also a whole set of
dictums about what it is to be a woman.
Ego development starts at birth and occurs within the
context of the relationship that the infant has with its
caretaker. Women's ego development is thus shaped in the
mother-daughter relationship which is the critical

relationship in the formation of the woman's psychology
(Eichenbaum et al., 1982, p.30).

2.4.2 Close identification between the Mother and Bulimic
Daughter: Dana et al., (1968) propose that a mother has a
closer identification with a baby qirl, than with a son.
"Mothers and daughters share a gerder identity, a social role,
and social expectations® (Fichenbaur .t al., 1982 p.30). This
close identificetion stirs up in the sother all her unresolved

conflicts about her cwn needs. The mother with her needy
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baby girl, will see before her someone who reminds her
painfully éf herself and of all the needs she still has which
were never met for her by her mother. While consciocusly she
will want to do the best for her daughter, unconsciously she
will feel bitter and envious and unable to give her daughter
what she bhad never had herself (Dana et al., 1988, p.84). In
this process the mother may teach the daughter not to expect
too much for herself, and to obtain some cf what she needs

vicariously by nurturing others.

In this perspective women bring to their role ac mothers
feelings ot unworthiness, dependerce on others for a sense of
self, and a sense of emotional dissatisfaction. These
feelings, beczuse of the close identification between mother
and daughter and the importance or the mother in the process
of socialisation, are likely to become part of the daughters

emotional v- ~bulary.

Dana et al., (1988, p.85) poin* out that the mothers they are
referring to are not "psychologically or emotiocnally ill", but

simply women who have grown up in a patriarchal culture and

oy
thus learned to put their own needs second, and to find
o satisfaction in meeting the needs >f others.
;
o :
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They are suggesting therefore that:
What we have coma to regard &2 ne 'ngrmal'
mother/daughter relationshiy may contarn within It
certain elements which are destructive enough to Jead to
serious difficulties in the ares of self-nurturance and
meeting of needs (Dana et al., 1238, p.85).
There is however a problem with this explanation. If *he
mother/daughter relationship in a patriarchal cuiture is
sufficient to bring on bulimia in the daughter, then there

would be many more bulimic daughters! The explanation so far

is not sufficient; it has alsc to take int> account the

psychological health of “' . .other nd «. ios ' . ntev.
2.4.3 The Mother «:@ - wrrimic drognoer a3 Maternal
Care; Sperling (1978, g..i:z, a ool tanalyst, says the
following about the mothers or sragice sbulimics:

The mother's feeiruys TOWS 2 ddughter frejiently

senilicts from her own
ryee to her child, w. trom
ti~n . the cnild with
« ¢f her own personaliiy.

stem from unresolved agn
childhood which she has *
her unconscious 1d:itig
repressed and rejecte? asnes

Alic. Miller {1985) explai .: tha. 3Che tarents whe h:ve neve
been loved fully for themsel 2, vffer their childrer loe in
a conditional or partial way. Certain aspects of :tite h 9y are
found to be lovalb! , whilst other parts of her are r.:jected.
In order to keep the love of the parents, "2s child has to
disown, or split off the part of ter own siperierce which s
not accepted by the parents. The feelings which are for ;idden

to the child usually represent & sovlit-o!” and unintegrated
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part of one of the parents, which they themselves have always

b2en terrified to acknowledge.

The daughter who grows up with a part of herself which she has
to split off and deny is very vulnerable to a symptom such as
bulimia, the bulimic symptoms representing the split-off part
{Miller, 1985, p.87). Extending Dara & lawrence's theory, the
mother of the bulimic Jdaughter may have had tc deny her own
neediness as a cnild and consequently will not be able to

allow her daughter to express any of these feelings.

2.4.4 The Mother's ambivalent feeliings towards her Bulimic
daughter: Research has shown (e.g. Kramer, 1983) that the
mother's repetition of her own deprivation may become manifest
in her smbivalent behaviour towards her daughter. Mothers of
bulimics tend to alternate be:ween Leing over-protective
towards ‘heir daughters and at other times extremely
neglectful. Using Gunirip's work, Dana & Lawrence note that
ambivalen e about needs and neediness can be understood in
terms of the earliest relc.ionships which the baby forms with
its mother. Guntrip (cited in Dana et al., 1988, p.80) says:
The situation which cails out the reaction (of
uncertiinty about needs) is that of being faced with a
desirc . but deserting object.
What he is suggesting is that the mother is not consister: in
her role. Dana et al., (1988), using Guntrip, characterise

the mother-daughter relationship (in bulimia) as a depriving
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one. The baby is being deprived, but not totally deprived,
not abandoned or abused or neglected in ways which would be
obviously noticeable. In fact, this kind of relative

deprivation mostly goes unnoticed.

The mother's reason for depriving her daughter of consistent
caring is not clear. Weissberger (1986) however, found that
both the bulimic daughters and their meothers feel emotionally
deprived within the family. If we hypothesize tha. tin
mother's sense of deprivation arose from her own childhood
experience, it seems possible that because of her close
identification with her daughter, the motler will tend to
project her own feelings onto the baby, thereby unconsciously
repea..ing her own deprivation in her relationship to her
daughter.

The ‘'relative deprivation' is not experienced as a

distancing by the mother but rather as a kind of

withholdawg from within a very close relationship (Dana
et al., 1988, p.5).

2.4.5 Psychological Splitting as a Defence Mechanism: The
cbservation made by Alice Miller (1985, p.86) throws
additional light on the possible meaning of the symptom.
Parents who were not allowed as children to express certain
feelings will in turn disallow their expression in their own
children. As mentioned earlier, a daughter who grows up with
a part of herself which she ‘“as to split off and deny is very

vulnerable to a symptom like bulimia. She may have to deny
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her .eelings of neediness, anger, dependence -~ all of which
she nas been taught are ‘'bad', and are therefore tc be
rejected. One way of dealing with 'bad' f-elings is to split
them . .f frow the good ones and put them in a well-defined
corner of our lives. The bulimic tends to split-off the bad
from the good in her life and food is often seen in muralistic
categories ¢f 'good' and ‘bad'. Many bulimic women say; "I
have no problems apart from this horrible eating and
vomiting", which encapsulates 'the problems' in her life (Pana
et al., 1988, p.113). All the uneasy and painful feelings are
blamed on the symptom. All the bad, neecy, angry, dependernt
aspects become attached to the bulimia, so that they are not
directly experienced. This encapsulated ‘bubble' allow  her
to lead quite a 'normal' life where she can present herself as
'good' and coping. in fact many bulimi~ women hold down
highly demanding jobs and pres:it as functioning, coping
adults during the day, limiting their binging and purging to

when they are at home alone.

Klein explains the process of 'splitting' in psychoanalytic
terms, as a defence against painful and unwanted feeli
(Klein, cited in Mitchell, 1986). Klein dia not wr
specifically about eating disorders, but Dana et al., (1988)
use he: theories to further understand the psychodynamic

processes involved in bulimia.

52




According to Klein (cited in Mitchell, 1986) the baby is
dominated by overpowering feelings and phantasies about the
mother. It is the mcther's breast, the source of nurturance,
as experienced by the baby which is the recipient of all the
baby's loving and hating feelings. When feeding goes well,
then the baby can direct her loving feelings towards the
breast. If she does not get enough milk, or she chokes, or
the mothe- does not respon’ to her cries, then all her
hateful, angry and destructive feelings are turned towards the
breast. In her phantasy, the baby tattacks the breast,
trying to suck it dry, bite it up and scocop out all its
contents" (Klein, cited in Dana et al., 1988, p.118). The
djfficulty the baby has with aggressive phantasies, and her
pad feelings, is that she is afraid that she will destroy the
breast (her source of satisfaction and nurturance), and that
the breast will retaliate and destroy her. In order to
protect herself from the possible consequences of her bad
feelings, the baby uses projection. She disowns her feelings
and projects them onto the breast. She can then believe that
it is not she who wishes to destroy the breast, but the bad
breast which wants to destroy her. She then has a phantasy of
a bad, dest-uctive force, which is external to herself, and
she 1s consequently not troubled by all the bad feelings
within her. 1In the same way, by keeping the breast separated
inte two aspects, good and bad, the baby can retain the good

breast, the aspect of mother, which she experiences as loving
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and satisfying, without it having to come inte contact with or
be in any way spoiled by the bad breast. This is the

primitive defence of splitting.

As well as projecting feelings onto the breast, the baby also
introjects what she perceives or experiences of the mother.
Thus she will take in as part of herself, both the good
object, the loving and satizfying breas:, and the bad object,
the persecuting and vengeful breast. The defence of splitting
also operates Jjn an internal way, so that the ego itself is
split into a good part which is kept entirely separate from
the bad part. In normal development the baby will be able to
take in both the good and bad aspects of mother, and of
herself, and integrate them. She will have a sense of other
people and of herself, as not perfect, but also not totally
bad. Bulimic women seem to need to keep the 'ycod' and the

'bad' separate, both internally and externally.

2,4.6 The Adult Bulimic: In adulthood, Guntrip suggests,
*...this entire problem is freguently worked out over food."
(Dan. et al., 1¢88, p.80). Dana et al., (19882) explain that
symptoms which have to do with food, eating and the capacity
for self-nurturance are always reminiscent of our early lives.
This is because eating, or taking in nourishment is the first
activity in which we have to engage in order to survive. At

first we are not able to nourish ourselves - our ability to
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survive depends upon the relationship we have with our
careyiver.
The experience of feeding, and more importantly of keing
fed, is our earliest and perhaps our most profound
experience of nurturance, of having our needs met or not
met (Dana et al., 1988, p.80).
The adult bulimic is 'hungry' for nurturance, and for intimate
relationshi»s. Faced with something wh. h she longs for, but
which she feels is unreliable (just as her early feeding was
unreliable), she denies her ‘hunger'. "Symbolically it is as
though she wants to pnssess, consume and control the pe 'son
she desires (ultimately representing the mother)* (Dana et
al., 1988, p.80). Not being able to do so, she consumes the
food instead (the unconscious symbol of mother). She tlen
becomes so terrified cof having admitted to her needs that she
has to deny them immediately and throw up what she has just
taken in. Her desire to eat is endless - she needs to get as
much as she can inside her before it is taken away.
Her attitude is incorporative in that her aim is to get
something inside herself where she cannot be robbed of
it; che has no confidence about being given enough (Dana
et al., 1988, p.81).
Guntrip goes on to explain the origins of this incorporative
attitude in infancy, and the resultant anxiety:; if the baby
knows that the breast will be available when she needs it
agai: she will be able to suck contentedly and let go when
she feels satisfied. 1If she is not secure about being fed

again when she is hungry, then she will not be satisfied, even
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when she is fed, for fear that she will lose her source of
food before she is satiated. This gives rise to a desperaiz
hungry urge to make sure of the breast, not merely by sucking
at it, but by swallowing it, thus getting it inside where it
cannot be taken away. The impulse clanges from taking in from

the breast into an urge to consume the whole breast itself.

Guntrip sums it up by s.ying:
The contented ba'_’ sucks, the angry baby bites, the
hungry baby want. to swallow (Guntrip, cited in Dana et
al., 1988, p.81).

T: ‘¢ anxiety about never having enough, is what is later re-

enac.2d in the symptor of binge-eating.

Dana et al., (1988) s:v we can understand the bulimic's
frantic devouring of the hi. e amounts of food as an attempt to
take in the qgcod and nourishing breast, Jjust uas she had
attempted and partially succeeded in introjecting it in
infancy. But this good sense of mother, as soon as it comes
into contact with the depriving sense of mother, turns bad.
what she is <dealing with are her ovn feelings of
destructiveness, her sense of having destroyed, torn and
bitten up the breast, which she now experiences as evil und
poisonous inside hex, turning bad everything which she takes
in. Her response is to get rid of the bad food, to proje:t it
out, just as the original bad feelings were projected onto the

mother.
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Bulimic women then, according to tais use of Klein's theory,
have not been able to progress beyond the stage of keeping the
good and bad separate i.e. of splitting. Winaicott (1985)
suggests that it is a continuing, unchanging holding of the
baby throughout all her many changes of ' nod and regardless of
whatever bad feelings she projects onto the mother which will
allow her eventually to see the mother as a whole person.
Thie implies that the mother is able to contain and make safe
all the bary's fenlings. A~ long as the mother is abie tc
provide constant care in tho face of the baby's changing mood
states, it remains possible for the infant to tale back some
of the projected feelings, to acknowledge that she, not the
mother is sometimes full of anger and rage and that the
mother, although not perfect can be experienced as one being,

distinct from the baby.

The ability of .ae baby to integrate the good and bad in
herself and in her mother is therefore dependent upon the
early relationship between them. It has been suggested that
the early relationship between the mother and bulimic daughter
is characterised by 'relative deprivation', which is
experienced by the daughter as a "kind of withholding from
within a very close relationship" (Dana et al., 1985, p.85).
The baby who struggles with this process wili be more

vulinerable to bulimia in later life, than a child who has had

consistent mothering.




The feminist theories of bulimia thus place a strong emphasis
on the role of the mother. She is seen both as an agent of
socialisation bringing to this role socially and historically
determined feelings about being a woman, as well as an
individual person whose relationship with her daughter is
mediated by her own psychological make-up and conflicts. The
emphasis however is on the effect of patriarchy, making it
normal for women to accer* a level of emotional deprivation,

and to unconsciously pass this on to their dauql.ters.

The above theor!es (behaviourist, psychoanalytic and feminist)
have attempted to provide an explanatory model for bulimia.
Although they are all! based on some clinical experience of
tulimic women, there does not seem to be much empirical

research to test these explanations.

Research in the field of bulimia has concentrated mostly on
treatment (especially Cognitive/behavioural treatment), as
well as on two other areas which are important, and far easier
to research than heuristic models. Thesz are: the persounality
of the bulimic, and the dynamics of the 'hulimic family'. Out
of the latter has come some information about the mother-
daughter relationship, which may have served as the motivation
for the handful ot studies focusing specifically on the

mother-daughter relationship.
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The research in these two areas: the bulimic personality and
the bulimic family, are reviewed below. It appears chat
bulimic women exhibit certain common personality traits, and
that their families are characterized by particular
commanication styles. The research in these areas addresses
the question of why, given that most middle class, Western
vomen live in a similar limiting, patriarchal context, only

some women davelop bulimia.

2.5 RESEARCH ON PERSOWALITY CHARACTERISTICS OF BULIMICS

Fesearch on bulimia has attempted to identify a "bulimic
person»?iity" profile. The potential danger in this focus is
the implication that only people who have these character
traits will develop bulimia and that somehow these traits are
the causal factor. Clearly this is not true, although the
role of personaiity traits in the syndrome may be more

significant for some than for others.

There is fairly consistent agreement about the importance of

the following traits:

Bulimic women experience an intense fear o  being 'fat
(Casper et al., 1980; Pyle et al., 1981; Russell, 1979) which

is seen as suogesting an overvaluation of appearanc.:, and a
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need for external approval. Bulimics also commonly suffer
from a low self-esteem (Bruch, 1973; Dunn & Ondercin, 1981:
Huon, 1986; Kaye et al., 1985; Pyle et al., 1981) and a severe
sense of inadequacy (Boskind-Lodahl et al., 1978). As
discussed earitier, however, many women struggle with these
issues (low self-esteem, sense of inadequacy, fear ¢ f becoming
fat and an overvaluation of appearance). Bulimic women

howaver, seem to experience these frelings more acutely.

