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CHAPTER 1
Introduction

Caucésian femalés in Western socie_ties} have becbme obsessed with obtaining the
ideal weight and slender body shape. Garner, Garfinkel, Schwartz? and Thompson (1980)
reviewed height and weight data for both Miss America contestants and Blgm
centerfolds for thé years from 1959 to 1978 and found a 10% decrease over the twenty
yéar spﬁnin the avetage weight for height of these worheh. A cursory glance at an array of
popular magazines reveals that this trend toward thinness continues. Most females will
not, for various reasons, be able to achieve this ideal, but that will not stop them from
trying. It is estimated that 40 percent of American women will be engaged in dieting over
.the next year (Brownell & Rodin, 1994). Research indicates however that these attempts-
will be, in the main, unsuccessful. Interestingly, despite our society's pursuit of the thin,
feminine ideal, women actually have grown heavier in the recent past (Brownell &
Wadden, 1992).

Brownell and Rodin (1994) indicate twb assumptions that underlie the pursuit of
the.thin idéal feminine form. The first assumptién is the belief that attaining physical
attractiveness will leadv to both social and psychological benefits. The second assurhption

'~ is that the_body is undér personal controt it can be shaped to meet expegtations. of
.coﬁrse, the corollary to this belief is that the inability to attain the desifed figure indicates. a
o lack of control and a personal failure.
| Acceptance of these ‘assumptions will affect the behavior of most American

women. These women will engage in a continuum of maladaptive eating behaviors ranging



from repeated dieting with occasional binging or pnrging to engaging in these behaviors
to such a degree that they arev diagnosed with an eating diserder. While.only a small |
percentage of these wornen will be diagnosed with eating disorders, most will engage in
eating behaviors, such as chronic dieting, that are unhealthy. Chrqnic dieting, or restraint,
has been shown to lead to disinhibition and to maladaptive eating behavior in samples of
women without eating disorders ( Hsu, 1990; Polivy & Herman, 1985).

Acceptance Qf these assumptions will also lead:to alterations in mood. Research
has shown that failure to achieve the desired body shape can lead to lower self-esteem and
dysphoric mood (Hsu, 1990; Noles, Cash, & Winstead, 1985).

Finally, accepting these assumptions can lead to distorted cognitions about
personal control of eating. These cognitions can, in turn, lead to a cycle of further
maladaptive eating behavior and further alterations in mood. This cycle can have lasting
negative effects of the seif-esteem of women.

A limited a.moimt of research has examined the role that two cognates of personal
control, attributional style and self-efficacy for ‘eating, play in malada_ptive eating (Bennett,
1986; Ber_nier & Avard, 1986; Bradley, Poser, & Johnson, 1980; Foster & Jeﬁ‘rey, 1986;
Glynn & Ruderman, 19?6; Goodrick, Reynaud, Pace, & Foreyt, 1992; Jeffrey, French, &

' Schmid, 1990; Mitcheil & Stuart, 1984; Ogden & Wardle, 1990; Stotland, Zuroff, & Roy,
1991; Stotland. & Zuroff, 199'1;‘Weinberg, Hughes, Critelli, England, & Jackson, 1984).
Hciwever, there has been no exploration of possible interrelationships of these cognates as

- they affect maladaptive eating. This dissertation will explore the possible
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. However, there has been no exploration of possiblé interrelationships.of these cognates as
they affect maiadaptive eating. This dissertation will éxploré .the possible |
mediator/moderator rglétionships between attributional Style and eating self-efficacy as
they affect maladaptive eating. It will also examine the possibility of similar
mediator/moderator relationships 'between aftributional style and perceived control of
eating as these two cognates relate to maladaptive eating. The discussion will begin by
élaboréting on the proximal and distal antecedents to ﬂxalédaptive eating behavior that
merit consideration in the researéh design. Then the three cognates of attributional style, =
eating self-efficacy, and perceived control will be clearly defined. The existing literature
on these cognates will then be examined. Finally a study is discussed that examined the

| interrelationships among attributional style, perceived control, and self-efficacy and their

relationship to maladaptive eating behavior.



‘CHAPTER 2
Statement Of The Problem

Vitouéek-and Qﬁmoto (1993) have developed a bognitive—behavioral model for
anorexia nervosa in which both distal and proximal antecedents lead to symptomatic
behavior, which feeds into a self—reinfofcing pattern. “This model can be genefalized to
include maladaptive eating behavior because thé literature shows that similar cognitive
factors come into play in both diagnosable disordered .éatihg and and maladaptive eating
patterns. A thorough consideration of this model is merited because its antecedents should
be considered in any study of maladaptive eating.
Distal Antecedents: Genetic and Family Factors

Two distal antecedents leading to disturbance in eating are cited by Vitousek and
Orimoto (1993). The first is genetic vulnerability. Twin studieé of anorexics indicate a
50% concordance rate for monozygotic twins, whereas the rate for dizygotic twins is a-
much lower 7% (Hsu,‘ 1990, provides a detailed review of all of these studies). There
have bgen no twin studies published on bulirnicé, but available resealfch does indicate an
increa_sedv_;cenden.cy toward bulimia among first degree relatives of bulimics (Hsu, 1990;
APA, 1994). Both twiﬁ_?md, adoption studies have shown a genetic contribution to the
developm_ent of ob.esity, but recent literature has suggested that genetic factors may
acéount for as little as 10% of variance in actual body weight among adults and children
E - Allison & Heshka, 1993; Epstein & Cluss, 1986; Linscheid, Tarnowski, & Richmond,

- '1988}. There have been no known systematic adoption studies done for anorexics or

bulimics. Thus, the empirical literature on genetic factors has not yet fully explored the




‘potential influence that heredity may have on the dévelopment of eating_ disorders.

The reéearch literaturé has'prqvided ample evi'dencé éf the rple that the family
environment éan play 1n the.prcdiﬁposition Qf fémales tol the development of eating
disorders and obesity. Researchers have described the types of families and family
interactions that might foster the dévelopment of bbesity and eating disordérs ip their
adolescent children (Hecker, Martin, & Martin, 1986; Hsu, 1990; Kinston, Miller, Loader,
& Wolff, 1 900). o

A great deal of systematic research has been done on the etiology and treatment of
childhood obesity. Children of two obese parents have been shown to have an 80% greater
chance than their peers of becoming obese themselves Lincheid et al., 1988). Epstein and

Ahis colleagues have found that treatment of this problem is far more effective if both
parents are actively involved and have changed their eating and>physical activity patterns
alqng with their child (Epstein & Wing, 1987 Epstein, Wing, Kogske, & Valoski, 1986,
Epstein et al., 1989; E.pstein,.McCurley, Wing, & Valoski, 1990).

Summary. Genetic and family factors do appear to play a role in the predisposition
of an individual fo develbp maladaptive eating ﬁatterns, but their influence is limited.
Other antecedents, mué_ﬁ more proximal, such as the disturbance of cbgnitions about
personal control of Wéight'and behavior, appear to exert a greater inﬂuepce over the

development of maladaptive eating (Hsu, 1990; Vitousek & Orimoto, 1993).



‘Proximal Antecedents: Sociocultural Factors, Indiﬁdual Traits, Dep r.ession= and Stress
In théir cognitiyé—behavioral model, Vitousek aﬁd Orimoto (1993) have cited
sociocultural factors as being important pfoxjmal causes in the deyelopment of
maladaptive eating. Concern vﬁth Weight and dieting has certainly been shovwn.to bégin
early in American society and to increase with age. By as early as eight years of age,
children are already expressing desires to be thinner aﬁd rhany have already attempted to
lose weight (Maloney, McGuire;-Daniels, & Specker, 1989) .
As white females move into adolescence, they have reported growing fears of
becoming obese; engaged in more chronic aieting; and employed more maladaptive weight
| Qontrol techniques (e.g., self-induced vomiting and laxative ingestion) (Casper & Offer,
1990; Moses, Banilivy, & Lifshitz, 1989; Story et al., 1991). Distortion in estimates of
ideal body weight have been shown to be widespread, and even underweight adolescent
females have reported that they are heavier than they should ideally be (Moses et
- al,,1989). By the time Caucasian females reach college age, they appear to be deeply
concerned with abtaining and maintaining a thiﬁ body and are likely to use a variety of
risky methods to reacﬁ fcﬁeir ideal (Hesse-Biber, 1989).
. Chronic dieting in an effort to achieve the desired thin body shape has become so
'widespfead that researchers have come to view it as the norm (Polivy & Herman, 1987).
: This same drive for thinness has been noted cross-culturally in samples from other
E "WeSfernized countries (Dolan & Ford, 1991; Paxton et al., 1991). Tﬁe drive for a thin

body appears to relate to socioeconomic status as well as to the assimilation of Western



_cultural norms. A ‘strong inverse relationship has beén noted between pbesity and
socioeconomié status for worhen (qual & Stunkard, 1989). This-relationship appeafs to
also hold trué for black Afemale's from higher socioeconofnic groups (Anderson & Hay,
1991). |

Other researchers, howevef, have noted differences between black and white
females in their concern with weight and dieting (Casper & Offer, 1991; Gray, Ford, &
Kelly 198'7). Disordgréd attitudes about eating and die;cing behaviors in black women seem
to be more related to actual weight problems than they are for white women (Abrams,
Allen, & Gray, 1993).

Neither adolescent nor adult males demonstrate the same concern with dieting.
Both black and white males report fewer concerns about weight and becoming obese
(Casper & Offer, 1991; Story et al., 1991). When males have experienced problems with
weight, they repért using much more adaptive methods, such as increased exercise, to -
change the shape of their bodies (Story et al., 1991).

Summary. Sociocultural factors have proven to be important proximal

_ antecedenfs for fnaladaptive eating behaviors. White females appear to believe that they

can use personal contr.o.l‘to _shape their bodies into their desired thin shape. They become

a dissatiSﬁe_d with the SHapes of their bodies and begin dieting before puberty—-engaging in

inéreasingly risky methods to control their weight. They may well havé been reinforced

. with attention and feelings of pride for their efforts by a society in which chronic dieting

- . has become the norm.

Individual Traits. Vitousek and Orimoto (1993) have also cited individual traits
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-such as low self-esteem, maturity fears, and perfectionism as antecedgnt factors that might
lead to maladai)tive eating behévidr. There are two additiohai factors that should be added
to this list: history of diéting efforts and satisfaction with current body shape (Hsu, 1990).
The relationship between low self-éstgem and increased dis_satisfaction with
physical appearance has been noted in the literature (Garner, 1991; Mable, BalAancev&
Galgan, 1986; Mintz & Betz, 1986; Thompson, 199Q; Fabian & Thqmpson, 1990;
ThOmpson & Thompson, 1986). This relationship api)eafs to be especially salient for the
white adolescent female, who is anst at risk for dissatisfaction with her appearance and
may seek to enhance her self-esteem by exercising control over her weight (Altabe &
Thompson, 1993; Rozin & Fallon, 1988).
| The fear of reaching the physically mature state of adulthood and the desire for
perfection have also been suggested as predisposing factors in the literature on eating
disorders (Garner, 1991; Hsu, 1990). Crisp (1980) has found that fear of maturity can -
lead to attempts to avbid it ny keeping body fat at a point below which puberty can occur.
Slade (1982) has also suggested that the belief ‘that one's performance is always expected
to be of tﬁe highest standards can lead easily to‘either anorexia or bulimia as one seeks to
achieve the desired stavt.e' of thinness.
a Hsu (1990) haé stated that dieting itself may lead to eating disorders and

disturbé.nces. Herman and Polivy (1984) have proposed a boundary rﬁodel for the
reéulatidn of eating that helps to explain how dieting changes the boundaries that normally
~ 'sig'riai the onset Iand offset of eating. Chronic dieting will lead one to ignore the

physiologicalvsigns that signal the need to eat and will stop one before reaching the point



~of satiety. In effect the orgamsm learns to respond to cogmtively 1mposed limits rather
than physrological signs-- leading one to either set closer and closer boundaries or to |
ignore satiety cues and engage in d1s1nh1b1ted eating or b1ng1ng (Herman & Polivy, 1984).
The research that Polivy and Herman have done supports the idea of disinhibition of eating
under a variety of threats to self-control such as ego .threats, low self—esteern, and anxiety
(Herman & Polivy, 1975; Polivy, Heatherton, & Herman, 1988; Polivy & Herman, 1985;
See Ruderman, 1986 for a complete literature review).: Thus, dieting itself may to be an
antecedent factor in the developrnent of maladaptive eating.’
Summary. The individual traits of self-esteem, dissatisfaction with body shape,
fears of reaching physical maturation, and history of dieting have been demonstrated to be
| pivotal factors in the development of maladaptive eating behavior. Caucasian females who
have a low sense of self-esteem and are dissatisfied with the shape of their bodies, or those
who express fears of physical maturation, will engage in restriction of caloric intake.
Repeated dieting can exacerbate maladaptive eating behavior by altering the boundaries of
satiety, thus setting up a cycle for further maladaptive eating. |
_Depression. Vitousek and Orimoto (1993) have noted depression as a consequence
of engaging in eating disordered behavior. Depression however can also be a contributing
antec'edenl in maladaptive eating (Hsu, 1990). It has been found to be an important
‘predict‘or of binge eating behavior in bulimics and binge eaters (Greenl)erg, 1986;
Greenberg & Harvey, 1987). Obese subjects who binge are more likely to display
- signiiicantly increased depressive symptomatology than obese subjects who do not binge

(Marcus, Smith, Santelli, & Kaye, 1992). Bulimics have also been reported to experience
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-more dysphoric moods than nonbulimics (Johnson & Larson, 1982; Schlesier-Carter,
Hamilton, O'Nail, Lydiard, & AMalCoh»n, 1989). For both anofexics and bulimics cogniﬁve
schemata relafed to negative body attitudes ha;/e‘been démonstrated to be the most
important predictor of severity of depression (Laessle, Kittl, Fichter, & Pirke, 1988).

