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Abstract
Minority stress theory recognizes the presence of added stress for individuals that belong to marginalized minority groups (Meyer, 2003). When considering the mental health of those who identify as sexual minorities, the role of internalized heterosexism (i.e. negative, self-hating thoughts attributed to a pervasive culture that stigmatizes non-heteronormativity) becomes crucial (Szymanski, 2008; Watson et al., 2016). We measured the relation between heterosexist discrimination as a measure of sexual minority stress and endorsement of disordered eating behaviors and cognitions in a sample of university students and then tested self-criticism as a moderator of this relation. Participants completed a battery of self-report instruments measuring self-criticism, heterosexism, and disordered eating behaviors and cognitions via an online platform. Main effects of self-criticism on specific DE outcomes were found, along with zero-order correlations between sexual minority stress, self-criticism, and DE outcomes.  











 Self-Criticism, Sexual Minority Stress, and Disordered Eating Behaviors 
	Disordered eating (DE) is a highly prevalent problem on college campuses. Among young adults in general, anorexia nervosa is the third most common chronic illness (Public Health Service’s Office in Women’s Health, Eating Disorders Information Sheet, 2000). The National College Health Assessment II conducted by the American College Health Association (2014) polled 289,024 college students from across the United States and reported rates of anorexia nervosa, characterized by obsessive food intake restriction, to be 1.5% of females and .5% of males in the college population. Additionally, the ACHA reported rates for bulimia nervosa, characterized by excessive over-eating and subsequent purging to control weight, at 1.3% of females and .5% of males in the same population. In a comparable population, research estimated prevalence rates of EDNOS (Eating Disorder Not Otherwise Specified), the diagnosis for clinical levels of disordered eating behaviors that are not listed specifically in other diagnoses, at around 13% (Kurth et al., 1995). Sullivan (1995) reported that eating disorders have the highest mortality rate of mental illnesses. Clearly, understanding the risk factors for disordered eating (DE) behaviors in this population is critical. Previous research documented an association between self-criticism and DE and between experiences of heterosexism (i.e. discrimination on the basis of non-heternormativity) and DE (e.g., Lehman & Rodin, 1989; Fennig et al., 2008; Diemer et al., 2015). Investigators have not examined these three variables together. The overarching goal of the current study was to examine whether self-criticism moderates the relation between sexual minority stress and disordered eating symptoms. 
	People who identify as sexual minorities are disproportionately affected by eating disorders. Sexual minority status refers to individuals who identify as lesbian, gay, bisexual, transgender, questioning, or intersex. This includes lesbian women and gay men, who are attracted to people of their own gender, bisexual individuals, who are attracted to their own and other genders, and transgender people, who live as a gender other than their assigned birth gender. Additionally, it includes individuals who identify as queer (a term describing more fluid gender and sexual identity), questioning (those exploring their sexual identity), intersex (a medical condition in which the individual’s reproductive anatomy does not fit the typical idea of male or female anatomy), asexual (those who do not experience sexual attraction), and pansexual (those whose attractions are not determined by sex, gender, or identity) (Elizabeth, 2013). 
A considerable body of research supports the positive correlation between sexual minority status and disordered eating behaviors, particularly in college students. Using information from the ACHA National College Health Assessment II, Diemer, Grant, Munn-Chernoff, Patterson, and Duncan (2015) found that transgender students had the highest rates of diagnoses of eating disorders, namely anorexia nervosa, bulimia nervosa, and binge-eating disorder, within this college population. The second highest rate of diagnoses is of questioning men, at 3.66%, and the third is for women who identify as sexual minorities; this rate is 3.52%. These elevated rates call for further investigation. In their analysis of the College Health Assessment Survey, Matthews-Ewald (2014) and colleagues also found a significant relation between sexual minority status in women and higher rates of dieting. Although this behavior is not necessarily a disordered eating behavior, it could be indicative of cognitions typically associated with disordered eating behaviors, such as concerns about shape and weight (Lowe, 1993; Liechty & Lee, 2013). Feldman and Meyer (2007) also found significantly elevated levels of anorexia nervosa and bulimia nervosa in gay and bisexual men (rates of 14-42% as opposed to .5% in the total population). As these studies were cross-sectional, the causal effect of one variable on the other cannot be determined; however, the strength of these correlations compels further research into the mechanisms that may be responsible for the higher prevalence of DE outcomes in those who identify as sexual minorities. 