Bulimics suffer from a hich level of anxiety (Casper et 2i1.,
1980; Dunn et al., 1981; deckowitz, 1986; Pyle ev al., 1981},
especially in relation to social situations (Russell, 1979)
and to possible weight gain (Pyle et al., 1981). The
literature tends to relate both binging and purging to anxiety

provohing situations (Grace, Jacobsor & Fullager, 1985).

There is alsc evidence for bulimics acting according to an
external 'locus of zontrel' (Bruch, 1973; Dunn et al., 1982).
Bulimics commonly believe they have little personal control
over the events of their lives and that what happens to them
is due to luck, chance, or ‘'powerful others' (Dunn et al.,
2981). They in fact often bhiame their symptoms on others
{Bruch, cited in Garfinkel et al., 1985). Neckowitz (198%6)
found that bulimics perceived themselves to be less
instrumental than non-bulimic women ir their coping efforts.

Bixler (1987) found that bulimic women had a higher need for
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deference than autonomy, and abasement rather than aggression

when compared to ‘'normal' women.

DSM 1II-R (1987) point to =ora overlap between bulimia and
Borderline personality disorders; they note that binge eating
is often a feature of the Borderline personality discrder in
females. Another 'Borderline feature' which bulimics display,
is a vulnerability to impulsive behaviour (Jchnson & Larson,
1982; Kave et al., 1985). The most common manitestations of
this are stealing, alcohol and/or drug abuse, promiscuity, and
suicide gesture: (Casper et al., 1980; Garner et al., 1980;

Pyle et al., 1981; Ru.sell, 1979).

Many studies comment on the preponderance cf dapression
amongst buiimic women (e.g. Herzog, 31982; Johnson et al.,
1982; Kaye et al., 1585; Post & Crowther, 1985). As mentioned
in the Introduction the recently publisbed DSM III-R (1989}
has withdrawn the requirement of depressed mood from the
diagnostic criteria, although it is still recognised as a
common associated feature of bulimia. Infortunately no
explanation is given for its exclusion from the diagnostic

criterija in DSM III-R; it was an important feature amongst the

bulimic women in the present study. The literature on the

significance of depression in bulimia is equivocal. Some of
the earlier studies (Johnson et al., 1982; Kaye et al., 1985)

found that bulimics experience significantly mose dysphoric
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and fluctuating nocs than normal controls. Interestingly,
the nature of the decressive experience is not one of fat gue
and lethargy, but rzther one of activity and alertness, as
well as a volatility in mood. Herzog (1982) believes bulinmia
to be an atypical variant of depressive illnecs. Johnson et
al., (1982) propose thut bulimics suffer from agitated
depression marked by fregquent mood fluctuations. Kaye et al.,
(1985) propose that bulimics frequently describe a history of
chronic Jepression compatible with a DSM III diagnosis of
dysthymia. Evidence for a connection Letween bulimia and
major affective disorder is the high incidence of alffective
illness in first dJdegree relatives of bulimics and, in some

.0+, i-provement. of bulimic symptors with the administration

of anti-depressants (Pops ° fwdeon, 1%82; Pope, Hudson &
Jonas, 1983; and Mitcheil ¢ 3rcat, _384:; all cited in Kaye et
al., 1985;.

Some of the characteristics described above may overlap with
those found in other eatirg disorders, or in other forms of
psychopathology. Howover, characteristics which appear to be
especially important in bulimia are extremely low self-esteem,
an external locus of control (extreme feelings of passivity or
helplessness), histrionic impulsive behaviour, and according

to some, the presence of depression and mood fluctuations.
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Grace et al., (1385) point out th.t the above personality
features may have served initially to predispose the
individual to develop bulimia, or they may be an integral part
of its maintenance. Importantly, the personality profile of
bulinics, (specifically low self-esteem, dependency on
exterral approval, and sense of helplessness) wculd make the
bulimic particularly vulnerable to the dictates or prossures
placed on her by her family (particularly her mother) and

society in general.

2.6 FAMILY THEORIES

Much research has been conducted on the siructure and
communication patterns of families with an anorexic daughter
(eg. Kalucy, Crisp & Harding, 1977; Strober, Salkin, Burroughs
& Morrell, 1982). By <ontrast, little attention has been
given to the possible family correlates of pulimic paiients,
despite the fact that Garfinkel et al., as early as 1982,
acknowledged tuie likelihood of familial differences in
‘anorexic' and 'bulimic families'. The existing comparative
research does strongly suggest that aithough anorexic and
bulimic families share some common features, bulimic families
are also different to both 'ano.rexic' and ‘'‘normal' families

(femilies in which no member haz an eating disorder), in

important ways.




Humphrey (1989) explains that in classical anorexia, the
family presents a facade of perfection, self-sacrifice and
love, whereas in bulimia the presentation is quite different.
Bulimic families are more openly hostile and withholding
toward one another, and they are deficient in the same self-
regulatory and self-caring capacities reflected 1in the

behaviour of the bulimic daughter.

Johnson & Flach (1985) compared the family characteristics of
105 patients with bulimia to those of 'normal' families.
Bulimic women perceived their families as being sigrificantly
less supportive and helpful and as not encouraging assertive,
self-sufficient behaviour. Parents of bulimic daughters seem
nable to allow their daughters to assert themselves and to
differantiate from the family (Hicks, 1982; Sights & Richards,
1984).

3ulimic families experience a great dea) of conflict, mutual
hostility and anger (Humphrey, 1986a). Although there is
conflict within the interpersonal relationships in the family,
however, expression of th. negative feelings that accompany or
cause these interactions are not encouraged (Zuk, 1986). In
a study by Johason et al., (1985) bulimic daughters reported
that open, direct expression of feelings is discouraged.
Bruch (1274) found that parents of bulimic daughters seem

unable or unwilling to rpress their feelings, especially
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negative ones. They communicate in a rigid, intellectual
manner in spite of the many conflicts and emotions. The
result is a high level of unexpressed familisl tension (zZuk,

1986), and no mechanism for resolving corflict.

Kramer (1983), Hicks (1982) anc Lorenz (1986) noted that there
was less flexibility in bulimic families as opposed to
'control' families. On a similar point, Zuk (1986) found that
bulimic families were more 1likely to use set rules and
procedures to run their family life, than 'control' families.
Also the family pattern was predictable, rigid and often
inappropriate to the family life stage, and the family was
seen as unable to adjust to changing circumstances. Anecdotal
eviden.e recorded by Boskind-Lodahl (1976) confirms that

bulimic families are highly structured and hierarchical.

Strober et al., (1987) cite a number of studies which have
compared perceptions of the family environment in the bulimic
and restricting subtypes of eating disorders (Garner et al.,
1985; Humphrey, 1986a, 1986b; Kog, Vertommen, & De Groote,
1986:; Strober, 1981}, With one exception, the findings
converge in their portrayal of the intrafamilial environments
of bulimics and bulimic anorexics as more hostile and
conflictual, isolative and depriving, disorganized and as less
nurturant, suppertive and understanding than the family

environments of restricting anorexics. Parents of the bulimic

65

25 xI



subgroup were significantly more hostile, impulsive and
excitable than the parents of the restricting groups.
Humphrey (1986, cited ir Strober et al., 1987) compared
bulimic, bulimic anorexic, anorexic and normal control
subjects. She found that whereas all 3 clinical groups
perceived their relationships as more blaming, rejecting and
neglectful than the control group, only the 2 bulimic
subgroups also perceived a deficit in parental nurturance and
empathy. Compared with the families of restricting anorexics,
the families of bulimics were more hostilely enmeshed and
deficient in affection and support, whereas the families of
anorexics more frequeatly gave opposing messages of affection

and caring with enmeshment and negation of the child's needs.

In bulimic families there is a high parental concern with
appearances, social confo..ity and success, and expectations
of the daughter's general compliance and adopticn of the
traditional female roles (Boskind-iodahl et al., 1977;

Moseley, 1986).

Humphrey (1989) investigated the father-daughter dyad 1in
anorexics, anorexic-bulimics, bulimics and 'normals'. 1In all
three disordered groups, the father's family interactions were
characterised by more ‘'watching and managing! as well as
'belittling and blaming', Interestingly, the father-daughter

relationship in bulimia was no diiferent from the other three
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disordered groups. This suggests the importance of the
mother--daughter relationship in the etioclogy of eating

disorders.

Some studies fGarfinkel et al., [985; Herzog, 1982; 2uk, 1986)
Lave shown parental cbesity, particularly ot mother, to be
moderately higher in bulimic families thar 1in anorexic
families. Strober, Salkin, Burroughs & Morrell (1982, cited
in Strober et al., 1987) fcund a four-fold greater rate of
alcoholism in the first deyree relatives of bulimics than in
the relatives of anorexics. This has been confirmed by a
number of other investigatiuns. Both alcoheolism and obesity
suggest a probler with impulse control - & characteristic also

common to bulimic women.

Finally, Humphrey (cited in Struber et al., 1987, p.654)
suggests, on the basis of a series of studies that the "binge-~
purge cycle' itself provides an apt metaphor for pervasive and
chronica.ly recurring family-wide deficits a.d excesses.®

Just as the bulimic periodically craves food during a binge,
so do she and her family repeatedly crave and attempt to
solicit nurturance, soothing and empathy from one another.
Similarly, family members are thought to purge themselves by
expelling their aggression and frustration toward ore another
without structure, focus or resolution. Humphrey & Stern (in

press, cited in Strober et al., 1987) postulate that although
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bulimic and anorexic families exhibit features in common, the
bulimic more often assumes the prejection of 'bad', inadequate

and »plit-off parts of the parents' personalities.

The accumulating evidence suggests that there ar~ distinctly
different patterns of family interaction in bulimic, anorexic
and ‘'‘normal’ families. As we have seen, bulimic families are
rigid and hierarchical. They are characterised by a lack of
parental affection and overly negative, hestile and disengaged
patterns of interaction with no mechanism for resolving
conflict. In a conflict-ridden, emotionally depriving
environment, in which open expression of feelings is
discouraged, the daughter could become vulnerable to dealing
with emotional conflict by 'splitting it off’', (Klein, 1988)
and symbolizing it in her relationship to food.

The family dynamic is also significant in that it is the
context in which the mother-daughter relationship occurs, and

will profoundly influence it.

2.7 RESEARCH ON THE MOTHER-DAUGHTLR RELATIONIZHIP

Very little research has been conducted in this area, although
a number of unpiblished theses written in the last few years
(1986 -~1989) have focused on the mother-daughter relationship

in bulimic families.
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The results of the studies on the mother-daughter relationship
in bulimic families, as expected, concur with the broader
*family' and *parent-child' research discussed in the previous
section; many of the parental characteristics are identified
as relating more specifically o the bulimic's mother. It is

also interesting to note thast not all daughters in the same

family develop bulimia, implying that the relationship between

the mother and the bulimic daughter (as opposed to th: other

daughters) is of part:icular significance.

Most of the studies focus on the daughter's perception of her
mother. Moseley (1986} found that mothers were perceived as
depressed, low in self-esteem, lovw in fulfillment of life
goals, and less able to tuierite or express anger than mothers
of controls, characteristics which could in fact be used to

describe the bulimic herself.

Hicks (1982) noted strong conflict avoidance patterns between
mother and daughter. Mothers of bulimic daughters have
unrealistically high expectations of their daugnters (Dietzen,
1986; Moseley, 1986) and are more critical then mothers of
non-bulimic daughters, having 1little respect for their
daughter's abilities. They give less encouragement and
approval than mothers of controls (Moseley, 1986). They are
very conscious of beauty and success, and place great emphasis

on conformity, traditional femininity and appearance
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(Boskind-Lodahl et al., 1977; Moseley, 1986). Moseley (1986)
also found bulimic mothers to he more domineering than mothers

of controls.

Lastly, the bulimic daughter's sense of emotional deprivation
has beern well established (Garfinkel et al., 1985; Strober et
al., 1987). Weissberger (1986), however, found that bulimic
daughters »nd their mothers both feel emotionally abandoned

within the family.

An issue which has emerged from a number of studies is the
mother's perceived ambivaler.ce towards her bulimic daughter,
manifest in A combination of being over-protective and at the
same time, neglectful. Normal weight bulimics perceived more
extreme patterns of mother overprotection and neglect compared
to daughters of a control group (Kramer, 1983). Bulinic
mothers were either extremely intrusive and controlling or, at
other times, totally withdrawn from their daughters (Zuk,
1986), and unable to respond to their daughter's needs, to the
peint of being neglectful of them (Hicks, 1982; White &

Boskind-White, 1934).

As can be seen by the above review, there is a dearth of
research on the relationship between bulimic daughters and
their mothers. The pctential significance of this

relationship in the etiology and maintenance of the syndrome
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necessitates further research in this area, and is the

motivation for the present study.

It was the aim of the present study to (1) establish the
significance of the mother-daughter vrelationship in
understanding the bulimic syndrome, and (2) to obtain some
additional information about the content and form of the

relationship, as perceived by the bulimic daughter.

Within the context of there being very little information on
t} 's topic, no exact hypotheses were formulated, the re.. rch

being conceived of as essentially exploratory.
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CHAPTER 3 ~ METHODOLOGY

This study investigates the bulimic daughter's perception of
her mother. Given the notion that normal eating for women in
Western society 1is -disturbed', the exact nature of the
bulimic women who constitute the sample in this study, needs
to te clarified. The severity of bulimia can be identified
along a continuum; on the one extreme so called 'normal
eating’, on the other more sericus ex'.reme, bulimia proper.
The women in the present study are taken from the more serious
extrere of the continuum; in other words, those women whose
eating patterns have become serious enough for them to be
diagnosed as bulimic, using the DSM III criteria. Also
included are some who can be identified as having a serious
potential for becoming bulimic (these latter would be
classified according to the DSM III-R residual category used
for eating disorders that do not ,eet the criteria for a
specific eating disorder. The relevant category describes a
person who has all the features of Bulimia Nervosa except the
frequency of binge eating episodes). Although all of the
women in the bulimic group cnuld be diagnosed as having an
eating disorder at the time of the study, non~ had been
nospitalised for this condition. They therefore represent a

non-clinical population.
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The women in the sample are first year psychology students at
the University of the Witwatersrand. The decision tc use this
sample was based on the literature which identifies women of
this age (late adolescerce or early adulthood) as particularly
vulnerable to bulimia (Halmi et al., 1981; Pyle et al., 1981).
Two studies have been conducted in South Africa: Grace (1983)
using broader criteria than those stipulated in DSM III found
a 20% incidence, and Zuk (198¢ wusing DSM III criteria found

a 7.7% incidence of bulimia amongst a student population.

In this study 700 first year psychology students constituted
the population from which two samples were drawn: a bulimic
group (20 women) and a non-bulimic group (20 women). These
two groups were identified on the basis of a Bulimia
questionnaire (the BULIT). The subjects were also given a
short demographic questionnaire, =z projective test (the
Thematic Apperception Test), and were asked to give a

description of their mothers.
3.1 TEST INSTRUMENTS .

3.1.1 The Bulimia Test (BULIT)

The BULIT was developed specifically to meet the criteria of
Bulimia as specified in DSM III (Appendix 1). Although the
test does not incorporate the recent change made in DSM III-R,

(de-emphasising ‘epression and se)f-deprecating thoughts;
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Appendix 1) the change is sufficiently minor as not to
invalidate the test'~ ability to dist.rcu. :h between bulimic

and non-bulimic subjects.