Summary. The level of depfessibn has also been established to be an important
proximal contributor to maladaptive eating behavior. It appears to serve both as an
antecedent toand a gansequence of patterns of maladaptiVe eating.

Stress. According to Vitousek & Orimoto (1993’) daily stresses can serve as the

immediate precipitants of maladaptive eating behavior. These stresses can be as minor as a
negative comment about appearance. However, even minor stresses are enough to begin a
’ .Wide range of maladaptive eating behaviors and to promote the distorted notion that
psychological distress will be mitigated by control of wéight ( Garner, 1991; Hsu, 1990;
Vitousek & Oﬁﬁoto, 1993).

Summary: Prokimal factors such as stress, depression, and individual traits may
lead to maladaptive eating behavior. Because of their relationship to maladaptive eating,
these factors should be considered in any study.of such behavior.

Consequences of Maladaptive Eating Behavior
- Maladaptive éating behaviors and cognitions lead to both positiye and negative
bco‘nseqﬁences. ‘Reinforcement may be obtained both by the admiratioﬁ of others and by
o the increased feelings of control that may be achieved (Vitousek & Orimoto, 1993).
- Negafive physical consequences have also been demonstrated to resuit from maladaptive

eating behaviors and cognitions. Persistent restriction of caloric intake may lead to
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anorexia, which affect 0.5 to 1.0% of the populatlon (APA, 1994) Among the medical
sequelae of thlS disorder are amenorrhea, emaciation, hypotensmn cardlovascular
problems, and anemia (APA, 1994). Per51s';ent binging and purging of food has been
known to lead to the diagnosis of bulimia, which affects 1 to 3% of the female population
(APA, 1994). Physical sequelae fof this disorder include extreme erosion of deptal enamel,
cardiomyopathy, électrolyte disturbances, and cé.rdiag arrhythmias (APA, 1994). Obesity,
which #ffects 24% of Amen'can women, (Brownell & -Wadden, 1992) can lead to
hypertension, diabetes, and to an increased mortality rate (Stunkard, 1984).

Summary. A cognitive-behavioral model developed by Vitousek and Orimoto .
(1993) was discussed in order to elucidate the antecedents, the behaviors, cognitions, and
consequences of maladaptive eating. Noteworthy in this discussion were the findings that
eating disturbances arise out of the assumptions that the body ié under personal control
and that it can be shaped to meet the expectations of society. Thus white adolescent
females, particularly those of higher socioeconomic sta.nding, have been shown to engage
" in a variety of maladaptive behaviors to attain fhe goal of a thin body. White females found
to Be particularly at risk for the development of eating disturbances are: those
experiencing low self-eé_feem and negative affect because these lead ‘tb intensified body
' dissa’tiéfac_ﬁon; thoseAvlvho fear maturation or who have a high drive for perfection; and
thdse who aré chronic dieters. |

The proximal and distal factors are important because they should be considered
- in any study of maladaptive cating behavior. The next section of this dissertation will

elaborate on the three cognates of personal control that were explored: attributional style;
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self-efficacy; and perceived control. Each of these concepts will be defined and then the

general research supporting each will be briefly discussed.
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CHAPTER 3
Cognates of Personal Control: Attributional Style; Self-Eﬁicacy,' and Perceived Control

The cbnstructs ’oAf attributional stylg, seif-eﬂicacy, and perceived control arise from
Wﬁite's (1959) theory of effectance motivation which posits that people desire to interact
with the world effectively. As Petefson and Stunkard (1992) point out, although these
constructs are all bcogn'itive in nature and each déals with how well an individual functions,
there a.fe distinct differences among the three. The discussion that follows is designed to
delineate these differences.
Attributional Style

Peterson and Stunkard (1992) indicate that attributional or explanatory style arose
from the reformulated learned helplessness model of depression. Attributional style is the
consistent manner in which people make causal explanations for life events (Abramson,
Seligman, & Teasdale, 1978). People make  attributions for the cause on three
dimensions: intemal-ekternal, stable-unstable, and global-specific. (Hereafter these
dimensions each of which, occur .in a continuurh will be referred to as internal, stable, and
globalf) Péople’s attributional styles fall along é continuum ranging from optimistic to
pessimistic (Seligman, A1.'992). Research has shown that people’s epranatory styles can
" increase their chances 4of experiencing heIplessness, lowered self-esteem? and depression
(Peterson & Stunkard, 1992).

o Empirical research has supported the notion that attributional style can predict

: ’outéémes in a number of domains and over time (Seligman, 1992). Négative attributional

style has been found to predict the occurrence of depression in children, adolescents, and
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adults (Nolen-Hoeksema, Girgus, & Seligman, 1986; & Peterson, Schwartz, & Seligman,
1981; Seligmah etal, 1984;).. It has also been emplby'ed to pre&ict academic achieverhent
in elementary' and collegé students (Nolen-Hoéksema, Girgus, & Seligman, 1986;
Peterson, Colvin, & Lin, 1992). Finally, explanatory style has also _been used to predict
risk for physical illness (Peterson, '1988; Peterson, Seligman, & Vaillant, 1988)'. Although
attributional style. has been shown to be a valuable construct aﬁ'ectihg one's sense of
personﬂ control, none of the dimensions, as measured vby the current available assessment
instruments, tap directly into the"s‘en_se of perceived control.

Self-Efficacy
In Bandura's social learning theory, great importance is placed upon the role of

vicarious learning and positive reinforcement in the modification of behavior (Peterson &

Stunkard, 1992). Modeling is the behavioral mechanism that is .evmplo'yed to enhance an
observer's personal control, or sense of self-efficacy for a specific situation (Bandura,
1977, 1978, 1986). Within the broader frame of self-efficacy, there are two distinct types
of expectations (Bandura, 1978). Efficacy expéctations are those cohcerning the person's
perceived_abilit_y‘ to perform a behavior. Outcorhe expectations are the beliefs the person
holds about the positng hutcoihes of performing a behavior (Banduré, 1978). Both types
of ex’péctations must he enhanced for an overall increase in self-efﬁcacy.to occur and
behavibral change to take placeb(Ba.ndura,‘ 1978).

* There have been many domain-specific empirical investigations of self-efficacy.

- The ehhancement of self-efﬁcacy through modeling has been shown to reduce snake

phobias; as a predictor of behavior in an assertiveness training program; and to decrease
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-vulnerability in settings where physical risk is invol?ed (Bandura, Adams, Hardy, &
Howells, 1980.; Ozer & Bandpra, 1990). In the clinical doniain, decreased self-efficacy has
been demonsfrated to relate to increased depression (Devis-Berman, 1988; Kavanaugh,
1992). In the area of health behavier, self-efficacy has been used to predict relapse in
smoking cessation; has been found‘to be related to health behavior change; .and' has been
used to enhance coping in those patients with chronie disease (Condiotte & Lichtenstein,
1981; DiClemente, 1_981; Strecher, DeVellis, Becker, & Rosenstock, 1986; Holman &
Lorig, 1992).
Kirsch (1982, 1985) has been an outspoken critic of Bandura's construct of self-
efficacy. He has criticized Bandura's snake phobia studies because of the failure to
| account for the role that personal incentive plays in behavioral change. He has also
criticized Bandura's use of questionnaires that assess willingness to approach feared
stimuli rather than measuring ability to engage in such behaviors (Kirsch, 1985).
Perceived Control
Weisz and colleagues have developed e model of perceived control that differs
.frorvn the other two dischssed (Rothbaum, Weiez, & Snyder, 1982). They see two
processes involved in pe'rceived' control. In the first process, the persoh perceives that he
- or she :has control over the environment and can change it -- this is known as primary
cohtrol. If the person does not perceive that he or she has primary coﬁtrol, he or she may
s then chahge to fit the environment and this is known as secondary control. Perception of
= secdpdary control may lead to those behaviors that other personal coptrol theorists would

note as indications of the perception of uncontrollability. For example, the person
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exercising this type of control may withdraw from fhe situation and may attribute his or
her failur.e to éhance, limited ébilify, or to others more powéfful than himself or herseif.
Weisz and hJS colleagqés (1982) argue that foﬁr types of secondary control may be gained
in fhis fashion: predictive control, illusory control, vicarious contrql, and interpretive
control. The_.se four forms allow the person to make sense out of seemingly nqncoritingent
events (Rothbaurﬁ et al., 1982). Weisz et al. (1982) state that the pgople most likely to
seek sécondary cont_rol are those experiencing récurrerit failure or chronic disability; and
those with low self-esteem. Band and Weisz (1988) found that children employ some
combination of primary and secondary control in their coping behavior and that few
children will ‘entirely relinquish personal control.

| Weisz and his colleagues have studied the developméntal progression of perceived
- control and have identified two major dimensions: contingency and competence. They
found that the judgement of contingency for events with uncontrollable outcomes
decreases with age and that ébility to distinguish skill-based outcomes from those based
* upon chance increases with age (Weisz, 1980, Weisz, Yeates, Rober_tson, & Beckham,
_ 1982). Héwevef, in an analysis of the developniental literature related to locus of control
Weisz's and Stipek's (1932) findings were equivocal. They attributedthe lack of
signiﬁéant_‘ findings to fhé failure of the literature to distinguish between fche two
dimensions of perceived control which have demonstrated different dévelopmental
- pa'Ac‘terns.v Ignoring these two dimensions may also have led to equivocal findings in adult
: istudiés of health behavior (cf. Schank & Lawrence, 1993). |

Weisz and his colleagues have continued to examine the role of competence and
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contingency in children. They have found these twé dimensions of pe_rc_eived control to be
related to proBlem solving duﬁng the;apy (Weisz, 1986). Iﬁ §tudiesA of depressed children
and adolescéﬁts, they héve established thatllow levels of‘ perceived competence and
perceived contingency are related to higher depression scores (Weisz, Weiss, Wasserman,
& Rintoul, 1987; Weisz, Sweeney, Proffitt, & Carr, 1993).

Summary. The three cognitive personal. contfol constructs of attributional style,
Self-efﬁca-cy, and percéived control are quite different tPeferson & Stunkard, 1992).
Attributional style consists of the habitual ways one uses to explain events and constitutes
a generalized way of interacting with the environment. Self-efficacy is more domain-
specific and involves expectations made for both behavior and outcomes. Perceived

| c;ontrol is a general concept that has specific ramifications. It consists of two dimensions:
perceived competence and pérceived contingency that operate through primary and
secondary processes.