Diemer et al. (2015) found similar results when they examined sexual identity in conjunction with eating pathology rather than formal DE diagnosis. In addition to finding elevated rates of eating disorder diagnoses among people who identify as sexual minorities, they measured purging via self-induced vomiting and use of laxative or diet pills. These two behaviors, which are indicative of disordered eating but alone are not enough to warrant a DSM diagnosis, were also found to be elevated among those participants who identified as sexual minorities. Prevalence of purging and use of laxative and diet pills was highest among transgender individuals. These behaviors were by far the lowest in cis-gendered, heterosexual men, that is, individuals born male who identify as men and are attracted to women. The heightened prevalence in members of sexual minority groups supports examining the behavior alone, separate from clinical diagnostic categories. 
A separate body of literature highlights a strong relation between self-criticism and DE behaviors and cognitions. Lehman and Rodin (1989) found significantly elevated levels of self-criticism in a sample of women with bulimia nervosa.  In Fairburn’s (1999b) cognitive behavioral model of anorexia nervosa, he posited that negative self-evaluation is a major feature of the disorder. Additionally, constructs closely related to self-criticism, such as perfectionism and negative self-evaluation, have been shown to correlate with disordered eating (Fairburn et al., 1999a). In 2012, Kelly and Carter researched the association between self-criticism and DE outcomes, in conjunction with shame, in a clinical sample. Their results demonstrated a significant, positive association between self-criticism and DE outcomes. The effect size was large. Additionally, they found shame (a closely related construct) to mediate this relation (Kelly & Carter, 2012). In a longitudinal study of dancers with eating pathology, Goodwin and colleagues (2014) examined the role self-evaluative perfectionism (a proxy for and closely related construct to self-criticism) on DE outcomes. Findings demonstrated that self-criticism predicted pathology in various areas of DE outcomes, including restraint and concerns about shape and weight. Additionally, they found that self-criticism acted as a mediator of the association between perfectionism and DE outcomes (Goodwin et al., 2014). In a sample of adolescent females recruited from an inpatient eating disorder treatment unit in Israel, Fennig and colleagues (2008) found strong correlations between self-criticism and key cognitions associated with eating disorders. These cognitions include the fear of gaining weight, the feeling that ideal weight and shape are necessary for interpersonal acceptance, and supreme self-control over diet and weight (Cooper et al., 1997; Fairburn et al., 1999b; Mizes et al., 2000). Dunkley and Grilo (2006) looked at these cognitive factors in binge eating disorder patients using structural equation modeling. They found that self-criticism in particular was correlated with over-evaluation of shape and weight, with a medium effect size. In studying risk factors for anorexia nervosa and bulimia nervosa, Fairburn and colleagues (1999a) found that the presence of perfectionism and negative self-evaluation are significant predictors of the disorders. Overall, this general body of research demonstrates that disordered eating occurs alongside the tendency to criticize oneself and is central to the rationale behind the current study. 
Minority stress theory and the theory of internalized heterosexism offer a possible bridge between the literature on self-criticism and DE and the literature on sexual minority status and DE. Minority stress theory posits that members of minority and stigmatized groups experience chronically elevated levels of stress (Meyer, 2003). According to Meyer’s theory, members of minority groups experience elevated levels of stress due to unique and challenging experiences that come along with identification in a minority group. These experiences include things such as poor social support, discrimination and prejudice, and microaggressions. These negative experiences cause stress responses that over time are thought to lead to poor mental health outcomes. As minority stress theory speaks to all minority and stigmatized groups broadly, it follows that there would be stressors unique to those who identify as a sexual minority. Therefore, heterosexist discrimination, that is, homophobic discrimination experienced due to one’s identification as a sexual minority (or even as an ally), would logically contribute to minority stress.
Meyer’s minority stress theory can be integrated with the theory of Internalized Heterosexism (IH), defined as the internal conflict that arises in those who do not identify as heterosexual that is generated by living in a culture of pervasive heterosexuality and negative attitudes towards sexual minorities (Szymanski, 2008). Together, these theories suggest the risk of higher levels of negative cognitions like self-criticism. According to Szymanski (2008), such internal conflict can manifest in a spectrum of outcomes, ranging from self-doubt to self-destructive behavior. Essentially, IH is a form of minority stress unique to the LGBTQI+ community. Using this theoretical base, the proposed study plans to add a unique component to current research studying cognitions and diatheses for disordered eating in relation to sexual minority stress, experienced partially through IH. 