The BULIT is a 32 item self-report multiple choice scale,
developed by Smith and Thelen in 1984. It was constructed by
comparing responses of clinically identified female bulimic
subjects with normal female college students on a number of
items or questions. The items cover issues such as =ating
patterns, binging and purging behaviour, perceptions of eating
patterns, and feelings about oneself after binging or purging.
When cross validation was performed on independent samples of
bulimic and normal control subjects, the BULIT was found to be
a good predictor for group membership of both initial and
replicated samples. The test-vetest reliability was found to
be ,87 (P<,C001) Pearson correlation. The overall validity
coefficiant was significant at the ,05 level of confidernce.
Although tie scale was developed on a ccllege population it
has been further validated on clinical, non-clinical and
general populations (2Zuk, 1986). 1In the present research, the

BULIT was used to identify a Bulimic and non-Bulimic group.

3.1. Demographic Questionnaire: The subjects in the
sample remained anonymous but certain demographic details were
requested in order to make possible comparisons between the

groups. The required information included: marital status of
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parents; parents' age and occupation; number, age and sex of
siblings; whether the bulimic daughter is still living at
home; home language; and family religion. Finally, the
subjects were asked if they had ever been treated for Ancrexia
Nervosa, in order to be able to exclude these people from the

final bulimic sample.

The demographic information obtained indicated that the
bulimic and non-bulimic groups were in fact equally
heterogeneous across these variables. None of the varisbles

significantly differentiated between the two groups.

3.1.3 The Thematic Apperception Test (TAT): For the
present research, a test was needed which would tap into the
daughter's unconscious perceptions of her mother. Projective
tests are especially effective in revealing covert, latent or

unconscious aspects of psychological functioning.

A major feature of projective tests is that they require the
subject to respond to a relatively unstructured task (the test
stimuli are usually vague or ambiguous), which allows almost
an unlimited variety of possible responses. Tn addition, to
encourage an unrestricted response, only brief and general
instructions are given. The assumption is that the more
unstructured the test, the more sensitive it will be to covert

or unconscious material, because the stimuli will be less
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likely to evoke defensive reactions on the part of the

respondent.

Anastasi (1982, p.564) explains:
The underlying hypothesis is that the way in which the
individual perceives and interprets the test material, or
fstructures' the situation, will reflect fundamental
aspects of her or his psychological functioning. In
other words, it is expected that the test materials will
serve as a sort of scree» on which respondents 'project’
their characteristic thought processes, needs, anxieties,
and conflicts.
A proiective test was also seen as appropriate given the
exploratory nature of the present research. It was important
not to predefine the issues in the mother~daughter
relationship, but to allow them to emerge from the data. 1In
addition, there were no available scales or research
instruments for investigating the mother-dauyghter
relationship. The existing Family Scales (e.g. the Family
Enviroument Scale used by 2Zuk, 1986), were not sensitive

enough to distinguish the mother-daughter relationship from

other relationships in the family.

The T:T was selected as the most appropriate projective test
for the present research because it provides information about
the subject's perception of his/her retatic.ships to

significant others. N
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Bellak (1986, p.45) explains:
More than any other test in use (the TAT) shows the
actual dynamics of interpersonal relationships. By the
very nature of the pictures it gives basic data on the
testee's relationship to male or female authori.y
figures, to contemporaries of both sexes, and frequent'y
it shows the genesis in tarms of family relationship
The reascn for choosing the TAT as opposed to the Rorschach,
was that whereas the TAT focuses on the subject's
relationships, the Rorschach is more appropriate for an
examination of the subject's personality as a whole (Anastasi,
1982). Also, the Rorschach is a much wore lengthy test to
administer and to interpret, and would have involved an
additional procedure of identifying a bulimic and non-bulimic
group in the large sample and then organising a second
testing, at which the identified groups could be tested. The
Kinetic Family Drawing Test, or the D-aw a Person Test may
have yielded interesting information about self-perception,
and a drawing of Mother would have been most interesting. As
a basis for projective interpretation however, these would
have to be used in conjunction with the TAT. This procedure
unfortunately, would have significantly extended the
administration time, and made it impossible to conduct the
data collection within the allotted time of 45 minutes (a

lecture period).
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3.1.3.1 Description of the Thematic Apperception Test:

The TAT consist of 20 cards containinj pictures in black and
white and one blank card. The subject is asked to make up her
own story to fit each picture, telling what led up to the
event shown in the picture, describing what is happening at
the moment and what the characters are feeling and thiniing,
and then giving the outcome (Anastasi, 1976). Four sets of
twenty car<s are available -~ for boys, girls, males over
fourteen and females over fourteen. In most cases clinicians
use a set of up to 10 cards, specially selected to reveal

issues pertinent to a particular client.

3.1.3.2 Interpretation of the TAT Stories: Interpretation of
the TAT stories involves a qualitative content analysis and
for this reason, requires the skills of a trained clinician.
The analyses are usually based on Murray's (1938) system »f
'needs' and 'presses' (Murray, 1938, cited in Holt, 1978).
These rofer to the subject's needs, and the environmental
forces which may facilitate or interfere with the satisfaction
of these needs. First, the ‘hero' of the story has to be
identified (i.e. the person in the picture with whom the
subject identifies), and then the needs and presses of this
person in tie story are examined. The content of the staries
is thus analyzed in terms of themes, for example, the need for
achievement, and a punitive environment which prevenis i:.

Special attention is given to the intensity, duration and
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frequency of occurrence of these themes in the different

stories.

The analysis has been systematized by using a form devised by
Bellak (1986), of which there iz a long detailed version, and

a shorter version.

3.1.3.2 Reliabjlity and Validity of the TAT: Anastasi (1982)
argues that projective tests such as the TAT need to be
regarded as ‘clinical tocls' rather than psychometric
instruments, and that "“attempts to evaluate them in terms of
the usual psychometric procedures would thus be

inappropriate." She asserts that:

The special value that projective techniques may have is
more likely to emerge when they are interpreted by
qualitative, clinical procedures than whan they are
quantitatively scored and interpreted as psychometric
instruments (Anastasi, 1982, p. 590).
The guestion of scorer reliability is an important one, given
the relatively unstandardized scorina grocedures. Reliability
is the extent to which different clinicians attribute the same
personality characteristics to the subject on the basis of
their interpretations of the identical record. 1In the present
study, each protocol was interpreted independently by two

clinicians. There were no major disagreements about the

themes in the stories, although in some cases of slight
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variation, the protocols were discassed, and an intecpretation

agreed upon.

Research on the validity of the TAT (Golden, 1964; Henry &
Farley, 1959; Little & Shneidman, 1959%; and Silverman, 1959,
all cited in Anastasi, 1982, p.587) came to a common
conclusion:
When exper. nced clinicians are given an opportunity to
examine and interpret in their own way examinee's
protocols from such projective tests as the Rorschach and
TAT, their evaluations of the examinees' personalities

tend to match independent case history evaluations
significantly better than chance.

3.1.3.4 Norms for the TAT

Anastasi (1962, p.573) reports that
A fair amount of normative information has been published
regarding the most freguent response characteristics for
each card, including the way each card is perceived, the
themes developed, the roles ascribed to the characters,
emotional tones expressed, speed of responses, length of
stories and the 1like (Atkinson, 1958; Henry, 1956;
Murstein, 1972; all cited in Anastasi 1982).

Bellak (1986) says that to a certain extent, collecting

statistical data on the TAT stories may provide a helpful

frame of reference, e.g. finding out what percentage of a

large sample of males see the figure in 3BM as male. Even so,

however, the final interpretation must be an "ideographic"

one; each response must be evaluated in relation to all the

other responses in the test. In the present study, the type

of statistical data that Bellak refers to (i.e. the most
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cour.on responses to particular cards) was usad to select those
cards which would potentially draw themes concerning the
mother-daughter relationship, and the daughter's perception of

her family. This data on norms was obtained from Holt (1978).

The following four TAT cards were used. The descriptions of
the cards are taken from Murray, (1938, cited in Holt, 1978).

(See Appendix 4 for illustrations of the four cards).

card 2: "A country scene. In the foreground is a young woman
with books in her hand. In the background a man is working in
the fields and an older woman is looking on" (Murray, cited in

Holt, 1978, p.83). (See Appendix 4).

This picture primarily draws themes of family relationships.
Stein (1955, p.3) holds that from the stories about this
picture we learn ..."what (the hero's) attitudes toward their
parents might be". The stcories usually refer to the hero's
reactions to an uncongenial or unstimulating environment, or
to problems arising as a result of difficult relations with
members of the family. The card is also often used with
adolescents as i relates to the conflict between autonomy and
compliance (Holt, 1978). It may thus be an important indicator
of the bulimic daughter's perception of her position in the

family (e.g. the amount of independence or autonomy she is

81

25x §[]



&)

allowed), and possibly the relative importance of the mother

in the family, as perceived by the bulimic daughter.

Card 5: "A middle-aged woman is standing on the threshold of
a half opened door, looking in" (Murray, cited in Holt, 1978,

p.89).

In a study by Kiefer (cited in Holt, 1978, p.90) of females'
responses to this card 29% of the sample gave the theme
"investigates, disapproves, or scolds for behaviour or acts."
A study by Eron (1953, in Holt, 1978, p.90) showed that 35% of
women offer the theme of "parental pressure", plus another 7%
of "disappointment to parent.” According to Stein (1955) the
middle~aged woman is frequently described as having surprised
one or aore individuals in an activity which they prefer to
keep hidden from her. Given the secretive nature ~f bulimia,
it was felt that this card may be useful in investigating the
daughter's secrecy in relation to the mother, or a possible

perception of the mother as intrusive.

Card 7GF: “An older woman is sitting on a sofa close beside
a girl, speaking or reading to her. The girl who holds a doll
in her lap is looking away" (Murray, cited in Holt, 1978,

p.93).
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Fleming's norms (cited in Holt, 1978) show that 78% of her
female sample saw the relationship between the two figures as
thit between mother and daughter. The main alternative (given
by 16% of her female sample) wias a servant, governess, or
nurse. Kzl (1973) comments that this respoise is
particularly characteristic of upper class women whose own
childhood experience was often with surrogates rather than
with their mothers. Over a third interpreted the mother's
attitude as consoling, loving or concerned: 44% saw it as
only reading, instructing, or amusing; and according to 14%
she is 'not concerned, or reluctant to respond to the girl?
(Fleming, cited in Holt, 1978, p.93). The typical story is of
an older woman reading to the girl (58%) cor telling her 'the
facts of life' (20%) or teer.aing her something (14%).
Fleming's sample usually portrayed her as unresponsive,
probably because she is looking away: 20% saw the girl's
reaction as enjoyment; 20% as reluctance to accept a lesson;
20% said that she is daydreaming: 18% felt that she is
rebellious, wanting to leave, and 22% said that she is moody,
lonely, sad, or urhappy. Holt (1978) comments that this is an
excellent card for brirging ou. attitudes toward the mother,
or maternal attitudes toward their own children in older

women.
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c 12F: " A portrait of a young woman. A weird old woman
with a shawl over her head is grimacing in the backgroung"®

(Murray, cited in Holt, 1978, p.l04).

Fleming's sample of 100 adult males =nd females, (cited in
Holt, 1978, p.104) were divided into three approximately equal
groups according to their basic interpretation. The 30% who
saw the figures as related were equally split betwecn mother-
daught<i, and grandmother-granddaughter. Another third
offered symbclic interpretations; the most often was of a
woman with her real self, or the same woman in youth and old
age. The vremainder saw the figures in a variety of
miscellaneous ways. The mother-daughter interpretation, of
course, was potentially most significant for this study. It
was also thought that if the mother-daughter relationship is
significant in bulimia, more subjects would refer to this

relationship than in Fleming‘'s study.

3.1.4 The Subjects' Description of t!~» Mother: The
subjects were asked to: “please describe yvour mother*. The
purpose of this question was to obtain the bulimic daughter's
conccicus perceptions of her mother, in order to compare it

with ner unconscious portrayal of her in the TAT stories.




3.2 DESCRIPTION OF S£AMPLE: BULIMIC AND NON-BULIMIC

(EXPERIMENTAL AND CONTROL) GROUPS

Twenty bulimic women and twenty non-bulimic women constituted
the two sample groups, these groups being differentiated on
the basis of the BULIT test. Despite the fact that all the
women in the bulimic group could be diagnosed as bulinic
according to DSM III cri.eria, at the time of the study, none
of them had been hospitalised for this condition. They
therefore represent a non-clinical sample. It is not known
however, if any of them had sought another form of
professional help, for example psychotherapy. Lastly, they
are all 'normal weight' bulimics and have never been treated

for anorexia.

The bulimic and non-bulimic groups were matched for age, sex,
and home language. There were no significant differences
between the two groups on the variables of religion,
occupation of parents, parents' marital status, number of
siblings, and accommedation during the university terr. The
two groups were in fact equally heterogeneous across these

variables,

Although the BULIT test was used primarily to identify
‘bulimic' and non-bulimic subjects, the test consists of 36

multiple choice questions concerning aspects such as eating
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patterns, feelings about oneself after binging or purging, and
perception of eating patterns. An analysis of some of these
answers gives a clearer profile of the two samples. The two

gy :ups (bulimic and non-bulimic) are compared on each aspect.

3.2 1 Differences between the two groups on udinging
behaviour: In the non-bulimic group, no-one eats
uncontrollably 'to the point of stuffing themselves' i.e. goes
on binges. On the other hand, nine women (45%) in the bulimic
group binge two to three times a month; Five women (25%) binge
once or twice a week and three (15%) binge three to six times

a week.

3.2.2 Differences between the two groups on perception of
Eating Patterns: None of the sublects in the non-bulimic group
see themselves as binge eaters or compulsive eaters although
not all of them were totally satisfi»d with their eating
habits. iIn the bulimic group, however, thirteen people would
presently call themcelves binge eaters and all express concern
about it, seven seeing it as 'a major concern' and four as

‘probably the biggest concern in my life.'

3.2.3 Differences between the two groups on feelings about
themselves: Women in the non-balimic group did not generally
struggle with self-recrimination or depressed feelings related

to over-eating, whereas fifteen (75%) of the bulimic group
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always dislike thnemselves after over-eating. All the bulinmics
felt 'sad or blue' after eating more than they planned to eat
(answers ranged from ‘ulways' to ‘'freguently'). All the
bulimics admitted to feeling depressed immediately after over-
eating (answers ranged from ‘always' to ‘sometimes'). From
the present results it appears that the DSM III emphasis on
feelings abou oneself (self-deprecatiig thoughts with
depressed mocod) after binging is extremely important for a
diagnosis. This is in conflict with the elimination of this

requirement in DSM III-R (1987).

3.2.4 Differences between the two groups on Purging
behaviour: None of the subjects in the non-bulimic group
engages in vomiting behaviour. Only 3 people in the bulimic
group 1intentionally vomit after eating (two people once a
week, and the other does so two or more times a week).
Interestingly these particular women did not obtain the

highest scores overall on the bulimia test,

3.2.5 Differences between the two groups on Dieting and
Fas:ing: Four people in the non-bulimic group (20%) had tried
to lose weight by fasting or gcing on crash diets (once in the
past year). Seventeen of the bulimics (85%) had tried to lose
weight by fasting or gcing on crash diets: once in the past

year (four people); two to three times in the past year (four

87




o

protle); four to five times in the past year (six people); and

more than five times in the past year (three people).

3.2.6 Differences between the two groups on use of
Laxatives: None of the subjects in thz non-bulimic groﬁp used
laxatives or suppositories to help control their weigh%, and
only thiee pecple in the rulimic group did (two to three times
a month, once or twice a week, and once a day Or more)

Interestingly, only one of these overlaps with the people who
vomit, and again, they are not the highest scorers on the

BULIT Test.