The empirical 1iterature on the relationship of these three constructs to eating
behavior is relatively sparse. Thé following reﬁew of the available literature suggests a
dirécti_on for both thé.present, as well as future; empirical investigations.

Self-efficacy, Attributi@ris, and Eating Behavior
- First, it should-be noted that no pﬁblished studies were found anglyzing the
coﬁnections bAetween perceived control and disturbances of eating. Thérefore, the
f folio“ﬁng review will explore the published empirical literature on attributions and weight
: contfol and on self-efficacy and dieting.

A few general remarks can be made about the literature in this area. Most studies
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of both attribution and self-efficacy have been conducted using participants' in weight
control progrems, thus linﬁtidg the generalization of their ﬁndings td other populatiods.
These studiee varied in ~the type of weight control metheds employed, in the average ages
and percentage overweight of the .subjects, and in the measures of‘the personal control
cognates they utilized. Of course, these variations led to mixed results. It ehopld also be
noted that no puelished studies were found that replicated the method and results of
earlier‘works. |

Attributions and Weight Control. Only three empirical studies were found
exploring the role of attributions in weight control ( Goodrick, Reynaud, Pace & Foreyt,
1992; Jeffrey, French, & Schmid, 1990; Ogden & Wardle, 1990). All three studies

| employed subjects enrolled in weight loss programs. These programs included a six-week
self-designed diet, four different diets relating to hypertension prevention, and a very low
calorie diet. Gender was mixed in only one study (Jeffrey et al., 1990). Only one study
employed the Attributional Style Questionnaire (Ogden & Wardle, 1990); the other two
- studies relied on nonstandardized methods. The duration of these programs ranged from 6
weeks to 3 years ( Jeffrey et al., 1990; Ogden & Wardle, 1990). Despite the variations in
methods, some sinﬁlari’;ies do emerge in the findings. |
- Ogden and Werdie (1990) attempted to use attributional style to predict diet
breakihg behevior and found that internal attributions for negative events did indeed
: predict dietary lapses. Jeffrey et al. (1990), who conducted a longitudinal study of 4
~ diﬁ‘el;ent hypertension prevention diets, noted that participants who fe.iled to adhere to

weight-loss diets were much more likely than those participants who succeeded to make
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Jinternal attributions for their noncomphance Goodnck and his colleagues (1992) also
found subjectswho perceived themselves as fallures made more internal attributions for
their lack of success arld attributed very little of the achleved outcome to the treatment
program.
Summary. It appears that tllose who engage in dieting and make intemal
 attributions for negative outcome (ie., eating nondietetic food or failure to lose weight)
may be at risk for diet‘breaking behavior. However, wllat is missing in these studies is the
determination of perceived control over aversive outcomes. Perceptions of control over
negative diet mltcomes may indeed play a pivotal role in influencing the success of future
weight loss attempts.
| Eating Self-efﬁeacy and Weight Control. Eating self-efficacy can be defined as the
perception that one can control one’s eating in various social and emotional situations.
Studies in this domain of self-efficacy also use a variety of assessment measures and
treatment packages. All but ‘one study (Stotland, Zuroff, & Roy, 1991) employed
- subjects who were involved in weight loss programs Studies of self-efficacy and weight
control can best be divided into those using sta.ndardlzed measures of self-efficacy and
those using honstandarcllzed inventories.

. Five studies used nonstandardized measures of self-efficacy to predict such things
as bgencler diﬂ‘erences in eating pattems, attrition from a weight loss pregram, and the use
- of é c'onclitioned response (Bennett, 1986; Bernier & Avard, 1986; Bradley, Poser, &

o Johhson, 1980; Foster & Jeffrey, 1986; Mitchell & Stuart, 1984). In these studies, one

used mixed gender (Foster & Jeffrey, 1986), whereas the other three studies used only
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females as subjects. Various forms of treatment with differing duratiqns were employed.
The findings ﬁom these studies shbw béth similarities and diﬁ’erenqes. . |

Fostef and Jeffréy (1986) examined geﬁder diffefences in self-efficacy and eating
restraint with the following ﬁndings: there was no gender differencg in weight loss but
females maintained the loss better; men ate more in sbcial situations, while ét pretréatment

- women ate more in response to mood; and there were no diﬁ’erences at post treatment in
éxpreséed ability to control eating. Bradley et al. (1980) stated that only their subjects’
outcome expectations were correlated with the actual amount of weight they lost.

Mitchell and Stuart (1984) assessed the relationship between self-efficacy and
attrition among females involved in the Weight Watchers program and found that drop-

| Quts lost less weight and reported less confidence each week in reaching their goal weight.
Bennett (1986) explored the relationship between initial efficacy, outcome expectations,
the amount of weight lost, and attrition in two weight loss groups. Bennett found that
there was only weak évidence for the ability of expectations to predict either weight loss

~ or attrition. Similarly, Bernier and Avard (1986) studied the effect of self-efficacy on

weigh_t loés enhéncement and attrition. They coﬁcluded that there was no significant

relationship between vsfeigh_t loss during treatment or at the six-month follow-up to

~ changes in self-eﬁicaéy. .Thus, the ﬁndings on attrition and weight loss are mixed in this

'grbup of studies, probably because of the differences in samples and questions employed
- to assess the components of self-efficacy.
| A small number of studies have assessed the role of self-efﬁc#cy in eating behavior

mainly using instruments that were developed specifically for this purpose (Glynn &
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_ ‘.Ruderman, 1986; Stotland & Zuroff, 1991; Stotland, Zuroff, & Roy, 1991; Weinberg et
al., 1984). Thfee of the four étudies used a weight loss popuiatioﬁ and one employed. a
student sampié. Two of these studies used mixed gendef samples (e.g., Glynn &
Ruderman, 1986; Weinberg et al., 19v84), and there was a wide range of ages across the
various samples. Again, this body of literature is characterized by thé use ofa variety
measures and sarﬁples,' and by equivocal fmdingbs.

Weinberg and éolleagues_ (1984) compared a gfoup of weight loss subjects that
were high in preexisting sel.f-efﬁc'acyv with another group whose self-efficacy was raised
through experimental manipulation. They found that those with higher levels of preexisting
self-efficacy lost more weight, whereas the experimental manipulation group experienced a
gradual increase in self-efficacy but did not experience the same degree of weight loss.

Glynn and Ruderman (1986) developed a two factor sceile of eating self-efficacy
and administer& it to a group of 32 weight loss program participants. They reported that
althqugh self-efficacy increaséd over the course of treatment, it was not related to weight
loss among the participants. Stotland and Zuroff (1991) employed a series of three
quéstipnnéires tapping into different aspects of Self-efﬁcacy on a treatment program
sample and reported tﬁaf §v¢ight loss did not relate to either situation- or behavior-based
© measures of self-eﬁiédcy?but .was related to a goal-based scale that addressed specific
‘we.ight loss obj_ectives.

~ In a study using a student sample, Stotland et al. (1991) looked at the relationship
. of sitﬁation-based eating self-efficacy and dietary restraint. They found that low self-

efficacy was related to disinhibition of eating after a high calorie preload. The ﬁndingé in
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this study indicate that low-self-efficacy results in a. perceived loss of gontrol over eating in
those who dief regularly. | -

Sumrﬁggy. The_feview of the empirical literature on self-efficacy and dieting points
out several weaknesses. First, all but one of the sfudies mentioned-above utilized obese
persons as the target population. These studies also examined only two cognates of
personal control, attributional style and self-efficacy. _Also, these studies examined the
constructs separately #nd used a variety of meésures td assess these cognitive processes.
Finally, only one of these studies (Stotland & Zuroff, 1991) measured depression.

Petrin and Chaney (1993) used a more general population to explore the
relationships among eating behavior, self-efficacy, attributional style, and depression. In

| an initial exploratory study, 31 male and 38 female college students completed the
~ Attributional Style Questionhaire (ASQ; Peterson et al.,1982), the InVentory to Diagnose
Depression (IDD; Zimmerman et al., 1986), the Eating Disorder Inventory--2 (EDI,
Garner, 1991), and the Eating Self-Efficacy Scale (ESES; Glynn & Ruderman, 1986).
- Significant differences were found between depressed and nondepres_séd subjects on seven
of fhe_eigl_ﬁ subécales. of the EDI, indicating thét depression is associated with increased
disturbances in eating ;t)lelliefs and behaviors. Higher levels of depressibh severity were also
' signiﬁ'éanﬂy related t'o.. more global attributions for eating related negatiye events.
HdweVer; deﬁressioh did not'signiﬁcanﬂy» affect eating self-efficacy. |

 Petrin and Chaney (1994) repeated this study with 32 males and 68 females. The
. only éhange was the manner in which eating self-efficacy was measured (i.e., Weight

Efficacy Lifestyle Questionnaire; Clark et al., 1991). In this study, two separate stepwise
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~multiple regressions tested for gender effects in the'relationship of depressibn, eating self-

efficacy, and rﬁaladaptive eati.ng. Th¢ results of this study in.dicated.that although |
depression wés signiﬁgé.ntly associated with eating distﬁrba.nce in both genders, eating
self-efficacy was a salient variable only for females.
Summary

The empirical literature has linked attlibutional style and eating self-efficacy
separately with veatingv disturbance. Depression and gehdér appear to exert an important
influence upon both of these corist'ruycts of personal control as they relate to eating
disturbance. These variables should be taken into account in any future study of the
constructs of personal control.

The two process model of percéived control has received little empirical attention
in the eating disorder literature and the interrelationship of all three cognitive constructs

has yet to be explored. The next section of this paper proposes a study that will examine

these issues.
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CHAPTER 4
' The Present Study
To dafe, researph in the area of personal control and eating disturbance has
concentrated on the effects that two of the cognates, eating self-eﬂicacy, and attributional
style, exert on eating disturbance.: .Self-efﬁca'cy has been found to have a relatipnship to
maladaptive eating as has attributional style (Ogden & Wardle, 1990; Petrin & Chaney,
1993, 1994). Howeyér, no attention has been devoteci eiploring the relationship between
perceived control of eating and maladaptive eating behavior. More significantly, no
attention has been devoted to determining if a relationship exists among the cognates of
personal control (i.e., attributional style, eating self-efficacy, and perceived control). The
| present study sought to explore the potential relationships among these three cognates as
each related to maladaptive eating behavior. Because attributional styles has been
conceptualized as being stable across situations, the dimensions of attributional style were
chosen as potential mediator/moderator variables of the other two cognates (Seligman,
 1992). Also because internality, stability, and globality have been shown to have different
effects on‘the level of eating disturbance, they Were examined separately (Brdwn & Siegel,
1988; Petrin & Chanéy,‘ 1994).

" Several poterifial relationships may exist among the cognates of personal control.
wifh regards fo maladaptive eating behavior. For example, attributional style, self-eﬁicacy
N for eating, and perceived control of eating might exist independently of each other. Each
- 'coghéte would then contribute separately to maladaptive eating behaﬁor. The dimensions

of attributional style, eating self-efficacy, and perceived control might also have two other
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‘types of relationships.

First, these variables rﬁight have a mediational‘relatibhship. ‘Baron and Kenny
(1986) have éaid that a ~mediat'or accounts for fhe relatidnship between a predictor variable
and a criterion variable. Thus, the three dimensions of negative attributional style might
account for association between eéting self-efficacy or perceived control of eatjng and the
sum score on the EDI. This relationship would requj_re that the predictor variable and the
éﬁt’erién variable not have a significant association outéidé of that which would be
mediated by the internal, stable, and global dimensions of attributional style (See Figure
1).

Baron and Kenny (1986) have clearly delineated four conditions that must be met
for a mediator variable to account for the relationship between a predictor and a criterion
variable.

1. The predictor variable must be related to the outcome variable. In this case, -
eating self-efficacy and/ or perceived control of eating would have to be related to eating
disturbance.

2. bThe predictor must be related to the i)otential mediator variable. Eating self-
efficacy and/or percei\}e_d control of eating would have to be related to the three
dirﬁe’n’éions of attn'buﬁonal style.