Findings by Brewster et al. (2013) support the idea that sexual minority stress contributes to eating disorder symptoms and self-criticism in sexual minorities. Looking primarily at bisexual women, Brewster and colleagues found significant, positive correlations between experience of discrimination, with one’s bisexuality as the perceived cause, internalized anti-bisexual feelings, and eating disorder symptoms. Additionally, the main focus of Watson and colleagues’ research (2016) was on factors that either protect against or promote risk for disordered eating behaviors. Importantly, Watson et al. (2016) found that enacted stigma experiences (i.e. active feelings of discrimination or isolation) were positively associated with binge eating, fasting to lose weight, and purging. These findings may suggest the effects of heterosexist discrimination on eating disorder behaviors and provide more contexts for my hypotheses by implying the role of self-criticism in influencing these behaviors. 
We have three main hypotheses for this study. First, we expect that high levels of sexual minority stress (as measured by an assessment of experience of and distress due to heterosexist discrimination) will have a significant positive relation with disordered eating behaviors and associated cognitions. Second, we expect to find a significant, positive association between sexual minority stress and self-criticism. Finally, we expect that self-criticism will moderate the relation between heterosexist discrimination and disordered eating behaviors and associated cognitions. Specifically, among those who experience heterosexist discrimination, those who express higher levels of self-criticism are predicted to display increased disordered eating behaviors and related cognitions. 
Methods
Participants
	We recruited a sample of 141 college-aged students (range 18-22) from a mid-sized private southeastern university in Nashville, Tennessee. The mean age of the sample was 19.04 (SD = 1.24). 20.9% of the recruited sample identified as male. 64.5% of the sample identified as Caucasian, 23.4% Asian American, 13.5% African American, 7.8% identified as Hispanic or Latino, and 2.1% identified as other.
Measures
The Daily Heterosexist Experiences Questionnaires (DHEQ; Balsam, Beadnell, & Molina, 2013) was used to assess sexual minority stress. The DHEQ consists of 50 questions across nine subscales which examines stressors related to gender expression, vigilance, parenting, harassment and discrimination, vicarious trauma, family of origin, HIV/AIDS, victimization, and isolation (Balsam et al., 2013). We removed the parenting subscale as it was deemed irrelevant to our target population and the HIV/AIDS subscale as it would pick up more stress related to contracting an STD in general than stress incurred by being a sexual minority. Internal reliability is acceptable (alpha = .92; Balsam et al., 2013). 
	The Self-Rating Scale (SRS; Hooley et al., 2002) was used to measure self-criticism. The SRS is an eight-item measure of self-criticism that asks people to rate their agreement with statements such as “others are justified in criticizing me.” Internal consistency is acceptable (alpha > .70; Glassman et al., 2007).
[bookmark: _GoBack]The Eating Disorder Examination-Questionnaire-6.0 (EDE-Q, Fairburn et al., 2008) was used to evaluate disordered eating behaviors and associated cognitions. This is the most recent version of the EDE-Q (Fairburn & Beglin, 1994), a well-validated and widely used self-report measure of disordered eating. The 28-question instrument asks about DE behaviors (i.e., binge eating, restriction, and purging) and DE-associated cognitions and emotions that an individual may have experienced in the past 28 days. The EDE-Q is composed of four subscales that measure behaviors and cognitions related to Restraint, Eating Concerns, Shape Concerns, and Weight Concerns. The measure has a well-established factor structure, has been validated among undergraduate men and women, and has acceptable reliability across subscales in both groups (Lavender et al., 2010; Luce et al., 2008). 
Design
	The study was as a one-wave, cross-sectional online self-report survey using measures of experienced heterosexist discrimination, levels of self-criticism, and DE behaviors and related cognitions. 
Data analytic plan 
We began by testing zero-order correlations to examine bivariate relations between our constructs of interest. We elected to use Spearman’s rho due to the skewness of the DHEQ, EDE-Q, and self-criticism scores. Then, we created interaction variables by multiplying self-criticism by each DHEQ subscale. We used linear regression to test for significant interactions in relation to each EDE-Q subscale. We also used logistic regression to test for a self-criticism by sexual minority stress interaction in relation to whether the participant reported bingeing, purging, or restriction in the previous year. After examining interactions, we tested simple main effects models, in which both self-criticism and sexual minority stress variables were entered in a single step (allowing us to test the effect of one while controlling for the other). All analyses were conducted using SPSS v. 24.0.
Procedure