The important features for a diagnosis of Bulimia according to
the results of the present research are therefore, eating
pattern (binging, and fasting/crash diets} and depressed

feelings and self-deprecating thoughts after binging.

3.3 PROCEDURE

The research instruments were administered to first year
psychology classes during a 45 minute lecture period. The
students were told that the research was about eating patterns
and family relationships, that participation was voluntary,
and that they would remain anonymous. The tester also made
herself available to discuss any concerns on an individual

basis.
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3.3.1 Constitutinsn of the Bulimic and Non-Bulimic
(Experimental and Control) Groups: There were 339 respondan.s,
from which 45 male respondents were excluded leaving 294
respondents. Bulimic and non-bulimic women were identified
on the basis of their scores on the Bulimia Test, on the
test, a score of above 102 signifies a DSM III diagnosis of
bulimia. Smith & Thelen (1984, p.869) add however, that a
score of 88 or above would identify those peopl.e with "actual

or incipient bulimia but whose behaviour patterns have not vet

become chronic." As the present study was not focusis
clinical sample, those women who scored betwsen 65 and 102

were possible candidates for inclusion in the final =zample.

0t *he 294 women who had completed the BULIT tec™. ¥ were
bulimic, #id another 17 could be said to have *“actual or
incipient bulimia®™ which has not yet become coronic. This
represents an ircidence of 3% bulimic, plus 5% with incipient
bulimia. The total of 9% is slightly higher =hzn the
incidence .oted by Zuk (1986), 7,5%, whose study was also
conducted on a student sample, using the BULIT tes..

In order to obtain a homogenous sample, a numrar ¢ women had
to be excluded from this group of 26. Those who were excluded,
had incomplete pr.toculs, were over 21 years of age, and spoke
some language other than English at home. None of the 26

women had been treateda for Anorexis Nervosa. Unfortunately
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this left only 14 bulimic women in the sample. "he next 6
subjects with the highest scores on the BULIT t~s:, and the
necessary other requisites, were therefore incluced in the

Bulimic sample.

The final bulimic sample thus ccnsisted ¢f; 6 wonen with a
score of 102 and 2bove, 8 women who scored betwecn ¢8 and 102,
and an additional 6 women, whose scores on the 3ULIT test
were: 87, 86, 85, 71, 67, and 66. The control group were then
matched against the buliuic subjects, for age, home language

and absence of treatment for Anorexia Nervosa.

The inclusion of the 6 subjects (who scored below 88 on the
BULIT test) in the bulimic sample is justified on the basis
that despite their inclusion, the two groups (buliuic and non-
bulimic) remain clearly distinct from each other in terms of
their eating behaviour and their perception of their eating
patterns. The scores obtained in the bulimic group ranged
from 66 to 131, making it a very heterogeneous group, in
con*rast to the non-bulimic group, whose scores ranged between
36 and 50, with 6 subjects scoring 47, making it a much more
homogeneous group. Alsc, as mentioned above, the focus of the
study is not a clinical sample, so that it is not strictly
necessary to be able to distinguish between degree of bulimic

behaviour.
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3.3.2 Analysis of Data

3.3.2.1 Interpretation of data: The TAT stories, and the
description of the mother werve then analyzed by two clinicians
1ndependently (the categorization of the individual protocols,
i.e. bulinic or mnon-bulimic, being withheld). For the
analysis a modified version of the Bellak Lcng Form (1986) was
used. This focised on the mother-daughter relat.onship but
also allowed for comment on other themes which cmerged. (See
Appendices 5 and 6 for the Bellak Long Form, and the modified

version used in this study).

The form used to analyze the storie: .d to be modified during
the process of analysis as new categoriss began to emerge from

the data, and other categories proved to be unhelpful.

The final form used to analyse the stories included the
following categories:

(1) the hero i.e. the person with whom the subject
identifies (e.g. the young woman in Card 2: her
age, sex, abilities, interests, traits, body/self
image)

(2) the main theme of the story (descriptive, e.g. a
young woman who wants to leave her home and

parents, in order to make her own way in life)
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(3)

(4)

(5)

16)

(7)

(8)

the subject's central dynamics and main defenses
(e.g. fear of separation, and the use of denial as

a defence),

behavioural needs of the hero (e.g. a need to
escape implying that she feels restricted)

the iature of anxieties (e.g. fear of heing denied
something, or of being punished)

conception of the world (e.g. restricting, and

unfair), and conception of the family (e.g. strict

and hierarchical)

the perception of the mother (e.g. referred to
directly or indirectly: seen as distant,
emotionally cold, disapproving)

the daughter's response to the mother (e.g.
withdrawal), and important conflicts with the

mother (e.g. conflicts over autonomy/independence).

Within these categories the renge of answers was not pre-

determined. 8o, for example, themes such as: tne daughter

perceives herself as emotionally deprived, or the mother is

perceived as emotionally withdrawn, emerged as important.

(Importance was determined by the frequency of occurence).
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3.3.2.2 Statistical Analyses: The nature of the data was
qualitative. However, it was possible %o apply a Chi squared
test of statistical significance to all of the themes

representing ten or more subjects.

A gualitative ani statistical analysis of the results of the

present research are contained in the following chapter.
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CHAFTER 4 - RESULTS AND DISCUSSION

4.1 ANALYSIS OF TAT STORIES AND DESCRIPTIONS OF THE MOTHER

In the analiysis of the TAT stories and the descrintions of the

mother, there were two basic categories of information:

- The daughter's perception of her mother

- The daughter’s feelings and responses

One theme regarding the daughter's perceptions of her mother

was significant across both groups:

The Mother as intrusive and domineering: This theme was found
in both the bulimic and non-bulimic groups (nine protocols in
each group). This would have to be explained without
reference tc tha daughter’s eating problems. It may be
indicative of patterns of relating to parents during
adolescence. (The women in the sample for the present study

are late adolescent i.e. betueen eighteen and twenty one

years) . Adolescence is a time of negotiating one's own
o identity, a “ime in which both daughter and parents have to
adapt to a different level of supervision and authority.
(‘\
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The other significant themes which emerged served to
distinguish between the bulimic and non-bulimic groups. These
themes were mostly characteristic of the bulimic group only,
while the non-bulimic group displayed a level of heterogeneity
in their answers which made it difficult to identify trends at

all.

Three themes were found to be statistically significant (using
a Chi square test) in distinguishing the bulimic from the non-

bulimic group. They were:

- The bulimic daughters feelings of emotionally deprivation
- The bulimic daughters' conscious anger with their mothers
- The bulimic daughters wish to reject and punish their

mothers

In what follows, these themes, plus related sub-themes which
were not statistically significant but qualitatively
important, are discussed. Examples of themes from irdividual
protocols are given, and the implications of tbese themes
discussed in the light of existing theory and current research

in the area of bulimia.

95




4.2 THE BULIMIC DAUGHTERS AS EMOTIONALLY DEPRIVED

This theme strongly distinguished between the bulimic and non-
bulimic groups. Twelve of the daughters in the bulimic group
felt emotionally aeprived or abandoned, and thirteen of them
expressed anxiety about the lack of emotional support. (This
relates to another theme described in Section 4.2.1 in which
bulimic women perceive their mothers to be emotionally
unavailable or 'dead'). Although a number of the non-~bulimic
daughters describe their mothers as being emotionally

unavailable, none of them perceive themselves as emotionally

deprived.
AB 1
ULIMIC DAUGHTERS AS EMOTIONALLY DEPRIVED
Bulimic Non-bulimic
Theme present 12 0
Theme absent 8 20
Chi square (1} = 17,14: p< 0.01
p< 0.05

This theme is statistically significant at the 0,01 and 0,05
levels.




The theme of emotional deprivation was expressed in the TAT
stories in a number of ways. In the following story, the
mecaphor of the dry veld is used to express feelings of
loneliness and isolation.

Story 1, Card 2: "Janice is a white teenage girl on an
African farm of British colonial origin. Her parents are
rich but busy. Her time is spent alone mostly or with
her tutor who is very strict. She is at present missing
the green of England in comparison to the dry veld, and
she misses her friends - at least ther her mother's
social life kept her happy as well. She will probably
grow up alone until old enough to be sent to boarding
school - perhaps once she has made some friends she'll
come to love the dry beauty of this country and reconcile
her loneliness caused by her parents' neglect."

The following story is about being trapped in a situation of

loneliness and emotional dissatisfaction:

Story 1, Card 2: "A middle class family, live in the
country on a farm at the turn of the century. The father
works the land very hard and the mother plays the
traditional role. They have a very beautiful but lonely
daughter who helps on the farm., She enjoys reading but
has li*tle time to do so as she works hard at her chores.
She has aspirations to be something better but is trapped
in her situation. She nas no friends and doesn't mix.
She is thinking about leaving the farm but realizes that
she has ncwhere to go. She will stay on and stay
trapped. She will run the farm when her parents die and
will marry due to an arrangement."

Not only did many of the bulimic daughters feel emotionally
deprived, but a related feeling of alienation or estrangement
was evident awongst this group. Feeling oneself to be an

‘outsider' implies a sense of not Lelonging, and perhaps not

being understood. Nine bulimi: daughters felt alienated from

97




the people around thenm. This was most often expressed in
stories of being alone in a foreign coutry, or strange
environment, or in one case, as a desire to be accepted by a
group from which one is exluded. This theme may also be
related to the hidden nature of the symptom of bulimia, which

sets the bulimic apart from her peers and family.

Examples of this trend rrom the Bulimic group:

Story 1, Card 2: “Woman came to the town to teach from
the city ...Feels an outsider. She's got to get through
to them on their level. The people are going about their
usual farming lives and she is pensively observing their
ways. The farming poople are indifferent to her need to

teach them..."
. Stery 1, Card 2: *she came out as a tutor for the
children. Louisa is gquiet and only smiles when she

toaches. Africa and tnis farm is totally foreign *o her.
Her ncture is as exotic to the ways of this life as her
..s+ " (story not completed).

Story 1, Card 2@ "The young womar in the meadow walked
past the working men. She longed to be part of the
peasant society -to work with her hands, instead she
walked quietly by, not daring to disturb the disapproving
peasant wife. Her father owned these people -~ their
land, their children and their hate. She would never be
accepted by these people."
A deficit in emotional support and nu. turance n bulimic families
has been well established (Hicks, 1982; Johnson et al., 1985;
Mosely, 1936; Strober et al., 1387). Also, mothers of bulimic
< daughters have been found to be neglectful (White & Boskind-white,
1984). It is not surprising then that bulimic daughters should

point to emotional deprivation as one of their primary experiences.

~
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Dana & Lawrence (1988) suggest that it is all “oo easy and too
common to blame the mother for any difficalties which the
daughter may suffer. It represents a very simplistic
explanation, and they plead for a more holistic view which
takes into account the fact that the mother and daughter, and
the interacticn between them are influenced by individual,
familial and social factors. They would again point to the
position of the woman in a patriarchal culture, her
socialization into a nurturing role at the expense of having
her own emotional needs met, and the inevitable transference
of this sense of ‘emoctiocnal deprivation' from mother to
dauvghter. This position has already been criticized; it
serves as a general explanation of why there may be problems
of nurcturance between mother and daughter, but it does not
explain why, in some cases, this problem results in the

daughter develioping bulimia.

Weissberger (1986) found that both the mothers and their
bulimic daughters feel emotionally deprived within the family.
Perhaps this is a reflection of the general lack of warmth and
support in the bulimic family (This raises an interesting
question of whether, in 'bulimic' families, the fathers and

sons also feel emotionally deprived?)

Alice Miller (1985) makes the point that parents cannot

tolerate in ti.eir children feelings which they were denied in
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+he!r own childhood. If the mothers were not allo'ed as
chlidren to experience or express certain emotional needs,
thoy will find the expression of these needs, particularly in
their daughters, very threatening. They will on some level,
replay their own deprivation in their treatment of their
daughters. This raises a further interesting question; if the
mothers were emotionally deprived, why did they not also
develop bulimia (either as adolescents, or now? There has
been no research on the history of the eating habits of
mothers of bulimics, although DSM III-R (1987) points to the
frequency of parental obesity in families of bulimics. These
questions are however beyond the scope of the present

research.

4.2.1 The lother of the Bulimic as emoticnally
unavailable: A lack of emotional connection between mother and
daughter occurred slightly more often in the bulimic grouap
than the non-~bulimic group (13 to 10). However, the bulimics
felt the lack of connection to be much more extreme; five
described their mother as dead, or denied their existence,
™ whereas none of the non-bulimics perceived their mothers in

this way. (In reality none of the bulimics' mothers are

deceased) .
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Example of the most extreme category (mother as dJdead):
Story 4, Card 7GF: "The little girl locks out the window
at the oncoming entourage of peopie. The cat asleep on
her lap is oblivious of it all - 3he wishes she could ke.
Her nanny is reading her a story to take her mind off the
fact that her mother has just died. She finds the more
they try to distra~t her, the more preoccupied she
bacomes of the fact. She wants to cry but can't. She
just feels like she is in a dream, suspended from her
body and not real. It will he difficult for her to come
to terms with it. Perhaps their ignoring the fact she is
grieved makes it worse and she will never come to terms
with death."
This is about a mother who is emotionally dead, and the
daughter's grief/longing not being acknowledged. The theme of
death is also about loss, loss of the chance of an emotionally
nurturing relationship with the mother. Dana et al., (1988,
p.92) point out that what is particular about ‘bulimic’
families, and what ma'.. them such potentially difficult
places to grow up in, is thac they don't expect their children
to be upset about what gues on (be it incest, loss of a parent
etc). "Not only was there no encouragement for these children
to talk about their feelings, but usually they were told they
shouldn't have any!" They give an illustration of this,
which is poignantly similar to the story depicted in tne TAT
above. The mother of a client of theirs died while she was
still young. The death was not talked about, feelings were
not expressed. Instead, the little girl was sent away to her
grandmother for a few days. When she returned hone,

everything carried on as normal. There was no mention of the

fact of her mother's death, no explanation, and no mourning.
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It appears then that mcthers in both the bulimic and non-
bulimic groups are perceived as domineering and intrusive.

They are also seen as emotionally unavailable. The bulimic
group however perceive this emotional unavailability in an
extreme form (mother as emoticnally ‘dead'). So, the dynamic
of the mother as intrusive but also emotionally unavailable is
present in both samples but in a much more extreme version in

<he bt limic group.

This finding is reflected in some of the research. Moseley
(1986) found the mothers of bulimics to he more domineering
than the mothers of controls, and also less likely to give
encouragement. or approval. They have also been described as
moxe critical and hostile tharn 'normal’ mothers (Hicks; 1982).
Both Kramer (1983) ind Zuk (1986) muke reference to the
nmother’s contradictory behaviour toward her daughter; she is
alternately over-protective, and neglectful. Zuk describes
the mothers of bulimics as either extremely controlling or
totally wichdrawn. HYumphrey (1986) terms this pattern of

relating 'hostile enmeshment’.

It is interesting here to look ot what the most recent
research has revealed 2zbout the .interaction patterns in
families with an anorexic and a bulimic daughter, as it brings
into sharp relief the distinct pattern in bulimic families.