3. Thé mediator variable must be related to the criterion variable after controlling
o for the pfedictor variable. Internality, stability, and globality would have to be related to

- eating disturbance after controlling for the effects of eating self-efficacy and perceived

control of eating.
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4. The effect of the predictor variable on the outcome variable must not be
significant once the effect of fhe rriediator variable is removed. The effect of eating self-
efficacy and/er perceived control of eating on eating dis;curbance would not be significant
onee the effects of internality, stability, and globality were removed.

Second, it is possible that ene cognate serveS a moderator between ‘one or both of
the other cognates and maladaptive eating behavior. .Baron and Kenny (1986) have
defined a 'moderator_ as a variable that affects the strength' and the direction of a
relationship between a predictor.vaﬁ_able and a criterion variable. It is possible that
attributional style would moderate the relationship between eating self-efficacy aﬁd
maladaptive eating behavior. Thus the strength or direction of the association between the

| predietor, eating self-efficacy, and the criterion, the EDI sum score would be changed by
the internal, stable, and global dimensions of negative attributional sfyle (See Figure 2.).

Baron and Kenny (1986) have suggested three conditions pertinent to the test of
moderation:

1. For a moderational hypothesis to be supported, the interaction term between the
moderatof and the predictor must be signiﬁcanﬂy related to the outcome variable. The
present study looked af_ 'ehe_inferaction of the three dimensions of attﬁbﬁtional style with
eating 'self-efﬁcacy ahd with the perceived control of eating. For a moderator relationship
to ‘exi‘stv, each of the interaction terms would need to have been signiﬁeantly associated

- with 'eatihg disturbance, after controlling for the main effects of these variables.
| 2. To provide a clearly interpretable interaction term, it is desirable that the

moderator variable not be correlated with either the predictor or with the outcome
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wvariable. Although the interpretation of the interacti.on is facilitated whe_n the moderator is
unrelated to thé outcome, thi§ is rdrel_y observed and does riof invalidate. the existenceb ofa
moderator rel-ationship.. .In the present sfud_y, if was antiéipated that attributional style
would be associated with'eating disturbance.

3. It is also suggested that rhoderator’ variables and predictor variables funcfion at
the same level in their role as causal variables, i.e., bqth function as indepen&ent variables.
In the f)resent study, the three dimensions of attﬁbutioﬁal 'style', eating self-efficacy, and
perceived control of eating were expected to function as independent variables.

To accurately determine the relationships among the cognates of personal control,
it was necessary to control for other variables potentially influencing maladaptive eating
'behavior and cognitions. Research has indicated that both males and females within the
college population are very concerned about issues of body shape and weight. However
because each gender expresses different concerns about these issues, the decision was
made to limit this inve.stigatién to females (Altabe & Thompson, 1993; Casper & Offer,
~ 1991; Rozin & Fallon, 1988, Story et al., 1991).

_ Tﬁe present study also noted the race, sbcioeconomic status, level of depression,
and recent dieting historsl of the participants, because most of these variables have been
* found to b_.e pertinent fo the developmentbof ‘eating disturbances (Casper‘ & Offer, 1991,
‘Grveenb'erg; 1986; Hsu, 1990; Polivy & Herman, 1987; Sobal & Stunkard, 1989;
Vitousek & Orimoto, 1993). The decision was made to include each of these variables in
- - ‘the irﬁtial regression analyses. In this way, their contribution to the vaﬁance in maladaptive

eating behaviors could be clearly defined.
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Several studies have explored the relationship of attributional style to self-efficacy
and perceived contrOI as regafds chronic illness (Chaney, Ufotsky, ef al., 1996; Chanoy,
Mullins, et al.., 1996; Schiafﬁno & Revenson, 1992). However, because no such literature
is‘available in the area of eating dis‘turbances,‘the present study was exploratory in nature.
The following questions regarding fnediator/fhodérator relationships were examined

Mediator Relationships:

1. Do intemal; stable, and global attributions for riegative, events mediate
relationship between eating self-éﬂicacy and eating disturbance as measured by the EDI
after controlling for the effects of depressive symptomatology, race, socioeconomic status,
and recent history of dieting?
| 2. Do internal, stable, and global attributions for negative events mediate
relationship between perceived control of eating and eating disturbance as measured by
the EDI after controlling for the effects of depressive symptomatology, race,
socioeconomic status,band recent history of dieting?

Moderator Relationships:

3. Do internal, stable, and global attribotions for negative events moderate
relationship between eé;iog self-efficacy and eating disturbance as measured by the EDI
~ after ’controlling for iho eﬁ'octs of depressive symptomatology, race, socioeconomic status,
'anc.i recent hisfory of dieting? |
 4.Do internal, stable, and global attributions for negative events moderate

- relationship between perceived control of eating and eating disturbance as measured by
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b, the EDI after controlling for the effects of depressiQe symptomatology, race,
socioecononﬁé status, and recent history of dieting? :

In sufhmary, th‘e- present study exanﬁnéd the rolé that the three dimensions of
attﬁbutional style played in the association that eating self-efﬁcacy‘ and perceived control

of eating with maladaptive eating behaviors.



30

‘CHAPTER 5
Methods
Participants aﬁd Procedﬁre

Data were collected from 96 females enrolled in Introductory Psychology classes
at university in the southwest. No attempt was made to exclude participants oh the basis
of their current weight status or dieting history. The minimum age required for
pé.rticipation was 18 yéars. Participants ranged in age froin 18 to 30 years, (M=18.86,
SD=3.96).

Partiqipants attended a scheduled group session during one of two data collection
periods--in November, 1994 or April, 1995. Each participant was given a prenumbered
Apacket and ‘was allowed to work at her own pace. The experimenter and her assistants
were available at each session to answer any questions that arose. One extra credit point
was given to each participant as she turned in the completed packet of information.
Instruments

Five inventories were included in the pécket that each participant was asked to
.complete. ;Packe‘ts were arranged in an invarian;c order.

Backgrgund Infpﬁnatibh. The following information was obté.ined on this sheet:
height 'and weight, agé, year of studies, réce, and parents' level of education. Besides
providihg basic demographic information about the population, this sheet was used to
- cor“npute'the percentage that the subject was over- or underweight. The sheet also

. ‘contained questions pertaining to weight and dieting history. Data obtained from the



‘background information sheet was used to estimaté the socioeconom_ic status of the
participants. (éee Appendix A)

In thjé study 79.2 percent of the subjects were Caucasian. Asian-Americans
constituted an additional 11.5 percent, and Aﬁican-Americans, Native-Americans, and
Hispanics comprised 9.3 percent of the participants. .Paxticipants were predonﬁnantly
(85.4%) enrolled as freshmen and sophomores. Participants were primarily from middle
class sécioeconomic_ backgrounds (71%).

Perceived Control. The Perceived Control of Weight and Dieting Questionnaire
(PCWD) was developed for this study. It was designed to tap into Weisz's two factors of
perceived control--competence and contingency. This instrument consists of ten

| statements related to perceived control of eating, weight, and self-esteem. Five of the
statements are general in nature and the other five reflect the individual's estimate of her
perceived control in these areas. Subjects were asked to choose one of four phrases that
best reflected the truthfulnesé of the statement for her. The internal consistency for the

- PCWD in this study was .70. (see Appendix B).

| | Dépreséion. The Inventory to Diagndse Depression (IDD; Zimmerman &

Coryell, Corenthal, & Wilson, 1986). is a 22-item instrument that waé émployed 10 assess

" the se\}erit'y of depreééivé symptomatology. Each of the items of the IDD is a group of

ﬁvé statements, arranged in order of increasing severity, that assesses é single depressive |

e syrhptoni. The IDD is similar to other self-report measures of depression (e.g. Beck, et al.,

: 1961). A severity index of depressive sjrmptomatology was obtained by summing the

items.
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The IDD has been shown to be a reliable and valid measure cf depression
(Zimmerman & Coryell, 1987‘; Zimmcnnan & Coryell, 1988v;7Zimmerman etal, 1986). It
has been den‘l.onstrated‘ fo have good diagncstic concordance with semi-structured
interviews (Zimmerman et al, 1986). Only 18 of the original 22 items were used for this
study. The four items eliminated were those that do not directly relate to DSMfIV criteria
for a major depressive episode (APA, 1994) (see Appendix C). The internal consistency
for thic measure was 84 -

Eating Disturbance. The Eating Disorder Inventory--2 (EDI; Garner, 1991) was . -
used to measure the level of eating disturbance experienced by the subjects. This
instrument consists of statements which subjects endorse by choosing one of six answers
vranging from "Always" to "Never". The first 64 items from the EDI were used in this
study because they compose the original EDI on which all of the psychometric research
has been performed (Garner, 1991). These items comprise eight subscales including:
Drive for Thinness, Bﬁlimia, Body Dissatisfaction, Ineffectiveness, Maturity Fears,
Interpersonal Distrust, Intercceptive Awareness, and Perfectionism. Each of these
subscales _faps in;to a construct thought to undeflie eating disordered behavior. For the
purposes of this study,‘ a‘tot,al sum score was employed as the measurc of disturbance cf
~ eating behavior and eaﬁng-related cognitions.

The EDI has been emplcyed in research with eating disorderedv patients, as well as
. with saniples of normal adolescents. It has been found to be psychometrically sound. It
- has bcen demonstrated to have high internal consistency and good tect-retest reliability

(Garner, 1991; Norring, 1989; Raciti & Norcross, 1987; and Vanderheyden, Fekken, &
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| Boland, 1989). In this study the EDI also displayéd internal consistepcy of .94.
The EDI has élso been showﬁ to hav¢ adequate content and éonstrqct validity (Gamér,
1991) (see Appendix D) |

Attributional Style. The Attn'butibnal Style Questionnaire has been found to have
inadequate internal consistency and has been criticized for lack of face validity .due to its
use of hypothetical situations (Cutrona, Russell, & Jones, 1984; and Hammen & de Mayo,
1982; Peterson, et al., 1982). In the present study, thé ASQ demonstrated an internal
consistency of .75. It remains the only instrument on which sufficient psychometric data
regarding attributional style has been gathered.

For the ASQ, subjects were required to respond to 12 hypothetical situations--6
negative events and 6 positive events. For each of these events, they were then asked to
cite one major cause and to rate the event in terms of internality, globality, and stability.
Only negative events wére summed for this study because they have been found to have
stronger correlations With depression than do positive events ( Norman & Antaki, 1988,
Seligman, Abramson, Semmel, & von Baeyer, ‘1 979) (see Appendix E).

. Sélf-Eﬁicgcy. - Participants was required to complete the Weight-Eﬁiéacy Lifestyle
Questionnaire (WEL; Clé,rk, Abrams, Niaura, Eat'on, & Rossi, 1991).' The WEL is a 20-
" item iﬁvenfory that récjuires subjects to rate their confidence in their ability to resist eating.
A fen point scale ranging from 0 (Not Conﬁdént) to 9 (Very Conﬁdenf) is used. The WEL
B meastres eating self-efficacy across five situational factors: Negative Emotion,
o Ava'il.ability, Social Pressure, Physical Discomfort, and Positive Activities. (see Appendix

F).
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The WEL isa r’elativeiy new instrument that was originally designed to measufe
the eating self-efﬁcacy 6f obese patients. Although the WEL appears to have good
convergent validity with other measures of eating self-efficacy, little information on its
other psychometric properties is available (Clark et al., 1991). However in this. study, the
WEL demonstratéd an internal consistency of .94.

Ahalysés :

Because data were obtained on two separate collection dates, a multivariate
analysis of variance was conducted first. The two collection groups were compared on
the key variables of depression, maladaptive eating, eating self-efficacy, perceived control
.of eating, and the internal, stable, and global dimensions of attributional style for negative:
events,

Data from the EDI, WEL, IDD, and the three continuous dimensions of the
Attributional Style Qu.estionnaire (Internal Negative or IN, Stable Negative or SN, and
Global Negative or GN) were centered to decréase the possibility of _multicollinearity
(Héyg 1938). . Zero-order correlations were thén calculated for all of the variables under
consideration. Hierar@iﬁal,regression were employed to explore each research question.
* Separate équations Wére developed for each of the dimensions of attributional style for
negativé events and both eating 'self-eﬂicacy and perceived control of éating. There were a
: total of six equations developed.
| In the first step of each hierarchical regression equation, the cévariates of dieting

history, race, age, socioeconomic status, and depressive symptomatology were entered.
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In the second step, a dimension of attributional stylé and either eatingl self-efficacy and
perceived confrol of eating wére éntered to explore the possibility Qf mediator |
relationships‘.‘ In the thifd step, the interact’ioh.between é dimension of attributional style
and either eating self-efficacy or perceived control of eating was entered to examine the

possibility of moderator relationships among the variables.