	Participants were recruited from the SONA online study database through the University. The entire survey took no more than an hour and was completed online. Compensation was rewarded in the form of extra credit or required research credit for participating Psychology courses. For students who were recruited outside of Psychology courses through on-campus fliers, compensation was given in the form of Amazon gift cards. Students who scored above a certain threshold of clinical concern were contacted with referrals to counseling and support. The study was approved by the Vanderbilt University Institutional Review Board. 
Results
Table 1 shows descriptive statistics for each EDE-Q and DHEQ subscale, as well as self-criticism. Of note, 5% of the sample scored in the clinically significant range of the EDE-Q. Table 1 also shows the proportion of the sample that endorsed engaging in each DE behavior in the past year. Results as they pertain to each study aim are described below. 
Aim 1: To assess the relation between sexual minority stress and disordered eating behaviors and related cognitions.
	Table 2 shows the zero-order correlations between aspects of sexual minority stress (as measured by DHEQ subscales) and DE behaviors and related cognitions. Vigilance stress was positively correlated with shape concerns. Gender expression stress was positively correlated with restraint behaviors and concerns, eating concerns, shape concerns, past-year restriction behaviors, and total EDE-Q scores. Stress due to vicarious trauma was positively correlated with shape concerns, past-year binging behaviors, and total EDE-Q scores. All effect sizes of these correlations are small.
Aim 2: To assess the relation between sexual minority stress and self-criticism.
	Self-criticism was positively correlated with vigilance stress and stress due to vicarious trauma, as well as to sexual minority stress overall. These effect sizes are also small.
Aim 3: To assess the moderating effect of self-criticism on the relation between sexual minority stress and disordered eating behaviors and related cognitions.
	Interaction variables using SRS scores and the DHEQ total and subscale scores separately were created to test the interaction of self-criticism and sexual minority stress. None of the interaction terms reached statistical significance. We then proceeded to test main effect models in which we examined the relation of sexual minority stress to DE behaviors and cognitions, controlling for the effect of self-criticism (and vice versa). Tables 3, 4, 5, and 6 show the results of these regressions. We found that self-criticism remained significant after controlling for all DHEQ subscales for total DE outcomes and concerns about eating, shape, and weight. In models where total DHEQ score was used rather than subscale scores, self-criticism remained significant after controls for the same dependent variables, as well as for past-year bingeing behavior. In contrast, no form of sexual minority stress showed a significant relation to any EDEQ or past-year DE behavior after controlling for self-criticism. 
Discussion
Our goal was to examine the relation of self-criticism and sexual minority stress to disordered eating behaviors and cognitions among university students. We measured the associations between these variables in a sample of university students, then tested self-criticism as a moderator of the relation between sexual minority stress and DE outcomes. Four main findings emerged. First, self-criticism was significantly related to both DE behaviors and cognitions. Second, sexual minority stress demonstrated significant correlations with certain DE behaviors and cognitions. Third, sexual minority stress showed significant relations to self-criticism. Finally, self-criticism was significantly related to DE after controlling for the effects of sexual minority stress. Implications of our findings are discussed below.
	First, although not an explicit aim of the study, we replicated existing literature demonstrating a relation between self-criticism and DE behaviors and cognitions (e.g. Fairburn et al., 1999a; Fennig et al., 2008; Lehman & Rodin, 1989). Our results represent an extension of that literature in that we examined self-criticism and DE behaviors among undergraduates and aimed to understand the potential interaction between sexual minority stress and self-criticism in correlation with DE behaviors and cognitions. We found small-to-medium-sized relations between self-criticism and DE behaviors and cognitions. Previous research has shown different effect sizes in different populations. For example, Dunkley and Grilo (2006) found a medium-sized association between self-criticism and DE cognitions in a sample of clinical patients. They did not study the association between self-criticism and DE behaviors. Kelly and Carter (2012) found large associations between self-criticism and DE behaviors in another clinical population of those with diagnosed eating disorders. A sample of dancers affected by eating pathology (i.e., restraint and concern over eating, shape, and weight) also demonstrated a medium-sized association between these two constructs (Goodwin et al., 2014).  Our results extend research linking self-criticism to DE cognitions and behavior to university students, demonstrating that effect size may differ by clinical severity of the sample.