Humphrey {1989) descriles the anorexic family as presenting a
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facade of perfectior, self-sacrifice and love. Mothers are
more nurturing and comforting than the mothers in her ‘normal’
group, but at the same time are more ignoring and neglectful
than the ‘normal' mothers or mothers of bulimics. This is a
pattern of ambivalence, and perhaps one could hypothesize that
the anorexic daughter is sersitive to her mother's ambivalence
about her, and rejects focd (nurturing) because she senses
that it is not genuine, but part of a pattern of trying to

prevent her from separating from mother.

The bulimic family members on the other hand, are openly
hostile and withholding towards each other. Mothers are
instrusive, and belittle and blame their daughters more than
in the anorexi~- or normal groups. At the same time there is
also grn~ater ioncring and nejlecting as well as sulking and
appeasing than amongst the 'normal' mothers. This pattern
then is also contradictory, but it is different to the
anorexic mother~daughter relationship. There is hostile
intrusion and undermining, with sulking and appeasing,
alternating with ignoring and neglecting. This isn't
ambivalence but rather different froms of negative
interaction. As shown ea..ier this pattern was found to exist
between bulimic daughters and their mothers in this study.

Why is the pattern different, and how can we explain it?
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Dana et al., (1988) as described in Chapter 2, explain why tane
mother-daughter relationship within patriarchy is likely to
lead to serious difficulties for the daughter in the area of
self-nurturance and the meeting of needs. However, because
they emphasize patriarchy rather than on the individual mother
and daugh-er, their explanation does not clearly account for
why some women become bulimic auad others do not (nor, in fact,
why buiimic rather than anorexic, cr some other symptom). 1In
both the anorexic and bulimic mother-daughter relationship,
there is a problem in the mother meeting the daughter's
emotional needs (for nurturance, support, encouragement etc).
The present research shows that the experience of mother as
both intrusive and emotionally withdrawn is not unique to
bulimia but rather, that it takes a gualitatively more extreme
form in the bulimic mo*her-daughter relationship. The reason
for the mother's inalility to meet her daughter's nesds, and
for the hostile enmeshment that results is not clear.

Weissburger (1986) found that bulimic daughters and their
mothers both feel emotionally abandoned within the family.
Perhaps the mothers of bulimics feel more in touch with thsir
own deprivacion (iin Dana et al's., expianation; are more
conscious of their aeprivation), and are therefore more likely
to feel overtly bitter and envious of their Jaughters, and to
act these feeliags out in an openly hostile v +? The answey

is not clear.
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Four of the 20 bulimic mothers in this study were described as
emotionally or psychologically disturbed, which suggests that
there may be a level of disturbance in the mother of the

bulimic which is not present in the mothers of the normal

group.
4.2.2 The Mother of the Bulimic as impotent and
ineffectual: This theme occurred in both groups. However,

there were both more counts in the bulimic group (10 compared
to 6 in the non-bulimic group), as well as more extreme
expressions of the theme in the bulimic group, e.g. the mother
was depicted as frightened or desperate, weak and exhausted,
dependent on her daughter, and needing her daughter's
protection. None of these representations occurred in the non-
bulimic group. It was thus an important theme in

distinguishing between the bulimic and non-bulimic groups.

Example from the bulimic group:
This bulimic's story tells of a mother who cannot protect her
child from danger:

Story 2, Card 5: "This woman is a mother and she has
lost her little boy. It is the 19th century and her
peacefu) Victorian home is shattered with the sounds of
her appeals for her baby. The homely atmcsphere, flowers
in a vase and warm light seem tc mcck her anxious calls.
She feels anxious, worried and afraid. Her little boy
was found dead that night."
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In the following story, the mother is ineffectual in trying to
discipline or control the daughter, and is left exhausted:
Story 4, card 12F: "Sue is a very stubbcrn little girl.
She stays alone with her mother and really gives her
mother a hard time. Her mother uries everything possible
to entertain her so that she does not throw a tantrum.
Eut 3ue knows this and demands more. Her mother becomes
exhausted ss she is running the home, working and looking
after Sue."
There is no literature on bulimic mothers as impotent or
ineffectual, although there is research to indicate that she
is inadequate in performing her role as mother. 23 indicateq
in Chapter 2, she has been described as being critical and
domineering anda giving little encouragement and ..proval
{Dietzen, 1986; Moseley, 1986}, Importantly, she is perceived
as intrusive and controlling while at the same time withdrawn
and neglectful (Kramer, 1983: Zuk, 1986). There is conflict
avoidance (Hicks, 1982) and belittling and sulking between the

bmlimic daughter and her mother (Humphrey, 1989).

4.2.3 The Mother of the Bulimic as immature, childlike
and/or emotionaily dependent: Seven people in the bullaic
group perceivad their mothers as being imrature, childlike,
and/or emotionally dependent, and felt some obligation or
guilt in terms of satisfying their mother's emotional needs.

There were no examples of this in the - n-bulimie group.
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Examples from the bulimic group:

story 3, Card 12F: "Thesc¢ two are mother and daughter.
They love each other very much. The uother dotes on the
daughter and will do anything for her:. The daughter is
getting ready to go to a ball. She is sad because the
mother has had such a bad ljfe., There doesn‘t seem to be
a father.." (My emphasis.)

story 4, Card 12F: "I sat, as I had countless times
before, trying to pay attention ... All I wanted was to
get away but how could I, Daddy had left, low could I

now. 1t was easier but not easy at all" (My emphasis)-

Description of Mother: “passive, lacks a little
confidence, introvert ...she canbe a little immature ...
she is stubborn, like a smouldering volcano that hides
anger and then suddenly explodes..." (My emphasis).

Two bulimic daughters explicitly say that they sometimes have

to take over the role of mother.

De zcription of Mother: "Warm, soft, plump ..

domineering, and sometimes I do what she is supposed ;
..." (My emphasis).

De~cription of Mother: "My mcther is a very soft person
... she suffers from nervous tension and often scems to
take the child role while I take control of the household
affairs" (My ewmphasis).
~his ls an important finding, pointing perhajs to a particular
dynamic between the mother and bulimic daughter. Perhaps part
of the reason fo. the duughter's feelings of emotional
deprivation are du2 to the mether's own sense of emotionally
deprivation (Weissberger, 19t6). Orbach et al., (1984)

talki~g in general terms about “he relationship between mother
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and daughter, propese that because the mother is to some
extent needy herself, she may look to her daughter for the
emotional contact that is missing elsewhe.e in her life. She
feels the loss of her own mother's nurturance (or a satisfying
relationship with hor partner) and may hope that her daughter
will make up for it somehow. This seems particularly
pertinent to the relationship between the bulimic daughter and

her mother.

4.3 THE BULIMIC LAUGHTER'S AWARENESS OF NECATIVE FEELIMN3S

TOWARDS HER MOTHER

4.3.1 A 7eewrarison of the discrepancy between between the
TAT pori: Mother and the De.cripticn of the Mother:
This thene ' only in the non-bulimic group, in 13 out
of the 20 subjects. In these subjects there was a strong

distinction between the uncenscious portrayal of mother in the
TAT stories (mostly negative, controlling, intrusive etc) and
their conscious description of the mother (mostly positive
i.e. immature, cliched and idcalized). In the bulimic group,
there was no such contradiction between the conscious and
unconscious portrayal of the mother (both being generaily

negative).
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TABLE 2

she discrepancy between the TAT portrayal of mother
and the description of mother
Bulimic Non-bulimic
Congruent 20 7
Non-congruent 0 13
Chi squared /1) = 19,26: p< 0.01
p< 0.05

This theme is statistically significant at the 0.01 and 0.05

levelr.

Examples: Examples of this theme are from the non-bulimic
group only. Each TAT portrayval and description of mother

quoted together are ‘om the same protccol.

(a) In the following TAT stories, the subject's velationship
vith her mother is denied except for Story 4 in which the
mother is seen as intrusive, emotionally detached, criticsl of

her daughter and wanting to control her.

Tiw description of the mother portrays the exact cpposite and
is a ;ood example of a blari, positive portrayal, in which no

negative feelings are permitted.
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My mother is a warm, loving person. She is gentle and
very giving and kind. She is very easy to talk to and is
devoted to her family. She gives up a lot just to please
her family and gives her all to being a wife and mother.
She is a very sensitive person and is concerned with
other peoples' needs. She is also very clever and has a
good sense of humour. She is a fun person to be with and
is easy to get on with. I really love her a lot.

(b; In a TAT story, the mother is depicted as extremely
intrusive, authoritarian, inflexible, and unable to allow the

daughter any freedom.

In contrast, this subject describes her mother as:
WONDERFUL (her emphasis), she is a best friend to me not
a mother. She is caring, loving and will do anything for
me.
(c) In a TAT story, the mother i3 seen as disapproving and
intrusive (she is desc -ibel as a 'nozy [sic] old bag'). 1In
her description however K the subject expresses only positive

ferlings towards her mother: “

I love my mother dearly. She is mv best friend. I'm
very afraid that sorething will happen to her. She is
the stabilizing influence in my life.

Unconsciously she seems to acknowledge her negative feelings

towards her mother in her fear of something happening to her

[

i.e her negative feelings having some destructive power).
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(d) In the TAT stories the mother is portrayed as attentive,
caring, concerned, but also frail, burdened ané needing

protection.

In her description of her mother however, this subject
perceives her to be a very seli-sufficient person. "She is
highly motivated and expects everybody around her to be
exactly the same ... She is a considerate, caring person who

loves her family lots ...".

As can be seen from the above examples from the non-bulimic
group, the conscious portrayal of the mother is contradictory
to the unconscious portrayal. It is a clear illustration of
the use of reaction formation as a form of psychological
defence. In reaction formation the attitude expressed is
diametrically opposed to a repressed wish or fe=zling, and
censtitutes a reaction against it. (Laplanche et al., 1985,

p.376}.

In the bulimic group however, the conscious and unconscious
perceptions of the mother were not in conflict, and were
mostly negative, or simply more realistic. This finding may
reflect the bulimic's continued over-involvement with their
wothers (in the form of hostile enmeshment). The non-

bulimics, on the other hand, are more likely to have ke=zn able
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to individuate and therefore to present a more superficially

bland description.

An additional factor distinguished the bulimic from the non-
bulimic group: seven of the bulimic women, in their
descriptions of their mothers, showed a degree of emctional
insignht and urderstanding of their mothers. They appeared to
have enough distance from their mothers to znalyze iier good
and bad features in a perceptive way. This may be linked to
the bulimic daughters having to be sensitive to their mother's
needs and to sometimes having to play the role of mother.
Also they seemed to be able to openly express doubts or
negative/hostile feelings about their mothers. This trend was
reinforced by the fact that, on the whole, the bulimics'
descriptions of their mothers and their TAT portrayals of her

reflected similar feelings.

Examples of the bulimie daughters' descriptions of their
mother=, illustrating some enstional insight and understanding

on the part of the bulimic daughter are:

My mom is unconfident particularly with regard to her own
intellectua. ability but has a normal to abuve average
intelligence. She is hugely protective, and extremely
aggressive when threatened or when her family is
threvtened. She is gquite nervous and paranoid a* ut
things like security and achievement, and is genera.'! s a
hugely strong personality when angry she screams nd
becomes quite illogical and unreasonable. Sh. is
extremely loving and carries most of the emotional strain
of the family.
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My mom is a most wonderful, outgoing person. She cares
2 ijot about the family, a lot about herself, and guite a
lot abuit others. She sees herself as undergoing a
change at the moment, and I must admit that after my
returning from a year overseas, she seems a lot more
directed, happy with herself, and confident in her
abilities. I do think that she often tries to dominate
my brother and . must admit that I sometimes resent that.
In addition, after not being with her for so 1long, I
realize that I'm very like her in many ways - sometimes
that makes me quite angry. She loves us very much -dotes
on us - but says that she's independent if questioned on
the issue.

My nmother has always been much kinder and more
understanding than my dad. I suppose because she's much
younger too, but I still often feel that she's never been
like . true mother. 1I've stayed in residence for a year
and a half now, but when I used to stay at home, I hardly
ever saw her. She and my dad work too hard. Jt's
difficult to speak about problems to them most times, but
I do spend more time talking to my mom. Lately chough
I've been a bit overweight and she tends to complain
about my mass. She mcane. alrost everyday about my
eating, so much while I was at home for the June-July
vacation. I was really depressed. Otherwise my mom's a
reasonably nice person. Strangely enough I only started
to eat so much when I began university last year.
Sometimes its because 1 feel so over-stressed and
nervous; tend to get depressed quickly too. My parents
may be getting a divorce ~ think as things at home
haven't been going so well - the past three years.

My mother? A sweet, kind person who will do anything for
her chilaren + t who doesn't take any shit from them at
all. An angel and a vixen, who can talk her way into or
out of anything. Ambitious, but hasn't got the self-
cenfidence to do something on her own.

I don't get on well with my mother. I feel tha: she
doesn't trust me enough and is too dcmineering. I think
that she is scared to be by herself when all of us have
left home. 1 think that is why she interferes in our
lives a lot. She .oves us and is sometimes trying to
prevent us from making drastic mistakes.
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My mom is usually patient, she iistens to me a lot and is
interested in what I do. She gets on well with my
boyfriend which is important to me. She does however try
to impose her views and values on me. She has a
different value system and —umetimes there is a clash as
1 am more career orientated and children are ot
important to me to be happy. On the whole though I think
we have a good relationship.

It seems then that bulimic daughters show a degree of
emotional insight and understanding of their mothers, a factor
which was not evident in the non-bulimic group. Also the

bulimic dauyhters were conscious of and open about their

negative feelings towards their mothers. I~ contrast. the
non-bulimic dau~hters were aware of their haost o varic

failings (unconsciously portrayed in the ies), b
were not conscious of, or did not admit to nz I {2elings

towards them.

There are no research findings on the bulitic wruga:er’s
insight into her mother, or on the differentg bilvee . the

bulinic daughter's awareness of her negativ. Jec..ngs to. cds

her mother, and the non-tulimic daughterts ia:’ 31 avarsn
of these feelings. There are also no theoretical -,  lanaticns
in the literature on bulimia. The results seem to suggest

that bulimic daughters are more emoti~nally 'mature', more
aware of their own and others! feelings, and more
sophisticated in their understanding of their mothers, tihan
‘normal’ daughters. Perhaps bulimic daughters are forced into

a ‘'pseudo-maturity', because they have to deal w.th an
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i1 ffectual, non-coping, but most importantly, immature and
dependent mother who engages in childlike behaviocur:
belittling and blaming, & .lking and appeasing (Hum irey,
1989), who can't deal with conflict or anger (Moseley, 1986)
and who looks to them for mothering and emotional support

(Humphrey (1989).

Is the bulimic daughter's emotional maturit:y <developmentally
appropriate? Winnicott (1985) in his writing on adolescent
development (the women in the present sample are between 18
and 21 year:), explains that "immaturity" is an essen%tial
element of health in adolescence. He warns of the danger of
taking on respensibility too soon, the result being "...false
maturities based on ident.ifications rather than on the innate
growth process” (1985, p. 174). An essential part of this
adolescent growth process is one of confrontatizn with
parental figures, and it is essential that the parents accept
the challenge, and survive: "... the best they ([the parents])
can do is to survive, to survive intact, and without changing
solour, without relinquishment of any importe-t principle.®
what Winnicott requires of the ‘good enough' parent, is that
they deal with these confronvations *... with containwent that
is non-retaliatory, without vind® :tiveness, but having its own

strength" (1985 p.176).
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This is far from the reality the bulimic daughter faces in her
family. She is forced into an untimely maturity because she
is not given the opportunity to confront her parents and be
assured in the knowledge that they will be able to deal with
her feelings, and not withdraw or retaliate. The bulimic
family is particularly characterised by open, hostile,

unfocused aggression.