36

CHAPTER 6
Results
Preliminary Analyses | |
A One-Way Multivariate Analysis of Variance (MANOVA) was run to determine

the presence of significant diﬁ"erenées between subjects across the two daté cqllecfion
periods on the key variables including the dimensions of attributional style for negative
évents‘(IN, SN, and'C“rN); the sum scores for the Eating Disorder Inventory (EDISUM),
the Weight Efficacy Lifestyle Questionnaire (WELSUM); the Inventory to Diagnose
Depression (IDDSUM); and the Perceived Control of Weight and Dieting (PCWD).
Results indicated no significant differences between the two groups across the key
variables, F(4 , 91) =. 48, p=.75. Data from participants at both collection periods were -
- combined for all subsequent :analyses.
Primary Analyses

| Research Queétion 1. Do internal, stable, and global attributions for negative
events mediate the relationship between eating self-efficacy and eatiqg disturbance as
meésured ‘by th_e. EDI after controlling for the eﬁ"ects of depressive symptomatology, race,
socioeconomic status and recent history of dieting?

" According _to'Baron and Kenny (1986), the first criterion for a mediator
'rel‘at.iohship requires that the predictor variable (WELSUM) be related to the outcome
- variable (EDISUM). An examination of the partial correlation of WELSUM and EDISUM
: revééled a significant inverse relationship, after controlling for demographic variables,

dieting history, and level of depressive symptomatology (pr = -.25, p=.017).
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The second criterion for a rnediator relationéhip states that thg potential mediator
(IN, SN, and GN) should be éigniﬁcantly correlated with the. outconie variable |
(EDISUM). Paitial coiielations indicated that the internal negative (pr =.15, p=.15) and
stable negative (pr =.11, p = .31) dimensions of attributional style were not significantly
related to EDISUM. Only the relafionship between the global negative diniension of
explanatory style‘and EDISUM approached signiﬁcance, (pr =.20, p =.054) (See Table 1).
Thus, ‘the second cr_itéria for a mediator relationship viiaﬁ not .met.

The third criterion for a inediational relationship to exist requires that the predictor
variable (WELSUM) to be related to the potential mediator variable (IN, SN, and GN).
An examination of the zero-order correlations between these variables revealed a
signiﬁcant inverse relationship between eating self-efficacy and the global negative
dimension of attributional style, (r =-.19, p =03). However similar significant relationships
did not exist between either the internal negative dimension (r = .09, p = .18) or stable
negative dimension (1}=-.O3, p =.37) of attributional style and eating self-efficacy.

The fourth criterion for rnediati_on state‘s that the effect of the i)redictor variable
(WELSUM) on ihe outcome variable (EDISUM) must not be significant oncé the effect of
the mediator (IN, SN, and GN) is removed. A series of analyses were performed to
 answer this research 'q-uestion. Three separate hierarchical multipie regrgssion equations
wére constructed for 'eating'self-eﬂicacy-(WELSUM) and each dimension of attributional
styie (IN SN, and GN). On the first step of each of these hierarchical regression
. 'equaiions, depressive symptomatology, race, socioeconomic status and recent history of

dieting were entered simultaneously to control for their influence. Then the relative
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_contributions of eating self-efficacy and the dimensions of attributional style to the
variance in EDISUM scores Were examined (see Table 1). A review of the partial -
correlations of WELSUM with EDISUM c_on&o]ling for each dimension of attributional
style revealed that eating self-efficacy continued to demonstrate a signiﬁcant inverse
relationship with maladaptive eating, (IN, pr'=-.29, p=. 005; SN, pr= -.25, p .=.02'; GN,
pr=-23, p=.03). |

| In summary, results indicated the three dimensions of attributional style did not
mediate the relationship between eating self-efficacy and maladaptive eating behavior.

Eating self-efficacy exerted independent main effects in maladaptive eating behavior and
the dimensions of attributional style did not satisfy the second or fourth criteria for a

| mediator relationship.

Research Question 2. Do internal, stable, and global attributions for negative
events mediate the relationship between perceived control of eating and eating disturbance
as measured by the EDI after controlling for the effects of depressive symptomatology,
race, socioeéonornic status and recent history of dieting?

‘ Pérallel analyses were performed to testv for the mediational re]ationship of
perceived control and éﬁrib_utidnal‘style with maladaptive eating behévior.

. Thé first cﬁtéﬁon for a mediator fe]ationship to exist requires that the predictor
'vaﬁablé (PCWD) be related to the outcome variable (EDISUM). Thebpa.rtial correlation
- of PCWD with EDISUM revealed no significant relationship between them, after
: 'contfolling for demographic variables, dieting history, and depressive symptomatology

(pr =-.15, p =.16) (see Table 1).
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The second criterion for a mediator relationship requires that the potential
mediator (IN, SN and GN) be 51gmﬁcantly related to the outcome variable (EDISUM) A
review of the partial cerrelations of each d1_mensron of attnbutlonal style with maladaptive
eating failed to reveal any significant relationships, after controlling for the demographic
variables, recent history of dieting, and level of depressive symptoms (IN, m =. 15,
p=.15; SN, pr= .11, p=. 31; GN, pr =.16, p =.054) (see Table 1)

To satisfy the third criterion for mediation, the predlctor variable (PCWD) must be
related to the potential mediator van'_able (IN, SN, and GN). The zero-order correlations
of perceived controi of eating with each dimension of attributional style were examined.
PCWD did not correlate significantly with IN (r = -.05, p=.30), SN t=.01,p=47)or

| GN (t=-09,p=.19) dirnensions of attributional style.

The fourth criterion for mediation states that the effect ‘of the predictor variable
(PCWD) on the outcome variable (EDISUM) must not be significant once the effect of
the mediator (IN, SN,. and GN) is removed. Three separate hierarchical multiple

* regression equations were constructed . for perceived control of eating (PCWD) and each
dirnension of attributional style (IN, SN, and GN). On the first step of each of these

hierarchical multiple regression'equations, depressive symptomatology, race,

' socioeeononiic status and recent were entered simultaneously to control. for their

inﬂuence. Then the relative contributions of perceived control of eating and the
dimensions of attributional style to the variance in EDISUM scores were examined (see

: Table 1). A review of the partial correlations, in which the influence ef each dimension of

attributional style had been controlled, revealed that perceived control of eating was not



40

‘, related to maladaptive eating after the effects of IN( pr =-.14, p =.20), SN (pr=-.15,p
=.16) and GN (pr=-14,p - .20) had been controlled. | |

In surﬁmary, resﬁlts indicated the threev dimensio‘ns of attributional style did not
mediate the relationship between perceived control of eating and maladaptive eating
behavior. Perceived control of eating was unrelated to maladaptive eating.behaviof and‘
the dimensions of attributional style did not satisfy any of the criteria for a mediator
rélationship. |

Research Question 3. Do internal, stable, and global attributions for negative
events moderate the relationship between eating self-efficacy and eating disturbance as
measured by the EDI after controlling for the effects of depressive symptomatology, race,

| socioecononﬁc status, and recent history of dieting?

To answer this research question, three hierarchical multiple regression analyses
were performed. Each dimension of attributional style (IN, SN, and GN) was entered into
a séparate hierarchical. multipie regression equation with eating self-efficacy (WELSUM) .
Maladaptive eating (EDISUM) was employed és the outcome variable in each equation.
Derho_graﬁhic variables, recent history of dieting, and depressive symptomatol'ogy were
entered simultaneously 1n the first step of each equation, thus controlﬁng their potential

' influence.  In the secdﬁd step of each equation the influence of WELSUM and an
attﬁbuﬁon dirﬁension (i.e, IN, SN, or GN) upon maladaptive eating (EDISUM) was
B exzimined. In the final step, the interaction of the WELSUM and a dimension of

: attribﬁtional style (i.e., IN, SN, or GN) was entered (see Table 2).

According to Baron and Kenny.(1986), a moderator variable alters the causal
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.. relationship between a predictor variable and an oufcome variable. They suggest that the

surest indicatof of a’moderatof relﬁtiqnshib is a significant ééntribﬁﬁon by the interacﬁon
term of the pfedictor (WELSUM) and the mocierator (IN, SN, and GN) to an explanation
of the variance in the outcome variable (EDISUM). Examination _revealed that none of
the attribution x eating self—eﬁicacy interactions were significant predictors of EDI scores
(see Table 2). The dimensions of attributional sfyle do not moderate the relationship of
éating Self—eﬁicacy and maladaptive eating behavior. - |

Research Question 4. Do internal, stable, and global attributions for negative
events moderate the relationship between perceived control of eating and eating
disturbance as measured by the EDI after controlling for the effects of depressive

Asymptomatology, race, soci.oeconomic status, and recent history of dieting?

To explore this research question, analyses parallel to those employed in the last
question were conducted. Three hierarchical multiple regression equations were
developed in which pérceived control of eating (PCWD) operated as the predictor, a
single dimension of attributional style (IN, SN, or GN) served as the'moderator, and
maladaptigle eating (EDISUM functioned as thé outcome variable in each equation.
Pertinent demographic. yéﬁables, dieting history, and depressive sympfomatology were
" entered simultaneouSly on the first step of each hierarchical multiple reg;ession equation,

o remove their potential influence. The effects of PCWD scores and each dimension of
. attributional style (i.e., IN, SN, or GN) on EDISUM were examined in the second step of
- each équation. Finally, the interaction of PCWD and the attribution dimensions was

entered on step three (see Table 3).
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Results revealed that neither the IN X PCWD nor the GN X PCWD interactions
contributed sigﬁﬁczintly to thé explanation of EDI scores. Tﬁe Sﬁ X PCWD interaction
was statisticaﬂy signiﬁcént, but accounted for 6nly 3% 6f the variance in EDISUM
scores, F (8, 87) =4.62, p = .03 (see Table 3). Thus, high levels stable attributions for
negative events moderated the relafionsllip between perceived control of eaﬁng and
maladaptive eatin‘g behavior.

| Baron and Kenny (1986) indicate that for a sigﬁiﬁéant interaction to be
interpretable the moderator (SN) should not be significantly related to either the predictor .
(PCWD) or the outcome variable (EDISUM). An examination of the zero-order
correlation of SN with PCWD revealed a nonsignificant relationship (r =.01, p=.47). The
| partial correlation of SN with EDISUM also was not significant (pr = .11, p=.31).

Baron and Kenny (1986) state that the moderator and the predictor variable
operate on the same level. Examination of the partial correlations for stable negative (SN)
attributional style and ‘perceived control of eating (PCWD) revealed that neither variable
‘had an independent main effect on maladaptivé eating behavior (EDISUM), but their
intera_ctioﬁ did havea signiﬁcant effect (see Table 1). Thus, the interaction of perceived
control of eating and sta.blenegatiye attributions met criteria for a moderator relationship.
Summary

| Internal, stable, and global attributions for negative events did not mediate or
moderate the relationship between eating self-efficacy and maladaptive eating. However
: eatihg self-efficacy did exert independent main effects on EDI scores,v even after

accounting for the influence of internal, stable, and global attributions.
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Also, perceived control of eating did not contn'bute signiﬁcantly to the explanation
of variance in EDI scores. Tlius' the dimensions of att'n'butional style did not mediate the
relationship lletween pei‘ceived control of eating and maladaptive eating. However, when
a highly stable attributional style interacts with situations in which .little control over eating
is perceived, higher levels of maladaptive eating resulted. Thus, higher levels of stability in
attributions for negative events moderated the relationship between perceived control of
eating and maladaptive eating behavior.
Additional Findings.
Further examination of the results also revealed an important, but accidental,
finding. Each dimension of attributional style was significantly correlated with EDI at the
Azero—order'level (IN, r=21, p=.05; SN, r=.18, p =.05; and GN, r =.34, p =.001). Yet -
when the effect of depression was statistically controlled, there was no longer a significant
relati_onship between the dimensions of attributional style and maladaptive eating (IN,
pr=.15, p<.05; SN, ;L=.1 1, ‘p<.05; and GN, pr =.20, p<.05). Although not the primary
focus of the present study, results revealed that the relationship of stable and global
dimensions of attributional style to maladaptive‘ eating was mediated by depression.
Examination of tlle data showed a robust relationship between the stable and
- global dimensions of attn'butional style and the IDD (SN, r= .22, p=.05; GN, =31,
p = .001). It also revealed a Vefy strong relationship between the IDD and the EDI, r =
o .66; p= 001. It appears then, that the relationship between the dimensions of
- attn'bdtional style and maladaptive eating is indirect and is accounted .for by attribution -

depression and subsequent depression-maladaptive eating associations.
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CHAPTER 7
Discussion

The pfesent study of college age femalas was framed within the cognitive
behavioral model of eating disturbance of 'Vit‘ousek and Orimoto (»1 993). It scrutinized
one of the proximal factors of maladaptive eating, pérsonal control. Three ‘cog‘natevs of
personal control: attributional style, eating self-efficacy, and perceiyed control, were
éxamiﬁed; The study éxplored the relationship of each variable to maladaptive eating
behavior and investigated the cdnnections among thesa cognates. Other proximal factors
- of the model including depression, dieting history, race, and socioeconomic status were
measured and their variance statistically controlled.