Second, our results supported correlations of sexual minority stress with DE behaviors and cognitions. In particular, we saw correlations between stress due to vigilance and shape concerns. Additionally we saw correlations between stress due to gender expression and restraint behaviors and concerns, concerns about eating and shape, total DE behaviors and cognitions, and past-year restraint behavior. While sexual minority stress cannot be seen as a direct proxy for sexual orientation, our findings provide another framework for understanding the unique experiences of those who identify as sexual minorities. That is, researchers should consider specific aspects of stress related to sexual orientation when examining links between sexual minority status and psychopathology. We also note the correlation between vicarious trauma and shape concerns, total DE behaviors and cognitions, and past-year bingeing behavior. These findings demonstrate that individuals (including those who identify as heterosexual) need not experience discrimination directly in order to suffer its ill effect. 
Third, we found significant correlations between sexual minority stress and self-criticism, supporting our second hypothesis. Our findings add unique understandings to the current body of literature. As was noted in the results, we found zero-order correlations with small effect sizes between self-criticism and stress due to vigilance and vicarious trauma, as well as to sexual minority stress overall. The positive association between heterosexist discrimination experiences and rates of self-criticism provides preliminary support for the construct of IH. A longitudinal study that measures heterosexist discrimination experiences as a predictor of self-criticism would be a logical next step in this area of research. These findings may also be understood in light of Minority Stress Theory and internalized heterosexism. Syzmanski (2008) argues that the experience of internalized heterosexism can often lead to self-destructive behaviors, such as DE behaviors and cognitions. Future research should examine more critically the link between internalization of heterosexual norms and ideals and self-criticism in sexual minorities.
	Finally, we did not find evidence for the hypothesized self-criticism by sexual minority stress interaction. One potential explanation for this lack of significance is the possibility that another aspect of the sexual minority experience, other than minority stress, moderates the relation between self-criticism and DE outcomes. Additionally, a lack of power due to relatively low levels of sexual minority stress could account for a lack of significance. Although we did not find the hypothesized interaction, we did find that self-criticism remained significantly associated with various DE outcomes, even after controlling for sexual minority stress (specifically DE outcomes in general, concerns about eating, shape, and weight, and endorsement of past-year bingeing behavior instead). Again, this supports previous literature that has demonstrated a correlation between self-criticism and DE outcomes (e.g. Lehman & Rodin, 1989; Fairburn et al., 1999a; Fennig et al., 2008; Kelly & Carter, 2012; Goodwin et al., 2014; Noordenbos et al., 2014). 
	Several limitations of the current study deserve mention. First, a relatively small proportion of the sample identified as sexual minorities. Levels of sexual minority stress were correspondingly low and experiences of significantly elevated levels of sexual minority stress are rather few. A larger population of those identifying as sexual minorities would provide more power for the analyses. Additionally, the DHEQ was developed using participants who identify as sexual minorities. Administering it in a general university sample represents an expansion from the original use of the measure. Nevertheless, it is still important to note that internal consistency among the DHEQ subscales was acceptable. Other limitations to note include the elevated clinical levels of DE outcomes, particularly in a college population known for its DE concerns. This elevation can make generalizability to a larger population difficult. Additionally, the solely self-report design could be a limitation in terms of reporter bias and generalizability. Finally, because of the nature of cross-sectional design, we cannot imply causality from any of our findings. Our findings are nonetheless still useful in regards to the associations they imply between the constructs of interest and in informing future studies in this area of research. 
	The findings of the current research suggest directions for future studies. We found a significant correlation between self-criticism and DE outcomes while controlling for sexual minority stress. Future studies should focus on if and how self-criticism differs by population, particularly marginalized populations, and why that could be so. Additionally, future studies should look at group differences among different sexual minorities (e.g., lesbian versus gay versus queer, etc.) We did not have the power to look at each group separately, but this would represent an important advance in the research for this field. In the same vein, future studies should focus on why only some subscales of the DHEQ and the EDE-Q seem to correlate. Researchers should also examine to what extent sexual minority stress explains greater prevalence of DE among sexual minorities and compare this to the contribution of other constructs. Further research into the nuances in experience of individuals who identify as sexual minorities would also be fruitful. Taken together, our results highlight the importance of considering sexual minority stress and self-criticism in relation to DE, although much work remains to fully understand relations among these constructs. 