Perhaps this open aggression serves to explain vhy it is t{.aat
bulimic daughters are aware of their negative feelings towards
their mothers. One may ask, why 4o they not repress, deny or
split off this anger? There can be little pretense or denial
of aggres=ion in a family which is ridden with open conflict
and nu mechanisms for resolving it. Perhaps, in a paradoxical
way, because there is so much open anger expressed in the
family, it is easier, less frightening or more acceptable for
the bulimic daughter to be conscious of her negative feelings?
Being conscious of negative feelings toward her mother does
not necessarily imply however, that the bulimic would be able
to express these feelings in a constructive way. In the
bulimic family, anger, belittling and undermining are allowed,
and there are no constructive mechanisms for dealing with
these negative feelings. It is consequently very difficult
for the bulimic daughter to express her anger towards her
muther in a constructive way; her feelings become distorted

i.e. translated into a symptom. Humphrey & Stern (1989),
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for the bulimic daughter to express her anger towards her
mother in a constructive way; her feelings become distorted
i.e. translated into a symptom. Humphrey & Stern (1989),
(cited in Humpnrey, 1989, p. 213) make an interesting

observation about the similarity between the bulimic's

symptom, and the family dynamic:

Bulimics and their families are 'hungry' for nurturance,
protection and empathy, but when they are unable to find
them, turn instead to inanimate objects or altered states
for comfort, such as food or alcohol. Bulimic families
also project their mutual hostilities outwardly and seem
unaole to modulate them internally, so the bulimic may
learn to relieve her own feelings b, expelling them as
well (through vomiting).

4.3.2 The Bulimic daughters' Anger and their fear of ts
Destructive power: In the bulimic group, six of the daughters
felt very strong feelings of anger, and nine t ‘limic daughters
(the aforementioned 6 plus another 3) indicated anxiety about

the destructive power of their feelings. These feelings were

not expressed by the non-bulimic daughters.
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TABLE 3
The Bulinmic daughters estreme anger

Bulimic Non-bulimic
Them~ present 9 0
Thene absent -1 20

Chi square (1) = 11,8: p< 0.01
The theme is statirtically significant at the 0.01 and 0.0C5
levels of significence.
in the following story (and in the context of the rest cf the
protocol), it becomes clear that the dauchter fears that her
feelings will explode and destroy the whole family.
Story 2, Card 5: “The mother of the family has been
cooking, the family is watching TV. She calls them into
the dining room for a relaxed evening meal. Everyone is

satisfied and happy. Then the telephone rings. As the
receiver is lifted, a bomb explodes."

4.4 THE BULIMIC DAUGHTERS' REJECTION AND PUNISHMENT OF

THEIR MOTHERS

The fact that the bulimic daughters seem to be struggling with

very strong negative feelings towards their mothers is also
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evident in the following trend. £ight of the bulinic
daughters rejected, mocked, degraded or punished their
mothers, two of them in an overtly sadistic fashion. Extreme
anger and revzangeful fantasies was very evident amongst the
bulimic daughters. Only one non-bulimic daughter was slightly
mocking of her mother callirg her ‘"scatterbrained and
forgetful®. None of the extreme categories such as the
daughter wanting to degrade and punish the mother, or of the
mother as the object of the daughter's sadistic rage occurred

in the norn-bulimic group.

TABLE 4

The Mothers of Bulimics as rejected and punished

Bulimic Non-bulimic
Theme present 9 1
Theme absent 11 19

Chi square (1) = 6,53: p< 0,02

This theme is significant at the 0.05 level, but not at the
0.01 level.

119




The bulimic daughter in the following story rejects her

mothe: *s love and attention:

Story 4, Card 7GF: *“These two are also mother and
daughter. The mother loves the daughter very much
ruat the daughter doesn't seem to be interested.

The daughter is pining for her father ... the
mother is sad because she can't get a response from
her daughter ... [the daughter] will never ge* on

with her mother and when her mcthe gets old she

will forget about her ..."
In the following examples (frcm the bulimic group) the mother
ie the object of the daughter's sadistic rage. There were .o

examples of this category in the non-bulimic group:

Story 3, Card 12F: "The woman (young) is a murderess,
she killed her family with a chain saw. She feels guilty
and arraid, not of the crime -~ but of being discovered.
It seems to her that death (the old woman) is continually
looking over her shoulder. Every ring of the doorbell
gets the young woman more nervy. Upstairs the mutilated
corpses of her mother, husband and children lie where
they fell. Death haunts her."
It is interesting that in this story the daughter refers to
her adult family (husband and children) and then also to her
mother, illustrating the mothers continued significance to the
aduit daughter. The story illustrates the daughter's raging,
™y murderous anger and her fear of what would happen if she
expressed it (if somesone were to find out). She also seems to

feel ir ense guilt about her feélings and fantasies.
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Story 4, Card 7GF: “She has just seen her mother's guts
being pulled ocut by their pet rotweiler, she hated her
mother so she gives a short laugh, tells the dor to sit
and continues to eat her spaghetti bolonaise."
The daughter here seems to be expressing a wish to destroy her
mother and her need for her, and to be able to feed (nurture)

herself.

There appears tc Le no literature or research specifically on
anger as experienced by rulimic women. It is recognised in
the psychoanalytic 1l°cerature that binge eating is an
aggreasive act of using the teeth to destroy, and references
are nade to the need to discharge aggression in the form of
the sywptom (Mintz cited in Wilson, 1983). Vomiting is seen
as a symbolic outpouring »f rage - disguised as a symptom and
therefore not vulnerable to retaliation (Mintz cited in
Wilson, 1983). There seems t - be no investigation however, of
the extent of the anger that bulimic women experience, the
form it takes, how aware of it they are, what their fantasies
are about it, and the consequences for the individual woman.
A fear of the destructive power of ones' anger however, is
scmething that bulimics seem to have in common with children

who have been abused.

Zenz (cited in Miller, 1985, p.89) referring to work done with
abused children, says:
The children were almost nevar able to express their

anxieties verbally, yet they ..c:. cired intensc feelings
of rage and a strong desire fo- -.vange, whicl,, however,
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wa2re accompanied by a great fear of what might happen if
these impulses shouid erupt ... With the development of

the transference during therapy, these feelings were

directed against the therapist, but almost always in an

indirect passiva-aggressiv: form (My emphasis).
The implication seems to be that bulimnic daug'ters do suifer
some form of emotional abuse - that they have been traumatized
in a similar way to emotionally abused children. It would
seem that people who have suffered some form of abuse and
tharefore extreme anger, in a situation in which the
expression of their ancer is denied cor likeiy to be nmet with
retaliation or withdrawai of leove, will perceive th ir anger
as extremely powerful, destructive, and frightening. The
hostility in bulimic families is well recorded, as well as the
communication patterns characterised by retaliation and
withdrawal. Alice , tller describes the seriousness of this

form of abuse:

The greatest cruelty that can be inflicted on children is
to refuse to let them express their anger and suffering,
except at the risk of losing their parents' love and
affection (Miller, 1985, p.106).

4.4.1 The Bulimic Daughters as passive and withdrawn

Many of the bulimic daughters appear to deal with their anger
by becoming passive and withdrawn. (They withdraw into
revengeful fantasies, as mentioned above, or into fantasies of
escape). Fourteen of the twenty bulimic daughters reacted in

this way (as compared to eight of the non-bulimic daughters) .
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The quality of the fantasies was also totally different - only

the bulimic daughters had aggressive, revengeful fantasies.

Withdrawal into fantasy, or passivity was sometimes evident in
the response of the identified person in the TAT story, but in
other cases ©passivity and sometimes hopelessness and

depression were evident in the protocol as a whole.

The following two stories (from the buliiic group) illustrate
the use of fantasy as a reans of escape, in both cases, fronm

extremely punitive mother figures:

Story 2, Card 5: *... Theresa, in her own form of
defence, creates a magical world of castles and princes,
and roses and escape ..."

Story 4, Card 7GF: "The littie girl wasn't too sure
where the door had come from. 1t hadn't been there
yesterday but here it was now with a tinkling bell,
squeezed between the barber'., and the candy store. She
went in, just to see. and oh, what magic! corners to
explore, and such a warmth. Then she saw an old, old man
who spoke to her gently. A man she could love and trust
with no fear. And he told her tales of wonder and light
which transported her away from hunger and intc fantasy."

4.4.2 The Bulimic Daughters as passive-aggressive

Although many of the bulimic daughters deal with their
feelings, as has been described, by becoming passive, and
withdrawn (fourteen of the twenty), another six of them (only

one overiap with the fourteen), deal with their feelings by
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becoming passive-aggressive. This form of behaviour did not

occur amongst the non-bulimics.

Passive-aggressive people express their anger indirectly
througyh: forgetfulness, stubbornness, dawdling and
unconsciously intenticnal inefficiency. Importantly, in terms
of retaliation and withdrawal as being characteristic of
bulimic families, passive-aggressive behaviour is "...the mode
of discharging angnr of one who feels like an underdog and who
fears retaliation or rejection from the obiect of his

aggression" (Wallace, 1983, 223).

The following are Lwo examples of bulimic daughters behaviny

in a pastive-aggressive way:

Story 2, Card 12F: "Mary's mother was very protective and
denied her daughter's independence. Even after Mary
turned 18, Mrs Jones continued to check up on Mary. Mary
hates this intrusion on her privacy and when her mother
began searching her room for incriminating evidence of
sex, drugs and debauchery, Mary decided to give her
reasons for these spot checks. She bought cigarettes and
harmless medication and hid them (where thay could be
easily found).

Story 4, Card 7GF: “The young girl is from a wealthy
family. She has been pampered and spoilt. The maid’s
task is to teach the girl to read and write. But the
child is uninterested and rema.ns distrarted. The maid
has defected from Rissia and was taken up L, this wealthy
American family. She knows her life in Ame: .ca depends
on her ability to succeed in this teaching. The girl
tries her hardest to fail the maid. Sne is insolent and
mischievous. The maid is kind and firm. At the moment
the girl is watching her new puppy playing and the maid
is teach ng. The maid 4i4 not succeed.”
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Zenz {(cited in Miller, 1985, p.89) referring to work done with
abused children and their parents, explained that:

The children were almost completely unable to express
anger and aggression toward adults. Their stories and
games, on the other hand, were full of aggression and
brutali*y ... Many children repeated their own abuse in
their play (My emphasis).
The situation seems to be similar for bulirmic daughters. They
are unable to express anger and aggression towards their
parents/mothers openly ard directly. Instead. they repert

their abuse in their symptow and their creatment of

themse.ives.

In summary, the findings o° the present study are as follows:

Regarding the perception of mother: in both groups, the
mothers are perceived as intrusive and domineering. Bulimic
daughters, however, portray their mothers as impotent and
ineffectual, in some cases immature and emotionally dependent,
and generally emotionally unavailable. In the non-bulimic
group there is a distinction between the daughter's conscious
portrayal of her mother (which is idealized) and her
unconscious portrayal of her mother (which is critical). The
opposite is true for the bulimic daughters: both portrayals of
mother were generally critical. This suggested either that
the bulimic daughters could be more open atout their negative
feelings, or that they were perhaps more emoticnally enmeshed

(in a hostile way) with their mothers thar the non-bulimic
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women. In addition, the bulimic women displayed a degree of
emotional insight into, and understanding of, their mothers,

which was not evident amongs: the non-bulimic daughters.

The results therefore show that the bulimic daughter feels
emotionally deprived, extremely angvy, and anxious about the
destructive power of this anger. 3he responds by rejecting,
mocking and degrading her mother, or becoming passive and
withdrawn and then escaping into sadistic or escape fantasies,

or expressing her anger in a passive-aggressive way.
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CEAPTER 5 - CONCLUSIONS

The aim of the present research was to explora the
relationship between the bulimic daughter and her mother.
This aim was based on two assumptions: firstly, that the
relationship would be important in understanding some of the
factors that precipitate and maintain the syndrome, and
secondly, that an understanding of this relationship mray
reveal some information us:ful in terms of therapeutic
approaches/interventions.

Jr L fora sized the mother-Jdaughter relatiorship was found to
be significant. The bulii . J.aghter's perception of her
mother, and her responses t» v, wzre significantly different

from the responses of 'normal?' or non-bulimic daughters.

The present research has established that: bulimic daughiurs
feel emotionally deprived; tney are fully conscious of their
anger towards their mothers, but are afraid of its destructive
power: their most common response to these feelings is to

withdraw into fantasies of rejection, punishment and taking

revenge on their mothers.
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That bulimic daughters experienc: emotional deprivation
is not surprising given the accounts in the iiterature of
the hostile family milieu (e.g. Johnson et al., 1985;
Zuk, 1986) and lack of parental nurturing (e.g. Strober
et al., 1987). The bulimic daughters in this study
perceived their mothers as impotent, ineffectual, and
witharawn (emotionally unavailable). At the same time,
they were also perceived as being domineering and
intrusive. This characteristic is described in the
literature as the mother's ambivalence towards her
bulimic daughter (Kramer, 1983; Zuk, 1986; Hicks, 1982).
Perhaps a mwore accurate way cof understanding this
‘ambivalence' 1s to see it as alternating forms of
regative interaction. Being at times emotionally
unavailable and at times domineering and intrusive
reflects not so much the polarity of negative and
positive feelings, but an inability to rnlate to the

daughter in a positive or healthy way.

It is recognised in the psychoanalytic literature that
bulimic symptoms are to do with anger, and the need to
discharge aggression (Mintz, cited in Wilson, 1983). The
nature ard extent -f this anger as well as the bulimic's
phantasies about it, have however not been explored in

the literature.
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Both bulimic and non-bulimic daughters appear to be angry
with their mothers; the bulimic daughters are conscious
of this anger, the non-bulimic daughters deny it (and
seem to idealize their mothers!. This raises the
question of whether the denial of the anger, or awarenes-
of it, is developmentally appropriate. Another issu

would be the possible reasons for the distinction between
the bulimic's and non-bulimic's response to anger, and
the implications of this both for their relationship with

their mothers, and the development of the syndrome.

Anger is included in the range of normal human emotions.
Anger towards one's mother, particularly curing
adolescence (a time of needing to separate from parents)
would seem to be normal or expected. The essential
difference however, between the bulimic and non-bulimic
daughters seems to be in the QUALITY of their anger. The
bulimic daughter's anger 1is revengeful, sadistic and
omnipotent, coupled with a fear of its destructive power.
This fear of one's own anger is something that bulimics
seem to have in common with children who have been
abused. The quality of the non-bulimic daughters' anger

was, on the other hand, much less extreme.
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* The Bulimic daughter's response to her Mother:
The most common response of the bulimic daughters was to
withdraw into fantasies of reveng- and punishment, while
some of them expressed their anger by becoming passive-
aggressive. Mostly, the non-bulimic daughters responded
by simply withdrawing from their mothers but,
importantly, this was not accompanied by fantasies of

revenge or by passive-aggressive behaviour.

The present study illustrates that the bulimic daughter feels
emotionally deprived and perceives her wother to be
inadequate. The result is that she experiences extreme anger
(as is true for children who have suffered some form of
abuse). Because of the family milieu, however, the bulimic
daughter cannot express her anger openly (she would become
vulnerable to retaliation). Thus, instead of openly
expressing this anger, she (like other abused children) has to
resort to indirect means of expression, such as revenge
fantasies, passive aggressive behaviour, and most importantly,

the bulimia itself.