Because the dimensions of attributional style represented a more pervasive
construct, they were chosen as potential mediators or moderators of the other two
cognates. Given the e){ploratory nature of the study, four research questions were
explored and no directional hypotheses were offered.

The first research questioh explored the possibility of a mediator relationship
among tha dimensions of attributional style (IN; SN, and GN) and eating self-efficacy
(WELSUM) in prediéﬁpé rnaladaptive eating (EDISUM), after contrbliing for the
' covariates_ (e, depréési\}e symptomatoldgy, race, socioeconomic status, and recent
history'of dieting). The second research question posited a similar mediator relationship
. aonn'gvthe dimensions of attributional style and perceived control of eating (PCWD) in

: :prediating maladaptive eating behavior after the potential demographic, affective, and

historical confounds had been controlled. If a mediator relationship existed, then eating
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_self-efficacy or perceived control of eating would nbt be expected to have a significant
association wifh maladaptive éating Qutside of the dimensio.n.s of attributional style. T.hus
the internal, sfable, and Aglobal'dimensions Qf attribution;al style would account for the
association between eatirg self—efﬁcacy or perceived control and maladaptive eating.

The third research question: explored the possibility of a moderator fela_tionéhip
among the dimensions of attributional style and eating self-efficacy (WELSUM) in
predicfing maladaptive eating behavior (EDISUM), aﬁer éontrolling for the covariates;
deprgssive symptomatology, race, socioeconomic status, and recent history of dieting. The
fourth research question proposed a similar relationship among the dimensions of
attributional style and perceived control of eating (PCWD) in predicting EDI scores. If a

| moderator relationship exis_ted, then dirhensions of attributional style would be expected to
change the strength or the direction of the relationship between eating self-efficacy or
perceived control of eating and EDI scores.

Two major ﬁndings émerged from the examination of these research questions.
First, a robust main effect was observe,d for eaﬁng self-efficacy (WELSUM) on EDI

- scores. Tile relationship between these variableé was an inverse one in which the more
self-efficacy for eating ;éported the lower the sum score was on the EDI.

N Se_éond, the reiationship of perceived control of eating and maladaptive eating was
mdderéted by the stable dimensioh of attributional style for negative eQents (SN). Thus
" females who expect the cause of negative events to be present in the future will engége in
a grééter number of maladaptive behaviors when faced with eating situations over which

they percetve little control.
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From a theoretical perspective; these ﬁndings were consistent with each other.
The cognate of self-efficacy hés be'enb broken down into two types of expectancies.
Efficacy expéctations héve included the per;on’s beliefs 4that he or she can behave in ways
that assure a positive outcome. Outcome expectations have included the person’s beliefs
that he or she can reach a goal (Peferson & Stunkard, 1992). The main effect for eating
self-efficacy indicﬁted that women will engage in fewer maladaptive‘eating behaviors when
they feel they have a greater sense of personal agencyvi‘n cbntrolling and achieving their
desired body weight and shape.
Because the stable dimension of attributional style measures the likelihood that a
person attributes negative events to causes that will remain stable over time, it has come
.to be seen as a méasure of outcome expectancies (Peterson & Stunkard, 1992). Perceived
confrol of eating, as measured by the PCWD, assessed the perception of ability to regulate
eating in specific situatiéns. In this case, perceived control was comparable to the efficacy
expectation componeﬁt of self-efficacy. The moderational relationship among these
variables suggested that under conditions where low self-control of gaﬁng is perceived, a
style of aﬁﬁbutiﬁg negaﬁve events to unchangiﬁg causes will lead to higher levels of
maladaptive eating behqﬁor.
- These results ’s-uggested that the cbgnates of personal control ovgrlap. The

expectancies of self-efficacy are similar to the combined influence of pérceived control and
. the stable dimension of aﬁﬁbutional style. Attributional style does seem to be the more

- genefal cognate, but both self-efficacy and perceived control of eating contribute to the

model of personal control ( Peterson & Stunkard, 1992; Seligman, 1992).
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Both of these findings are consistent with liferature on eating behavior. In weight
loss programs .outco'me expec‘tancies.have been shown to ceﬁelate w1th total weight iost
and dropping' out (Bradiey et al., 1980, Nﬁtchell & Stuaft, 1984; Weinberg et al., 1984).
Lower self-efficacy also leads to higher levels of disinhibiting eating in a college age
population (Stotland et al., 1991). | |

These resﬁlts imply that outcome and eﬂicacy expectancies are important proximal
factors in-maladaptiye eating (Vitousek & Orimoto, 1993). To enhance adherence to
healthy dietary and exercise regimens, both types of expectancies could be assessed using
the Weight-Efficacy Lifestyle Questionnaire (Clark, Abrams, Niaura, Eaton, & Rossi,
1991) or other similar measures. Based on the results of an initial assessment, therapeutic
interventione could then be designed to address cognitive distortions with regard to
outcome expectancies about body shape and weight. Assessment of outcome expectancies
copld be repeated throughout treatment to monitor change and the need for _ﬁxrther or
varied interventions. |

Assessment of efficacy expectations thfoughout weight management and exercise
programs :is also important. Research has established that many participants in such
programs dropout beceu'se of low efficacy expectations (Bradley et al., 1980; Mitchell &
~ Stuart, 1984; Weinbefg et al., 1984). Therapeutic interventions, ranging from self-talk to
support groups, might be designed to enhance control in eating situatiens perceived as
. preblematic. Regular assessment would also promote changes in the participant’s

. perception of her or his control over eating.
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It is clear from the additional findings that dépression isa signiﬁcant proximal
cause of eating disturbances (Vitousgk & Orimoto, 1993). Level of depressioﬁ should be
assessed in ali seeking tfeatment for Weight coﬁtrol or eéting disturbance. Interventions
might be undertaken to lower the level of depression before and dun'ng treatment to
enhance its general efficacy.

Froma méthodological standpoint, it is also apparent that thg assessment of
depressive symptom_at‘ology is vital in conducting reseérch on éating disorders and
compliance with health regimenS; Studies have demonstrated_ that depression is strongly
related to disturbances in both eating and body image (Greenberg, 1986; Greenberg & .
Harvey, 1987; Hsu, 1990; Petrin & Chaney, 1993). Future researchers will benefit from

vincorporating measures of depression into their experimental designs.
Limitations of the Current Sfudy and Suggestions for Future Résgg;ch

The present study was limited in several ways. First, it was exploratory in nature
so replication of its ﬁndings Will be required. Second, the very specific population
gmployed in this study, college-age, middle claés, predominantly white females limits the
gene'ra.liza.bility.léf the findings. Third the limitéd internal consistency of both the PCWD
and the ASQ may havglrestﬁcted the reliability of the findings with régard to these
instruments and may'dffer some cxplanaﬁon of the limited variance explained by the SN X
PCWDv interaction. The Finally; the most éeﬁous limitation of this study was its

. depen'dehce upon self-report inventories as the only means of assessing mood, personal

. control, and maladaptive eating.
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The reliance on self-report inventories increases- the possibility of shared variance
due to single rnethod measurement (Coyne & Gotlib, 1983 ) | Self-report is also subject to
exaggeration land social.desira.bility (Kazdin, 1992). It is possible that participants
perceived the purpose of the study or that they may have exaggerated their responses ina
consistent direction, resulting in spurious associations among the measuresl Howe\)er,
due to the number of nonsignificant associations, the data suggest that specific
associations between the cognates of control and malatlaptive eating behaviors were
revealed and that these relationships were not due to respon'se bias.

Future research should seek to replicate and extend the findings on the cognates of
- personal control as they relate to eating behavior. Extensions of this research might
| include a more detailed analysis of the EDI subscales, the dimensions of perceived control,
or the five factors of the WEL. Other applications include female populations diagnosed
with eating disorders, ol)esity, and to male populations at risk for eating disorders. Future
research might also inelude more racially, ethnicaily, and socioeconomically diverse
populations to determine the relationships of tlie cognates to maladaptive eating behavior
in these gioups.

Other suggestions for future research include a more focused examination of the
mediator relationship of depression to the dimensions .of attributional style and
maladaptiVe eating. Efforts might also be directed toward enhancing the psychometric.

- properties of the PCWD and the ASQ. Finally, further consideration might also be given
- to uSing varied assessment rnethods such as structured interviews as a means of obtaining

concurrent information on depression, attributional style, perceived control, and self-
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efficacy as they relate to eating behavior. These tools will allow for the replication or

extension of the current findings.
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Background Information
SUBJECT# _ - :

SUBJECT NAME:

TELEPHONE: ' AGE.__ SEX: M(1)  F(2)

HEIGHT (in feet & inches): WEIGHT (in pounds):

RACE: Black (1) White (2) Hispanic (3) Native American (4) Other:

' YEAR OF STUDIES: Fresh. (1) Soph. (2) Jun. (3) Sen. (4) Grad. (5) Spec. (6)
MAR.tTAL STATUS: Never Married (1) Married (2) Divorced (3) - Cohabiting (4)
Widowed (5) Other (6):

PARENTS' HIGHEST LEVEL OF EDUCATION: Father: Mother:
Have you ever been teased about your weight? Yes No
If you have been teased, how frequently did the teasing occur?
1. Once in-a while
2. Sometimes
3. Often
4. Very Frequently
Do you feel that you are overweight? Yes No

If you answered "Yes", by how many pounds do you feel you are ovérweight?

1. less than 5lb. 2.51b.
3. more than 5 lb. 4 . more than 10 lb.

Do you feel that you are underweight? " Yes No
If you answered "Yes", by how many pounds are you underweight?

1. less than 5 Ib ' 2. 51b.
3. more than 51b. 4. more than 10 Ib.

-In the past, have you ever tried to diet? Yes No



. If you have dieted, how long ago did you do so?

1. less than | month 2. less than 6 months
3..less than 1 year 4. more than 1 year

In the past 6 moriths how often have you tried to diet?

1. never 2. 1104 times
3. 5-10 times 4. more than 10 times

When you have dieted, how much weight have you lost?..

1. lessthan S 1b- - 25
3. more than 5 Ib. 4. more than 10 b,

How much of this weight loss did you keep off for 6 months?

1. less than § Ib. 2.51b.
3. more than 5 Ib. 4. more than 10 1b.~

If you have not dieted, are you satisfied with your current weight? Yes
How have you maintained your weight?

Mostly through diet

Mostly through exercise

Through a combination of diet and exercise
My weight takes care of itself

Calbadl s il

How will you maintain your weight in the future?

Mostly through diet

Mostly through exercise

Through a combination of diet and exercise
My weight will continue to take care of itself

HW N -
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BELIEFS ABOUT WEIGHT AND DIETING INVENTORY
For the following stakmmts, circle the number that b;est reflects how true you think cac'h is.
1. A person can control what she/he eats.