References
American College Health Association. (2014). American college health association-national 
college health assessment II: Undergraduate students reference group executive summary spring 2014. Hanover, MD: American College Health Association.
Balsam, K. F., Beadnell, B., & Molina, Y. (2013). The Daily Heterosexist Experiences 
Questionnaire: Measuring minority stress among lesbian, gay, bisexual, and transgender adults. Measurement and Evaluation in Counseling and Development, 46(1), 3-25. doi:10.1177/0748175612449743
Brewster, M., Velez, B., Esposito, J., Wong, S., Geiger, E., & Keum, T. (2013). Moving beyond 
the binary with disordered eating research: A test and extension of objectification theory with bisexual women. Journal of Counseling Psychology, 50-62. doi:10.1037/a0034748
Cooper, M., Cohen-Tovée, E., Todd, G., Wells, A., & Tovée, M. (1997). The Eating Disorder 
Belief Questionnaire: Preliminary development. Behaviour Research and Therapy, 35(4), 381-388. doi:10.1016/s0005-7967(96)00115-5
Diemer, E., Grant, J., Munn-Chernoff, M., Patterson, D., & Duncan, A. (2015). Gender identity,
sexual orientation, and eating-related pathology in a national sample of college students. Journal of Adolescent Health, 57, 144-149. doi: 10.1016/j.jadohealth.2015.03.003
Dunkley, D., & Grilo, C. (2007). Self-criticism, low self-esteem, depressive symptoms, and 
over-evaluation of shape and weight in binge eating disorder patients. Behaviour Research and Therapy, 45, 139-149. doi: 10.1016/j.brat.2006.01.017
Elizabeth, A. (2013). Challenging the binary: Sexual identity that is not duality. Journal of 
Bisexuality, 13(3), 329-337. doi:10.1080/15299716.2013.813421
Fairburn, C. G., & Beglin, S. J. (1994). Assessment of eating disorders: Interview or self‐report 
questionnaire?. International journal of eating disorders, 16(4), 363-370.
Fairburn, C. G., Cooper, Z., Doll, H. A., & Welch, S. L. (1999a). Risk factors for anorexia 
nervosa: three integrated case-control comparisons. Archives of General Psychiatry, 56(5), 468-476. doi: 10.1001/archpsyc.56.5.468
Fairburn, C. G., Shafran, R., & Cooper, Z. (1999b). A cognitive behavioural theory of anorexia 
nervosa. Behaviour Research and Therapy, 37(1), 1-13. doi: 10.1016/S0005-7967(98)00102-8
Fairburn, C. G., Cooper, Z, & O'Connor, M. E. (2008). Eating Disorder Examination (Edition 
16.0D). In C. G. Fairburn (Ed.), Cognitive behavior therapy and eating disorders (pp. 265–308). New York: Guilford Press.
Feldman, M., & Meyer, I. (2007). Eating disorders in diverse lesbian, gay, and bisexual
populations. International Journal of Eating Disorders, 40(3), 218-226. doi: 10.1002/eat.20360
Fennig, S., Hadas, A., Itzhaky, L., Roe, D., Apter, A., & Shahar, G. (2008). Self-criticism is a 
key predictor of eating disorder dimensions among inpatient adolescent females. International Journal of Eating Disorders, 41(8), 762-765. doi:10.1002/eat.20573
Glassman, L. H., Weierich, M. R., Hooley, J. M., Deliberto, T. L., & Nock, M. K. (2007). Child 
maltreatment, non-suicidal self-injury, and the mediating role of self-criticism. Behaviour research and therapy, 45(10), 2483-2490.
Goodwin, H., Arcelus, J., Geach, N., Meyer, C. (2014). Perfectionism and eating 
psychopathology among dancers: The role of high standards and self-criticism. European Eating Disorders Review, 22(5), 346-351. doi: 10.1002/erv.2282
Greenwald, A. G., Mcghee, D. E., & Schwartz, J. L. (1998). Measuring individual differences in 
implicit cognition: The implicit association test. Journal of Personality and Social Psychology, 74(6), 1464-1480. doi:10.1037/0022-3514.74.6.1464
Hooley, J., Ho, D., Slater, J., Lockshin, A. (2002). Pain insensitivity and self-harming behavior. 