It could be hypothesized that in the symptoms of bulimia she
re-enacts her emotional situation. Her experience of her
mother as both intrusive as well as withdrawn, is re-enacted
in the binge-purge cycle. Perhaps it could be said that she

replays her relationship with her mother, in her relationship
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to herself and her emotional needs. Recognising her emotional
needs (hunger), she attempts to fill the emptiness she feels
by eating a large smount of food (nurturing herself), but then
deprives herself of it (as her mother deprives her} by purging
it from her body (thus not allowing herself any real
nourishmenc). She thus re-enacts her rage towards her mother,
as well as her own deprivation in her symptom of bulimia.

the findings of this study point to certain issues which would
need to be dealt with in psychodynamic psychotherapy. It
would appear that in the transference, the daughter would be
most likely to perceive the therapist as the "intrusive but
emotionally unavailable" mother. She will regard her as
ineffectual, and most importantly will harbour intense anger
towards her, which she will be unable to express openly. She
will fear that her anger will ‘'destrcy’ the therapist (force
her to withdraw), or that the therapist will be vindictive and
retaliate. She is likely to test the therapisi by acting out,
or resorting to passive-aggressive behaviocur. She will need
to recognise the omnipotent quality to her anger, and the need
to express it openly. All of these issues will need to be
understood and ‘worked through' in the context of her

understanding of her relationship with her own mother.
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5.1 LIMITATIONS O THE PRESENT STUDY

A major limitation of the present study is its focus on the
bulimic daughter's perception or experience of her mother. It
could consequently provide no information on the wother's
actual behaviour in relation to her daughter, neor on the
mother's personality features as measureld by psychometric

tests,

Another important problem with the research was the failure to
check whether any of the women in the sample had been in
psychotherapy as this may have affected their perceptions of
themselves an<’ of their mo*hers. The experience of therapy
would however probably not have changed vradically the
daughter's perceptions, but rather made it more possible for

her to articulate her percertions and feelinas.

An interesting addition to the research would have been to
cevelop a personality profile for each of the subjects. This
may have shed some light on the possible role of the bulimic's

personality in her perception of her mother.

The present study would have been much enhanced if it had been
possible to follow up the subjects with in-depth interviews
about scme of the issues which emerged from the TAT stories

and the descriptions of the mother (e.g. the bulimic
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daughter's sense of deprivation, her anger etc). This was
however, beyond tne scale of the present research.
Alterratively, a much larger sample would have made the

results more generalizable.

5.2 FUTURE RESEARCH

The present research has confirmed the importance of the
mother-aaughter relationship (or at least the bulimic
daughter's perception of this relationship) in an

understanding of bulimia.

Given the exploratory nature of the research, a number of

issues which warrant further investigation emerged.

An important area for future research would involve further
clarification of the bulimic daughter's anger towards her
mother. Research needs to be conducted on the form and quality
of the daughter's anger, as well as important questions svch
as, why (in contrast to non-bulimic women) she is so acutely
aware of her anger, and afraid of its destructive power, and
how it is similar to the anger and fear expressed by abused

children.

A second area for research would be the bulimic daughter's

'pseudo-maturity' evident in the present study by her insight
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into and understanding of her mother. The possible
signficamze of this factor as well as its developmental

implicat .ons need to be clarified.

Thirdly, research needs to be done on the quality of the
mother-daughter relationship, as perceived by the mother, as
well as the actual relationship observable in the interactions

between the mother and bul®mic daughter.

A fourth area of research would be the personalities of the
mothers of bulimics. If it could be established that many
mothers of bulimics have some form of personality disturbance
(borderline features of dependant inadequate features) this
would contribute considerably to an etiological understanding

of the syndrome.

Finally, there is an issue which does not emerge directly from
this study, but which needs to be researched. Weissberger
(1986) noted the feelings of emotional deprivation in bulimic
daughters and their mothers. If this finding is confirmed, it
may have important implications for an underctanding of the
form and content of the mother-daughter relationship. It
raises the question of why, if the mothers of bulimics feel
emotionally deprived, they are also not bulimic. Research
would need to be underiaken on how the mothers express their

sense of deprivation, and if it is in any way related to the
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daughter's ‘choice' of symptom. Lastly, the emotional
deprivation experienced by both bulimic daughters and their
mothers raises the question of the role of the other family

members.

It is likely that the mother-daughter relationship has still
much to reveal about this complex and pernicious syndrome

aftzcting 10% of Western middle class women.
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APPENDIX 1

DSM III (1980) DIAGNOSTIC CRITERIA FOR BULIMIA
(DSM III, 1980, p.69-71).

A. Recurrent episodes of binge eating, rapid consumption of
a large amount of food in a short period of time, usually
less than 2 hours.

B. At least three of the following;

(1) consumption of high caloric, easily ingested food
during a binge

(2) inconspicuous eating during a binge

(3) termination of such pating episodes by abdominal
pain, sleep, social interruption, or self-induced
vomiting

(4) repcated attempts to lose weight by severely
restrictive diets, self-induced vomiting, or use of
cathartics or diuretics

(5) fregquent weight fluctuations greater than ten
pounds due to alternating binges and fasts.

C. Awareness that the eating pattern is abr. rmal and fear of
not being able to stop eating voluntarily.

D. Depressed mood and self~-deprecating thoughts following
eating binges.

E. The Bulimic episodes are not due to Anorexia Nervosa or
any knows physical disorder.

Bulimia

“The essential features are episodic binge eating accowpanied
by an awareness that the eating pattern is abnormal, fear of
not being able to stop eating voluntarily, and depressed mood
and self deprecating thoughts following the eating binges.
The bulimic episodes are not due to Anorexia Nervosa or any
known physical disorder.

Eating binges may be planned. The food consumption during a
binge often has a high calorie content, a sweet taste, and a
texture that facilitates rapid eating. The food is usually
eaten as inconspicuously as possible, or secretly. The food
is usually gobbled down gquite rapidly with little chewing.
Once eatirg has begun additional food may be sought to
continue the binge and often there is a feeling of loss of
contrel or inability to stop eating. A binge is usually
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termina.ed by abdominal pain, sleep, social interruption, or
induced vomiting. Vomiting decreases the physical pain of
abdominal distention, allowing either continued eating or
termination of the binge, and often reduces post binge
anguish. Althoagh eating binges may be pleasurable,
disparaging self-criticism and depressed mocd follows.

Individvals with Bulimia usually exhibit great mcncern about
their weight and make repeated attempts to control it by
dieting, vomiting, or the use of cathartins or diuretics.
Frequent weight fluctuations due to alternating binges and
fasts are commcn. Often these indiviauals feel that their
life is dominated by conflicts about eating.

Associated features: Although most individuals with Bulimia
are within a normal weight range, some may be slightly
underweight and others may be overweight. Some individuals
are subject to intermittent Substance Abuse, most frequently
of barbiturates, amphetamines, or alcohol. Individuals may
manifest undue concern with body image and appearance, often
related to sexual attractiveness, with a focus on how others
will see and react to th-m.

Age of onset: The disorder usually begins in adolescence or
early adult life.

Sex ratio: The disorder occurs predominantly in females.

Course: The usual course is chronic and intermittent over a

period of many years. Usually the Lkinges alternate with
periods of normal eating, or with periods of normal eating and
fasts. In extreme cases, however, there may be a.ternate

binges and fasts with no periods of normal eating.

Farilial Pattern: No information, altnough frequently obesity
is present in parents or siblings.

Impairment and Complications: Bulimia is seldom
incapacitating except in a few individuals who spend their
entire day in bings eating and self induced vomiting.
Electrolyte imbalance and dehydration can occur ir those below
normal weight who vomit after binges.

Prevalence and Predispecsing racters: No information.

Differential diagnosis; In anorexia Nervosa there is savere
weight loss, but in Bulimia tlie weight fluctuations are never
so extreme as to be life threatening. In Schizophrenia trere
may be unusual eating belLaviour, but the full syndrome of
bulimia is rarely present, when it is, both diagnoses should
be given. In certain neurological diseases, such as epileptic
equivalent seizures, CNS tumours, Kliver-Bucy-like syndromes,
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and Klein Levin syndrome, there are abnormal eating patterns
but the diagnosis Bulimia is rarely warranted, when it is,
both diagnoses shculi be given.

DSM I1II-R {1987) DIAGNOSTIZ CRITERIA FOR BULIMIA NERVOSA
(DSM III-R, 1997, p.67)
A. Recurrent episodes of binge eating (rapid consumption of

a large amount of food in a discrete period of time).

B. A feeling of lack of control over eating behaviour during
the eating binges.

0

The person regularly engages in either self-induced
vomiting, use of laxatives or diuretics, strict dieting
or fasting, or vigorous exercise in order to prevent
weight gain.

D. A minimum average of two binge eating episodes a week for
at least three months.

E. Persistent overconcern with body shape and we.lght.

Bulimia Nervosa

The essential features of this disorder are: recurrent
episodes of binge eating (rapid consumption of a large amount
of food in a discrete period of time); a feeling of lack of
control over eating behaviour during the eating binges; self-
induced vomiting, use of l2x. ives or diuretics, strict
dieting or fasting, or vigorous exercise in order to prevent
weight gain; and persistent overconcern with body shape and
weigbt. In order to qualify for the diagnosis, the person
must have had, on average, a minimum of two binge eating
episodes a week for at least three months.

Eating binges may be planned. The food consumed during a
binge often has a high caloric content, a sweet taste, and a
texture that facilitates rapid eating. The food is usually
eaten as inconspicuously as possible, or secretly. The food
is usually gobbled down quite ra,idly with little chewing.
Once eating has begun, additional food may be sought to
continue the binge. A binge is usually terminated by
abdominal discomfort, sleep, social interruption, or induced
vomiting. Vomiting decreases the physical pain of abdominal
distention, allowing either continued eating or termination of
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the binge, and often reduced post-kinge anguish. In some
cases vomiting may itself be desired, so that the person will
binge in order to vomit, or will vomit after eating a small
amount of food. Although eating binges may be pleasurable,
disparaging self-criticism and a depressed mood often follow.

People with Bulimia Nervosa invariably exhibit great concern
about tiieir weight and make repeated attempts to contol it by
dieting, vomiting, or the use of cathartics or diuretics.
Frequent weight fluctutations due to alternating binges and
fasts are common. Often these people feel that their life is
dominated by conflicts about eating.

Associated features: Although most people with Bulimia
Nervosa are within a normal weight range, some may be slightly
underweight, and others may be over~weight. A depressed mood
that may be part of a Uepressive Disorder is commonly
observed. Some people with this disorder are subject to
Psychoactive Substance Abuse or Dependence, most frequently
invelving sedatives, amphetamines, cocaine, or alcohol.

Age at onset: The disorder usually begins in adolescence or
early adult life.

Course: 17he usual course, in clinic samples, is chronic and
intermittent over a period of many years. Usually the binges
alternate with periods of normal eating, or with periods of
normal eating and fasts. In extreme cases, however, there may
be alternate binges and fasts, with no periods of normal
eating.

Familial pattern: Frequently the parents of people with this
disorder are obese. Several studies have reported a higher
than expected frequency of Major Depression in first-degree
biologic relatives of people with Bulimia Nervosa.

Impairment and complications: Bulimia Neurvsosa is seldom
incapacitating, except in a few people who spenrd their entire
day in binge eating and vomiting. Dental erosion is 2 common
complication of the vomiting. Electrolyte imbalance and
dehydration can occur, and wmay cause serious physical
complications, such as cardia arrhythmias and, occasionally,
sudden death. Rare complications include esophageal tears and
gastric ruptures.

Prevalence and sex ratio: A recent study of college freshmen
indicated that 4.5% of the females and 0.4% of the males had
a history of bulimia.

Predisposing factors: There is some evidence that obesity in
adolescence predisposes to the development of the disorder in
adulthood.
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Differential diagnosis: 1In Anorexia Nervosa there is severe
weight loss, but in Bulimia Nervosa (without associated
Anorexia Nervosa) the weight fluctuations are rarely so
extreme as to be life~threatening. In some instances Anorexia
Nervosa occurs in a person with Bulimia Nervosa, in which case
both diagnoses are given. In SchizopLrenia there may be
unusual eatirg behaviour, but the full syndrome of Bulimia
Nervosa is rarely present: when it is, both diagnoses should
be given. In certain neurnlogic diseases, such as epileptic
equivalent seizures, central nervcus system tumours, Kluver-
Bucy-like syndromes, and Kleine-Levin syndrome, there are
abnormal eating patterns, but the diagnosis of Bulimia Nervosa
is rarely warranted:; when it is, both diagnoses should be
given. Binge eating is often a feature of Borderline
Personality Disorder in femeles. If the full criteria for
Bulimia Nervosa are met, both diagnoses should be given.
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APPENDIX 2

THE BULIT TEST

Answer each question by marking the appropriate letter on the
computer card. Please be as honest as possible. Your answers
will be completely anonymous.

1. Do you ever eat uncontrollably to the point of stuffing
yourself (.e. going on eating binges)?
(a) Once a month or less (or never}
{(b) 2 - 3 times a month
(c) Once or twice a week
(d) 3 - 6 times a week
(e) Once a day or mocre

2. I am satisfied with my eating patterns.
(a) Agree
{(b) Neutral
(c) Disagree a little
(d) Disagree
(e) Disagree strongly

3. Have you ever kept eating until you thought ynu'd
explode?
(a) Practically every time I eat
(b} Very frequently
(c) Often
(d) Sometimes
(e) Seldom or never

4. Would you presently call yourself a 'binge eater'?
{a} Yes, absolutely
{b) Yes

(c) Yes, precbably
(d) Yes, possibly
(e) No, probably not

5. I prefer to ea%:
(a) At home alone
{(b) At home with other
_\ (c) In a public rescauran:
(d) At a friend's house
s (e) Do'sn't matter
[
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6. Do you feel you have control over the amount of food you
consume?
(a) Most or all of the time
(b) A lot of the time
(c) Occasionally
(d) Rarely
(e) Never

7. I use laxatives or suppositories to help control my
weight
{a) Once a day or more
(b) 3 - 6 times a week
(c} Once or cwice a weei
(d) 2 ~ 3 times a month
(e) Once a month or less (or never)

8. I eat until I feel too tired to continue.
(a) At least once a day
(b} 3 ~ 6 times a week
{¢) Once or tuice a week
(d) 2 - 3 times a amonth
(e} Once a month or less (or never)

9. How often do you prefer eating ice cream, milk shakes, or
puddings during a binge?
(a) Always
{b) Frequently
(c) Sometimes
(d) Seldom or never
(e} I don't binge

10. How much are you concerned about your eating binges?
{(a) I don't kinge
(b) Bothers me a little
{c) Moderate concern
(d} Major concern
(e} Probably the biggest concern in my life

11. Most people I know would be ~-azed if they knew how much
food 1 can consume at one sitiing.
(a) Without a doubt
(b) Very probably

™ (¢) Probably
: (d) Possibly
X (e) Nc

o

12. Do you ever eat to the point of feeling sick?
(a) Very frequently
(b) Frequently
(c) Fairly often
(d) Occasionally
(e} Rarely or never
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13.

14.

15.

16.

17.

1s8.

19.

I am afraid to eat anything for fear that I won't be aple
to stop.

{a) Always

{(b) Almost always

{c) Freqguently

(d) Sometimes

(e) Seldom or never

I don't like myself after I eat too much.
{a) Alvays

{(b) Frequently

(c) Sometimes

(d) Seldom or never

(e) I donft eat too much

How often do you intentionally vomit after eating?
(a) 2 or more times a week

(b) Once a week

{(c} 2 = 3 times a month

(d) Once a month

(e) Less than cnce a month (or never)

Which of the following describes your feelings after
binge eating?