1. True in all situations

2. True in most situations
3. True i(n some situations
4. Not true in any situation

2. I can control what I eat.

-1. True in all situations

2. True in most situations
3. True in some situations
4. Not true in any situation

3. A person can maintain herfhis desired weight.

1. Always true

2. Mostly true
3. Sometimes true
4. Never true

4. I can mainsain my desired weight.

1. Always true Y
2. Mostly true ’
3. Sometimes true

4. Never true

5. A person’s weight is dependent on the foods she/he eats.

1. Always true .
2. Mostly true

3. Sometimes true

4. Never true

6. My weight is dependent upon the foods I eat.

1. Always true
2. Mostly true
3. Sometimes true
4. Never true
7. A person’s weight is dependent upon the amount of exercise she/he does.
I. Always true . .
2. Mostly true
3. Sometimes true
4. Never true

Subject ¥
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8. My weight Is dependent upon the amount of exercise I do.

1. Always true

2. Mostly true

3. Sometimes true
4. Never true

9 A person 's self~este¢m‘is directly related to her/his weight.

1, True in all cases
2. True in most cases
3. True in some cases
4. Not true at all

- 10. My self-esteem is directly related to my weight.

1. Always true

2. Mostly true

3. Sometimes true
4. Never true
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, ‘Subject #
MOOD AND FEELINGS QUESTIONNAIRE

1. On this questionnaire are groups of § statements.

2. Read each group of statemenss-carefully. Then pick out the one statement in each group that best

describes the way you have been feeling the PAST TWOQ WEEKS. Circle the number next to the statement
you picked. : ’

1 do not feel sad or depressed.

I occasionally feel sad or down.

1 feel sad most of the time, but I can snap out of il.
1 feel sad all of the time, and I can't snap out of it.
I am so sad or unhappy that I can't stand it.

[ Qi Pt N Y

My energy level is normal.

My energy level is occasionally a little lower than normal.
I get tired easily or have léss energy than usual.

I get tired from doing almost anything.

1 feel tired or exhausted almost all of the time

AW~

I have not been feeling more restless and fidgety than usual.
"1 feel a litrle more restless or fidgety than usual.
I have been very fidgety and I have some difficulty sitting still in a chair.
I have been extremely fidgety, and I have been pacing a little bit almost every day.
I have been pacing more than an hour a day, and I can't sit stiil,

WD

I have not been talking or moving moré slowly than usual,

I am talking a lintle siower than usual, .~ . .

I am speaking slower than usual, and it takes me longer to respond to questions, but I can
still carry on a normal conversation.

Normal conversations are difficuit because it is so hard 10 start talking.

1 feel extremely slowed down physically, like I am stuck in mud.

[ S

W

I have not lost interest in my usual activities.

I am a little less interested in 1 or 2 of my usual activities.

I am less interested in several of my usual activities.

I have lost most of my interest in almost all of my activities.

1 get no pleasure from any of the activities which I usually enjoy.

B PR VI SO

I get as much pleasure out of my usual activities as usual.

1 get a little less pleasure from I to 2 of my usual activities

I get less pleasure from several of my usual activities.

1 get almost no pleasure from most of the activities which 1 usually enjoy.
1 get no pleasure from any of the activities which [ usually enjoy.

AW~

I have not been feeling guilty. i
I occasionally feel a little guilty. .
I often feel guilty.

I feel guilty most of the time.

1 feel extremely guilty most of the time.

MWW~
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1 do not feel like a fallure.

My opinion of myself is occasionally a little low.
1 feel I am inferior to most people

1 feel like a failure. :

1 feel I am a totaily worthless person.

I haven't had any thoughts of death or suicide.
1 occasionally think life is not worth living.
I frequendly think of dying in passive ways ( such as going to sleep and not waking up), or

. that I'd be better off dead.

I have frequent thoughts of killing myse(f, but { would not carry them out.
1 would kill myself f 1 had the chance.

I can concentrate as well as usual.

My ability to concentrate is slightly worse than usual.

My attention span is not as good as usual and I am having difficulty collecnng my thoughts,
but this hasn't caused any problems,

My ability to read or hold a conversation is not as good as it usually is.

I cannot read, watch TV, or have a conversation without great difficulty.

I make decisions as well as I usually do. :

Decision making is slightly more difficult than usual.

It is harder and takes longer to make decisions, but I do make them.
1 .am unable to make some decisions.

I can’t make any decisions at ail.

My appetite is not less than normal.

My appetite is slightly worse than usual.

My appetite is clearly not as good as usual, but I still eat.

My appetite is much worse now.

I have no appetite at all, and I have to force myulf to eat even a little.

I haven't lost any weight.

I've lost less than 5 pounds.

I've lost between 5 and 10 pounds.
I've lost between 11 and 25 pounds
I've lost more than 25 pounds

My appetite is not greater than normal.
My appetite is slightly greater than normal.
My appetite is clearly greater than usual.

. My appetite is much greater than usual.

1 feel hungry all of the time.

I haven’t gained any weight.

I've gained less than 5 pounds.

I've gained between 5 and 10 pounds.
I've gained between 11 and 25 pounds.
I've gained more than 25 pounds.



Ie.

17.

18.

W=D [ QO U )

AW~

1 am not sleeping less than normal.
1 occasionally have slight difficulty sleeping.
1 clearly don’t sleep as well as usual.

I sleep about half my normal amount of time.

I sleep less than 2 hours per night.

I am not sleeping more than normal.,

I occasionally sleep more than normal,

1 frequently sleep at least 1 hour more than usual.
I frequently sleep at least 2 hours more than usual.
I frequently sleep at least 3 hours more than usual.

1 do not feel discouraged about the future.

I occasionally feel a little discouraged about the future.

I often feel discouraged about the future.

1 feel very discouraged about the future most of the time.

I feel that the future is hopeless and that things will never improve.
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EATING BEHAVIORS QUESTIONNAIRE

76

Subject #_

Directions: This is a survey that looks at your attitudes, feelings, and behaviors ct
eating. Please place an X above the word that best describes your answer. Please make

answer all 64 questions.

1. | think about sweets and carbohydrates without féeling nervous.

Always Usually Often  Sometimes  Rarely

2. | think my stomach is too big.

Never

Always Usuaily - Often Sometimes  Rarely

3. | wish | could return to the security of childhood.

. Never

Always Usualily Often Sometimes Rarely

4. | eat when | am upset.

Never

Always Usuaily Often Sometimes - Rarely

5. | stuff myseif with food.

Never

Always Usually Often Sometimes  Rarely

6. 1 wish | could be younger.

Never

Always Usually " Often Sometimes  Rarely

7. 1 think about dieting.

Never

- Always Usually QOften ° Sometimes Rarely”

8. | get frightened when my feelings are too strong.

Never

Always Usually Often Sometimes  Rarely

9. | think my thighs are too large.

Never

Always Usually Often Sometimes  Rarely

10. | feel ineffective as a person.

Never

Always Usually Qften Sometimes  Rarely

-11. | feel extremely guilty after overeating. .

~ Never

Always Usuaily ' Often Sometimes Rarely

12. 1 think my stomach is just the right size..

Never

"Always Usually Often Sometimes  Rarely

Never



13. Only ouistanding performance is good enough in my family;

Always ‘Usually Often  Sometimes - Rarely

_ Always Usually - Often © Sometimes - Rarely Never
14. The happiest time in life is when you are a child.
Always . Usualily Often Sohetimes Ra‘rely Never
15. | am open about my feelings. ‘
Always Usually A Often Sometimes . Rarely Never
16. [ am terrified of gaining weight.
Alway$ Usually - Often Sometimes Rarely Never
17.1 trust others.
Always Usualily Often Some.times Rarely Never
18. | feel alone in the world.
Always Usually Often  Sometimes Rarely Never
19. I feel satisfied with the shape of my body.
Always Usually Often Sometimes Rarely Never
20. | feel generally in control of things in my life.
Always Usually Often Sometimes Rarely Never
'21. 1 get confused about what emotion { am feeling.
Always Usually A Often Sometimes  Rarely Never
22...| would rather be an adult than a child.

’ Always Usually Often  Sometimes Rarely Never
23. | can communicate WEth others easily. .
A!ways Usually = ~ Often . Sometimes Rarely Never
24. l.yvish | were someone else. |
"Aiways Usuaily. 4 Often Sometimes' Rarely Never
25.1 éxaggerate or magnify thg importance of weight.

Never
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26. 1 can clearly identify what emotion | am feefing.

Always Usually Often  Sometimes Rarely Never

27. | feel inadequate.

Always Usually .Often Sometimes Rarely Never

28. | have gone on eating binges where | felt that | could not stop.

Always Usually Often  Sometimes Rarely Never

29. As a child, 1 tried very hard to avoid di;appointing my parents and teachers.

Always Usuaily Often  Sometimes Rarely Never

30. | have close refationships.

Always Usually Often  Sometimes Rarely Never

" 31. 1 like the shape of my buttocks.

Always Usually Often  Sometimes Rarely Never

32. | am preoccupied with the desire to be thinner.

Always Usuaily Often  Sometimes Rarely Never

33. 1 don‘t know what's going on inside me.

" Always Usually Often . Sometimes Rarely Never

34. | have trouble expressing my emotions to others.

Always Usually Often  Sometimes Rarely Never

35. The demands of aduithood are too great.

Always Usuaily Often  Sometimes Rarely Never

~ 36. | hate being less than best at things.

Always - Usually Often Sometimes Raretly Never

. 37. 1 feel secure about myself.

Always  Usually Often  Sometimes Rarely - Never

38. | think about bingeing. {overeating}. f‘

Always . Usually Often Sometimes Rarely Never
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39. I feel happy that | am not a child anymoré.

Always Usually QOften  Sometimes Rarely Never

40. | get confused as to whether or not | am hungry.

Always ~ Usually Often Sometimes Rarely Never

41. | have a low opinion of myself.

Always ] . Usually " Often  Sometimes ~ Rarely Never

42, | feel that | can achieve my standards.

Always Usually Often  Sometimes Rarely Never

43. My parents have expected excellence of me.

Always Usually Often  Sometimes . Rarely Never

44. worry'thai my feelings will get out of control.

Always Usually ~ Often Sometimes Rarely Never

45, | think my hips are too big.

Always Usually Often Sometimes  Rarely Never

46. | eat moderately in front of others and stuff myself when they're gone.

Always Usually Often Sometimes  Rarely =~  Never

47. 1 feel bloated after eating a normal meal.

Always Usually Often  Sometimes Rarely Never

48. | fee! that people are happiest when they are children.

Always Usually Often  Sometimes Rarely ~Never

49. If | gain a 'p0und, | worry that | will keep gaining..

Always Usually Often © Sometimes Rarely Never

50. | feel that | am a worthwhile person.

Alwéys Usually Often  Sometimes Rarely Never

51. When | am upset, | don't know if | am sad, frightened, or angry.

Always Usually Often Sometimes Rarely - Never
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52. | feel that | must do things perfectly or not do them at all.

Always Usually - Often Sometimes Rarely =~ Never

53. | have thought of trying to vomit in order to lose weight.

Always Usually  Often Sometimes  Rarely Never

54. 1 need to keep people at a certain distance (feel uncomfortable if someone tries to get 100
close).

Always Usually Often Sometimes 'Rarely Never

55. 1 think that my thighs are just the right size.

Always Usually - Often Sometimes Rarely - Never

56. | feel empty inside {(emotionally).

Always Usuaily Often » Sometimes Rarely Never

57. 1 can talk about my personat thougﬁts or feelings.

Always Usually Often  Sometimes  Rarely Never

58. The best years of your life are when you become an aduit.

Always Usually Often  Sometimes Rarely Never

59. | think my buttocks are too large.

Always Usually Often Sometimes Rarely Never

60. | have feelings | can't quite identify.

Always Usuaily Often  Sometimes  Rarely Never

61. 1 eat or drink in secrecy.‘

Always Usually Often Sometimes Rarely Never

62. | think my hips are just the right size.

Always Usually Often Sometimes Rarely Never

63. | have extremely high goals.

Always Usuaily Qften Sometimes Rarely Never

" 64. When | am upset, | worry that | will start eating.

) AMavs Usually Often Sometimes Rarely Never
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Subject #
EXPLANATORY STYLE QUESTIONNAIRE
I) Read each situation and.yividly imagine it happening. to you.

2) Decide what you believe would be the gne major cause of the situation if It happened to you.
* 3) Write this cause in the blank provided.

4) Answer three questions about the cause by circling one n r per question. Do_not circle the words.
5) Go on to the next situation.

SITUA TIONS

YOU HAVE BEEN LOOKING FOR A JOB UNSUCCESSFULLY FOR SOME TIME.
1) Write down one major cause:

2) Is the cause of your unsuccessful Jjob search due to something about you or somethmg abouwt other people
or cxrcumsrances’ .

Totally due to otherpeople or 1 2 3 4 5 6 7 Totally due to me
circumstances

-

3) In the future when you look for a job, will this cause again be present?
Will never again be present 1 23 4 5 6 7 Wilalways be present

4) Is the cause something that just influences looking for a job or does It also influence other areas of your
life?

Influences just this particular 1234567 Influences all situations in my life
situation L. C,

A FRIEND COMES TO YOU WITH A PROBLEM AND YOU DON'T TRY TO HELP HIM/HER..
. §) Write down one major cause: .

6) Is the cause of your not helpmg your friend due to something about you or something about other people
or circumstances?

Totally due to other peopleor I 2 3 4 5 6 7 Totally due to me
circumstances

7) In the future when a friend comes to you with a problem, will this cause again be present?

Will never again be present - 2 3 4 5 6 7 Wil always be present
8) Is the cause something that just affects what happens when a friend comes to you with a problem, or does
it also inﬂuence other areas of your life?

Influences just this particular 1 2 3 4 5 6 7 Influences all situations in my life
situation’ '
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YOU GIVE AN IMPORTANT TALK IN FRONT OF A GROUP AND THE AUDIENCE REACTS
NEGATIVELY.
9) Write down one major cause:

10) Is the cause of the audum:e'.\' neganve reaction due fo something about you or somethmg about other
people or circumstances? .

Totally due to otherpeopleor 1 2 3 4 5 6 7 » Totally due fo me
circumstances

" 1) In the future when you give talks, will this cause again be present?
Will never again be present 1 2 3 4 5 6 7 Wilalways be present
12) Is the cause sométhing that just influences giving talks, or does u also influence other areas of your life?

Influences just this particular 1 2 3 4 § 6 7 Influences all situations in my life
situation .

YOU MEET A FRIEND WHO ACTS HOSTILELY TOWARDS YOU.

13) Write down gne major cause:

14) Is the cause of your friend acting hostile due to somethiug about you or something about other people or
circumstances?

Totally due to otherpeopleor 1 2 3 4 § 6 7 Totlly due 1o me
circumstances .o ’

L[4
15) In the future when interacting with friends, will this cause again be presens?
Will never again be hmnnt I 2 3 4§ 6 7 Wilalways be presens ‘

16) Is the cause something that just influences giving talks, or does it also influence other areas of your life?

Influences just this particular 1 2 3 4 5 6 7 Influences all situations in my life
situation )



YOU CAN'T GET ALL THE WORK DONE THAT OTHERS EXPECT OF YOU.

17) Write down one major cause:

18) Is the cause of your not getting the work done duc to something about you or something about other
people or circumstances?

Totally due to other peopleor I 2 3 4 5 6 7 Totally due to me
circumstances ) ’ . )

19) In the future when doing the work that others expect, will this cause again be present?
Wlll never again be present 1 2 3 4 5 6 7 wil always be presens

20) Is.the cause something that just affects doing work that others cxpcct of you, or dacs it also influence
other areas of your life?

Influences just this particular 1 2 3 4 5 6 7 Influences all situations in my life
situation

YOU GO OUT ON A DATE AND IT GOES VERY BADLY.

21) Write down one major cause:

22) Is the cause of the date going badly due to something about you or something about other people or
circumstances?

Totally due to other peopleor ~ 1 2 3 4 § 6 7 Totally due to me
circumstances

23) In the future when you are dating, will this cause again be present?
Will never again be present 1 2 3 4 5 6 7 Wilalways be present
24) Is the cause something that just influences dating, or does it aiso influence other areas of your life?

Influences just this particular 1 2 3 4 5 6 7 Influences all situations in my life
situation ' i
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YOU DIET BUT ARE UNABLE TO LOSE WEIGHT.

25) Write down gne major cause:

26) Is the cause of your inability to lose weight due to something about you or something about other people
or circumstances?

Totally due to other peopleor 1 2 3 4567 _ Totally due to me
circumstances

27) In the future when you diet, will this cause again be present?
Will never again be present 1 2 3 4 5 6 7 Wilalways be present
28) Is the cause something that fust affects dieting, or does it also iqﬂucnée other areas of your life?

Influences just this particular 1 2 3 4 5 6 7 Influences all situations in my life
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FEELINGS ABOUT EATING INVENTORY Subject #

Directions: For the following items rate your level of canﬁdence about being able to successfully resist
the desire to eat. Circle the number that best applies.

1. 1 can resist eating when | am anrxious (nervous).

0 H 2 3 4 5 6 7 8 9
Nor Confidens S Very Confident

2. I can control my eating on the weekends.

o I 2 3 4 5 6 7 8 .9
Not Confident Very Confidens

3. I can resist eating even when 1 have to say "no” to others.

0 H 2 3 4 5 6 7 8 9
" Not Confident o Very Confident

4. I can resist eating when 1 feel physically run down.

/] H 2 3 4 5 6 7 8 9

.~

Not Confidens Very Confident
5. I can resist eating when I am wasching T.V.

o I 2 3 4 s 6 7 8 9
Not Confidens _ *  Very Confident

6. [ can resist eating when I am depressed (or dbwﬁ).

o 1 2 3 45 6 7 8 9
Nor Confidens ' Very Confident  *

7. I can resist eazing when there arg many different kinds of food available.

0 H 2 3 4 M 6 7 8 9
Not Confident : Very Confident

" 8. I can resist eating even when | feel it's impolite to refuse a second helping.

o 1! 2 3 4 5 6 7 8 9
Not Confident Very Confident

9. [ can resist.eating even when [ have a headache.

o 1 2 E 6 7 8 9
Not Confident . Very Confident
10. I can resist eating when | am reading.

0 { 2 3 4 5 ] 7 8 9
Not Confident ‘ Very Confident
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11..1 can resist eating when I am angry (or irritable).

o 1 2 3 4 5 6 7 8 9
Not Confident ’ . Very Confident

12. I can resist eating when I am at a party.

0 1 2 3 4 5 6 7 8 9
Not Confident ) Very Confident

13. I can resist eating even when others are pressuring me o eat.

0. 1 2° 3 4 5 6 7 8 9
Not Confiden:. ) Very Confidem

14. 1 can resist eating when I am in pain.

8. 9

o 1 2 3. 4 5 6 7 8
Not Confident Very Confident
15. I can resist eating just befo}e going to bed.

0 ! 2 3 4 5 6 7 8 9
Not Confident : Very Confident

16. I can resist eating when [ have experienced failure.

. ] 1 2 3 4 5 6 7 8 9
Not Confident . Very Confident
17. I can resist eating even when high-calorie fo@ are available.
o 1 2 3 4 5 6 1 .8 9,
Nos Confidens Very Confident

18. I can resist eating even when [ think others will be upset if I don't ?ax.

0 1 2 3 4 S 6 7 8 9
Nor Confident Very Confident

I9. I can resist eating when [ feel ungomfonable.

o I 2z 3 4 5 6 7 &8 9
Not Confident : : Very Confident

20. I can resist eating when I am happy.

0 r. 2 3 4 5 & 7 8 9
Not Confident Very Confident

Clark, Abrams, Niaura, Eaton, & Rossi (1991)
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Table 1.

Zero-Order and Partial Correlations Among Study Variables

91

Variable DH SES AGE IDD

DH -
SES -11
Age - .02
DD  -06 .
WEL . -03
PCWD -.01
IN -.02
SN -19*
GN -.06
EDI =02

-06 -
04 03
-10 -18%
21% .16
06  .26%*
12 01

-07 .16

-04 02

-28%x
14 -05 -
16 09  -05

22* -03 01

JIEEE L 19k 209

BOFFF 3THEE D3k

WEL PCWD IN SN GN

30%k 48%* ..

21F  18* 34%¥*

-25%

-15

.15

11

20

Note: Zero-order correlations appear under the diagonal. The partial correlations,

controlling for DH, Recent History of Dieting; SES; and Age are in the final

- column. IDD, Iilventory to Diagnose Depression; WEL, Weight and Lifestyle

Self-Efficacy Questionnaire; PCWD, Perceived Control of Weight and Dieting;

" EDI, Eating Disorders Inventory

*p<.05, **p<.01, and ***p<.001
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Table 2.
Summ.aéry of Hierarghical Mqltiple Regression Analyées Examining the Interaétion
of the‘:v Three Di’rﬁensions of Aﬂﬁbutioﬁal Style with Eating Self-Efficacy on

Maladaptive Eatirig

-Step.  Variables Beta _ . f%rjet Efor set
.EQUATIONl
| DiefngHisory . -0l | 46 15.23%+
DDSUM 69
SES -.04
Age ‘ -.02
Race | 15
2 WELSUM -20 06 . 528
INTNEG ' 1
3 WELSUMXINTNEG  -56 0 1.01
'EQUATIONz
2 WELSUM -20 04 3.51%
STBNEG 08

3 WELSUMXSTBNEG. .06 00 o



Table 2. (Continued)
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Step Variables B Beta f%r set £for set
EQUATION 3
2 WELSUM | .20 05 4.53*
‘GLONEG 16
3 WELSUMXGLONEG  -52 o1 2.27

Note. Step 1 was the same in all three equations; it is shown for Equation 1 only.

- IDDSUM=Sum of all items on the Inventory to Diagnose Depression;

WELSUM= Sum of all of the items on the Weight and Lifestyle Self-Efficacy

Questionnaire; INTNEG=Internal attributions for negative events; STBNEG=

Stable attributions for negative events, GLONEG=Global attributions for negative

events. *p<.05, **p<.001
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Table 3.
Summgy. of Hierarchiéal Multigle Regressibn Analysés Examining the Interacﬁon
of theA Three Di.n.lensions of Attribu';iorial Style with Perceived Control on

Maladaptive Eating

‘Step  Variables Beta t%r set Efor set
"EQUATION 1
1 DietingHistory -~ -01 46 15.23%*
IDDSUM 69
SES -04
Age ' -02
Race ' 15
2 PCWD -12 .02 1.86
INTNEG 12
3 PCWD X INTNEG .40 - 02 2.92
EQUATIONZ
2 PCWD..' o 12 02 150
STBNEG 08

3 PCWD X STBNEG. .52 .03 4.62*
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Table 3. (Continued)

, R F
Step Variables Beta for set for set
EQUATION 3 -
2 PCWD 212 03 277
GLONEG ' 16
3. PCWD X GLONEG 37 01 1.65

Note. Step 1 was the same in all three equations; it is shown for Equation 1 only.
IDDSUM=Sum of the items on the Inventory to Diagnose Depression, PCWD=
Sum of all of the items on the Perceived Control of Weight and Dieting Inventory;
INTNEG=Internal attributions for negative events; STBNEG= Stable attributions
for negative events, GLONEG=Global attributions for negative events. *p<.05,

**p<.001
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Figure 1.

A Model of a Mediator Relationshig Among the Variables.

C
Eating A IN, SN, & GN B . Maladaptive
Self-Efficacy Dimensions of Eating Behavior
Attributional Style

*Note. For a mediator relationship to exist the relationships designated by “A”
- and “B” must be significant. However the relationship designated by “C” should

not be significant once the effect of the mediator is removed.
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Figure 2.

Model of a Moderator Relationship Among the Study Variables.

IN, SN, and GN -

E
Dimensions of A
Attributional o T
Style . I
A N
.. G
D
Eating Self-Efficacy T
S
0
B R
¥ D
E
R
Dimensions of C I
Attributional Style » N
X _ \'4
Eating Self-Efficacy E
N
T
0
R
Y

- *Note. For a moderator relationship to exist, the interaction term designated by
“C” must be significant. The relationships designated by “A” and “B” do not
necessarily need to be significant.
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