{(a) I don't binge exat

(b) I feel O.K.

(c) I feel mildly upset with myself

(d) I feel quite upset with myself

(e) T hate myself

I eat a lot of food when I'm not even hungry.
{a) Very frequently

(b) Frequently

(c) Occasionally

{(d) Sometimes

(e) Seldon or never

My eating patterns are different from eating patterns of
most people.

(a) Always

(b) Almost always

(c) Frequently

(d) Sometimes

{e) Seldom or never

I have tried to lose weight by fasting or going on a
‘cra=n' diet.

(a) Not in the past year

(b) Once in the past year

(c) 2 - 3 times in the past year

(d) 4 - 5 times in the past year

(e) More than 5 times in the past year
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20,

21.

22.

23.

24.

25,

I feel sad or blue after eating more than I'd plenned to
eat.

(a) Always

() Almost always

{c) TfFrequently

(d) Sometimes

(e) Seldom, never, or not appl.cable

wWhen engaged ir an eating binge, I tend Lo eat foods that
are high in carbohydrates (sweets an? starches)

(a) Always

(b) Almost always

(c) Frequently

(d) Sometimes

(e) Seldom, or I don't binge

Compared to most people, my ability to control my eating
behaviour seems to be :

(a) Greater than others' ability

(b) Abou: the same

{(c) Less

(d) Much less

(e} I have absolutely no control

One of your best friends suddenly suggests that you both
eat at a new restaurant buffet that night. Although
y 1'd planned on eating something light at home, you go
ahead and eat out, eating quite a lot and feeling
uncomfortably full. How would you feel about yourself on
the ride home?

(a) Fine, glad I'd tried that new restaurant

(b) A little regretful that I'd eaten so much

(c) Somewhat disappointed in myself

(d) Upset with myself

(e} Totally disgusted with myseif

I would presently label myself a 'compulsive eater' (one
who engages in episodes of uncontrolied eating).

{a) Absolutely

{b) Yes

(c) Yes, probably

(d) Yes, possibly

(e) No, probably not

wWhat is the most weight you've ever lost in 1 month?
{(a) Over 20 pourds

(b) 12 - 20 pounds

(c) 8 - 11 pounds

(d) 4 - 7 pounds

(e) Less than 4 pounds
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26.

27.

28.

29,

30.

31.

If I eat too much at night I feel depressed the next
morning.

(a) Always

{b) Freauently

{c) Sometimes

(d) Seldom or never

(e) I don't eat teco much at night

Do you believe that it is easier for you to vomit than it
is for most people?

(a) Yes, it's not problem at all for me

(b} Yes, it's easier

(c) VYes, it's a little easier

{d) About the same

(e) No, it's less easy

I feel that food controls =my life.
(a) Always

{b) Almost always

(c) Frequently

(d) Sometimes

{e)}) Seldca or never

I feel depressed immediately after I eat too much.
{(a) Always

(b) Freguently

(c) Sometimes

(d) Seldom or neve,

{e} I don't eat too much

How often do you vomit after eating in order to lose
weight?

{(a) Less than once a month {(or never)

(b) Once a month

(c) 2 - 3 times a month

{d) Once a week

(e) 2 or more times a week

When consuming a large quantity of fcod, at what rate of

speed do you usually eat?

(a) More rapidly than most people have ever eaten in
their lives

fb) A lot more rapidly than most people

{c) A littles more rapidly tha. most people

{d) About the same rate as most people

(e) More slowly than most people (or not applicable)
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32. what is the most weight you've ever gained in 1 month?
{(a} Over 20 pounds
(b} 12 - 20 pounds
(c} 8 - 11 pounds
{(d) 4 - 7 pounds
(e) Less than 4 pounds

33. Females only. My last menstrual period was
(a) Within the past month
(b) Within the past 2 months
{(c) Within the past 4 months
(d) Within the past 6 months
(e) HNot within the past 6 months

34. I use diuretics (water pills) to help control my weight.
(a) Once a day or more
(b} 3 - 6 times a week
(c) Once or twice a week
(d) 2 - 3 times a month
{e) Once a month or less {or never)

35. How do you think your appetite compares with that of most
people you know?
(a) Many times larger than most
(h) Twuch larger
{c) A little larger
{(d) About the same
{e) Smaller than most

36. Females only My menstrual cycles occur once a month:
{a) Always
(b) Usually
(c) Sometiiwes
{d) Seldom
{e) Never
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APPENDIX 3

DEMOGRAPHIC QUESTIONNAIRE

Please answer the questions below. Remember your answers will
be completely anonymous.

i. AGE it nnnnansn
2. Male ..... Female ......
3. What language doe your perents speak at home?
4. During term time, do you live:
i) at home with parents/family Yes ... No ...
1i) in Wits residence Yes ... No ...
iii) alone Yes ... No ...
ivy) with friend/friends Yes ... No ...
v) other; please specify .. .........
5. How many bro“hers do you have? ......... N
6. What are their ages? ......ccievvnrnnnns
7. How many sisters do you have? ..........
8. What are their ages?T .. ...ccviievesvnennse

9. What is your father's occupation?........
10. How ocld is your father? ..........cv000n

11. What is your mother's occupation? .

12. How old is your mother? ......... .. .ve...

13. What religion is your family? ...........

1€8




14. Are your parents married? Yes ..... No .....
divorced? Yes ..... No .....

separated? Yes ..... No .....

15. Have you ever been treated for anorexia nervosa?

Yes ..... NoOo .....




APPENDIX 4

THEMATIC APPLRCEPTION TEST: <CARDS USED IN THIS STUDY
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APPENDIX 5

THE ORIGINAL BELLAK FORM

The categories included ir the original Bellak form are as
follows;

1. Main Themes: (diangostic level; if descriptive and
interpretative leves are desired use a scratch sheet).

2. Main hero: = L = Y
SEX turirreeriranaiannans
vocation ............
abilities ....
interest .....
traits .......
pody image .
adequacy ...eessenecnaenes
and/or self image ........

3. Main needs and drives of hero:

. a) behavioural needs of hero (as in story)i........
AMPLlYinNg. . et eenrrereeenrnreansoncaacaaannnannnns

b figures, objects or circumstance jntroducsd
implying need for or to;

I o

c) figures, objects or circumstances ommitted;
implying r d for or to;

4. Conception of environment (world) as:

5. a) Parental figures (m ...... f......) are seen as
and subjects reaction tc a) is .

b) Contemporary figures (m.... f....) are seen as
anu subject's reaction to b) is U o
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c) Junior figures (m .... f....) are seen as
and subject's reaction to ¢) is

6. Significant conflicts:

7. Nature of anxieties:

of physical harm and/or punishment ...................
of disapproval .....ieieittieriaiitieenesecreraraanaas
of lack or 1loss Of 1OVe .....iiiiinneronnnennnns
of illness or INJUXY ...vivieiinienninannanns
of being deserted ......ureiirinniennoiisncccannainanes
of deprivation .......c.. ittt it i,
of being overpowered and helplesSs ........cuveeenaenss
of beiny devoured ... ....iiiiriiiienaiiienetaraaeaan

Lo o ¢ T

8. Main defenses aginst conflicts and fears:

. repression .....eveeeeicaenn
reaction formation..........
regressSion. . veiesernenasens
denial...veeeenenneiaanass
introjection... ¢ ciiiiiriiiiiiiiiii it
Iselation. .ttt iiiraiat i
UNAOINg . ittt ittt sssesasoconnonsoassenansssnnsnasanssss
ratinnalization. .. it iiieier ittt et

o7 £ 7= o

2. Adequacy of superego as minifested by 'punishment' for
‘crime' being:
appropriate .....
inappropriate ..
too severe (also indicated by immediacy

of punishment).........
inconsistent.................
EOO 1@Niant...uereenseiinesienssiseenoorssenennnsannns

also:

delayed initial response Or PaUSES......cveuvivenaesa.
& SEAMMEL s et e vsssvsnsaosssssonsosansnronsensssan .
other manifestations of superego interference.........

-
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10. Integration of the ego, manifesting itself in:

He o) a0equUate. . ciuvueerresrecnrensnoasssoavaos
inadequatie. . v cerenassoenceasroanannes

outcome: happVY....:eceecesncones
UNhAPPY -+ s vvsseernsonun
realistiC. vvuenienneivinnnennannnns
unrealistic..

Prive CONtrol..cieseeseeosvennsonennneanane
Thought processes as revealed by plot being:
Stereotyped....c.civiiiniiiiiiiiriatareinanas
original..............
approrriate...........
complate.....veenevnne
incomplete............
inappropriate.........
3 23 =5 o 1~
[ ¢T3 o= o T
contaminated. ... ineiin i iini it i e e e

INt2lligence. vt iientininvienesnsennsassnsosasosenasansnase

Maturational Level.......ceeevveccronrsoonannnssnassonnnsonn

Summary Categories:

Questions 1 - 3: Unconscious structure and drives of
subjects (based on variables 1 - 3).

Question 4: Conception of world.
Question 5: Relatienship to others.
Question 6: significant conflicts.
Question 7: Nature of anxieties.
Qu=stion 8: Main defences used.

™ Guestion 9: Superego structure.

Question 10: Integration and strength of ego.




APPENDIX 6

THE_ADAPTED BELIAK FORM USED IN THIS STUDY

The categories included in the adapted Bellak form were as
foliows:

1 General:

Main theme (descriptive)

Central dynamic (story and approach'to
SEOYY) oo vreveonerernnsaans . e [P e
Main defences.......c.vuuuenn. e eeaaes e e

2. Main hero:

- 1 - .
SEXusronnnsnenranononn
abilities.............
interests.......covviunns
traits.... ..ol
body/self-image...... B

3. Behavioural needs of the hero.......ceveevennenn .
IMPAIYING o ir e ittt e ittt .

4. Nature of anxieties.... ...t iiiineeenenas PN
of physical harm and/or punishment.............. e
of disapproval....... e e e,
of lack or loss of love.............
of illness or injury................
of being deserted......coieenieiriennnennaas
of deprlvatxon..... ................
of being cverpowered and helpless...
f being devoured. e . .
Other. ... cievineennesiacnonss

5. Conception of the World.......ceveeivenneceennnonns
™y 6. Conception of family /particularly Card 2)...... PN
7. Mother-daughter relationship:

referred to:

directly.......
indirectly.............

Who does subject identify with in the picture .....
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8. Mother seen as:

nurturant ....c..00000
demanding......cceev. .
WALT. v varssonoss-sanos
[=2= 3 -
critical..............
tolerant.......00evune

03 41 4 P

9. Boundaries:

enmeshed. . ..ottt enniinnensnioncsossaransnarsnns
clear.....cceen.s
alternate.........
withdrawn.

L= o £ T o

10. Daughter's response to mother..........cciieeeeoonn
11. Significant conflicts in the world...........couu..

12. Significant conflicts with mother...

Summary Categories:
Perception of mother...... .o iiiiinneninneananenenssann
DaUghter 'S IeSPONSE. .. ueeeerersetnsassncsssannecasonosss

Significant conflicts with mother, and in general........

CATEGORIES FOR ANALYSING THE DESCRIPTION OF MOTHER

1. Mother perce.ved as:

NMUXEULANE . ittt it tne e ctnntsetanecensvnasonaasnsos
Aemanding. ..o ieesieien ittt ittt etaaoaannn,
WAL e ¢ o oo nevossnnnsennsssoussssonsanasonennnanasanns
i COLA. vt oennnnnnsonennnnan,
: [ o5 8 =5 K - B
tolerant..

= 8 2 -
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Boundaries

en.eshed.
clear....
alternate...
withdrawn...........
other......

Daughter's response to mother.......... chreceneaen
Signifcant conflicts experienced by the daughter

in relation to mother ................ P
Nature of daughter's anxieties (see list above)....

Precise of description and commer z...... P

Comparison of the TAT stories and descr .*:...n of » > the-.

consistant.... ..o ittt e

ambivalence in both.................. - S,

identical perceptions........ovuevene. « ieaa.

different or contradictory portrayal: . ...,
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APPENDIX 7

BULIMIC CROUP; ANSWERS TO SELECTED QUESTIONS ON THE BULIT

TEST

Question 1:
stuffing yourself?

a) Once a month or less
b) Two to three times a
c) Once or twice a week
a) Three to six times a
e) Once a cay or more

Question 12: Do you ever

a) Very freqguently
b) Freuquently

c) Fairly often

d) Ocasicnally

e) Rarely or never

Question 17: I eat a lot

a) Very frenquently
o) Frequently

<) Cccasionally

4} Sometimes

e) Seldom or never

(or never)

month

week

Do you ever eat uncontrollably to the point of

i5%
45%
25%
15%

eat to the point of feeling sick?

(1)
(3)
(3)
(9)
(4)

5%
15%
1s"
45%
20%

of food when I'm not even hungry.

(3)
16)
(4)
(6}
(1,

15%
30%
20%
30%

5%

Question 2: I am satisfied with my eating patterns.

a) Agree

k) Neutral

c) Disagree a little
d) Disagree

e) Disayree strongly

Question 4:
eater?

a) Yes, absolutely
h) Yes

c) Yes, probably

d) Yes, possibly

e} No, probably not

Would you presently
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(0}
(1)
(3)
(3)
(8)

(3)
(3)
(1)
(6)
(7)

5%
15%
40%
40%

call yourzelf a ‘'binge!'

15%
15%

5%
30%
35%
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Question 10: How much are you concerned about your eating

binges?
a) I don't binge (0)
b) Bothers me a little (4) 20%
c) Moderate concern (5) 25%
d) Major concern (7) 325%
e) Probably the biggest concern

in my life (4)

Question 18: My eating patterns are different from the eating
patterns of most people.

a) Always (0)

b) Almost always (3) 15%

(3] Frequently {7) 35%

d) Sometinmes (8) 40%

e) Seldom or never (2) 10%
Question 24: I would presently label myself a compulsive
eater (engaging in episodes of uncontrolled eating.
a) Absolutely (2) 10%

b) Yes (2) 10%

<) Yes, probably 3 15%

) Yes possibly (9) 45%

e) No, probably not (4) 20%

Question 14: I don't like myself after I eat too much.

a) Always
b) Frequently

<) Somet.imes
d) Seldom or never
e} I don't eato tco much

Question 20: I feel sad or blue after eating more than I

planned to eat.

a) Always

b} Almost always

c) Frequently

d) Sometimes

e) Seldom, never or not applicable
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(15)

(2)
(2)
(1)
(0}

75%
10%
10%

5%

35%
30%
25%
10%
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Question 29: I feel depressed immediately after I eat too

much.

a) Always {9) 45%
b) Frequently (4) 20%
c) Sometimes (7) 35%
d} Seldom or never (0)

e} I don't eat too much {0)
Question 15: How often do you intentionally -vomit after
eating?

a) 2 or more times a week (1} 5%
b) Once a week {(2) 10%
c) 2 to 3 times a month (0)

d) Once a month (0)

e) iLess than once a month or never (17) 85%

Question 19: I have tried to lose weight by fasting or going
on crash diets.

a) Not in the past year (3) 15%
b) Once in the past year (4) 20%
c) 2 to 3 times in the past year (4) 20%
d) 4 to 5 times in the past year (6) 30%
e) More than 5 times in the past
year {(3) 15%
Y
o
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