Paper presented at the annual meeting of the Society for Research in Psychopathology.
Kelly, A. & Carter, J. (2012). Why self-critical patients present with more severe eating disorder 
pathology: The mediating role of shame. British Journal of Clinical Psychology, 52(2), 148-161. doi: 10.1111/bjc.12006
Kurth, C. L., Krahn, D. D., Nairn, K., Drewnowski, A. (1995). The severity of dieting and 
bingeing behaviors in college women: Interview validation of survey data. Journal of Psychiatric Research, 29(3), 211-225. doi: 10.1016/0022-3956(95)00002-M
Lavender, J. M., De Young, K. P., & Anderson, D. A. (2010). Eating Disorder Examination 
Questionnaire (EDE-Q): norms for undergraduate men. Eating behaviors, 11(2), 119-121.
Lehman, A. K., & Rodin, J. (1989). Styles of self-nurturance and disordered eating. Journal of 
Consulting and Clinical Psychology, 57(1), 117-122. doi:10.1037/0022-006x.57.1.117
Liechty, J. M., & Lee, M. (2013). Longitudinal predictors of dieting and disordered eating 
among young adults in the U.S. International Journal of Eating Disorders, 46(8), 790-800. doi:10.1002/eat.22174
Lowe, M. R. (1993). The effects of dieting on eating behavior: A three-factor model. 
Psychological Bulletin, 114(1), 100-121. doi:10.1037/0033-2909.114.1.100
Luce, K. H., Crowther, J. H., & Pole, M. (2008). Eating Disorder Examination Questionnaire 
(EDE‐Q): Norms for undergraduate women. International Journal of Eating Disorders, 41(3), 273-276.
Matthews-Ewald, M., Zullig, K., & Ward, R. (2014). Sexual orientation and disordered eating 
behaviors among self-identified male and female college students. Eating Behaviors, 441-444. doi:10.1016/j.eatbeh.
Meyer, I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 
populations: Conceptual issues and research evidence. Psychological Bulletin, 129, 674-697. doi: 10.1037/0033-2909.129.5.674
Mizes, J. S., Christiano, B., Madison, J., Post, G., Seime, R., & Varnado, P. (2000). 
Development of the Mizes Anorectic Cognitions questionnaire-revised: Psychometric properties and factor structure in a large sample of eating disorder patients. International Journal of Eating Disorders, 28(4), 415-421. doi:10.1002/1098-108x(200012)28:43.0.co;2-z
Payne, B. K., Cheng, C. M., Govorun, O., & Stewart, B. D. (2005). An inkblot for attitudes: 
Affect misattribution as implicit measurement. Journal of Personality and Social Psychology, 89(3), 277-293. doi:10.1037/0022-3514.89.3.277
Public Health Service’s Office in Women’s Health, Eating Disorders Information Sheet, 2000.
Sullivan, P. (1995). Mortality in anorexia nervosa. American Journal of Psychiatry, 152(7), 
1073–1074.
Szymanski, D., Kashubeck-West, S., & Meyer, J. (2008). Internalized Heterosexism: A
historical and theoretical overview. The Counseling Psychologist, 36(4), 510-524. doi:10.1177/0011000007309488
Thompson, R., & Zuroff, D. C. (2004). The Levels of Self-Criticism Scale: Comparative self-
criticism and internalized self-criticism. Personality and Individual Differences, 36(2), 419-430. doi:10.1016/s0191-8869(03)00106-5
Watson, R. J., Veale, J. F., & Saewyc, E. M. (2016). Disordered eating behaviors among 
transgender youth: probability profiles from risk and protective factors. International Journal of Eating Disorders. doi: 10.1002/eat.22627
Zuroff, D., Quinlan, D., & Blatt, S. (1990). Psychometric properties of the depressive 
experiences questionnaire in a college population. Journal of Personality Assessment, 55(1), 65-72. doi:10.1207/s15327752jpa5501&2_7


	Table 1
	
	

	Descriptive Statistics
	
	

	
	
	

	
	% Reporting
	Mean (SD)

	Past-Year Disordered Eating Behaviors
	

	Restriction
	24.1
	5.65 (32.8)

	Laxative use
	3.5
	1.66 (15.96)

	Exercising
	34.8
	348.18 (3758)

	Binging
	23.4
	3.47 (15.75)

	Self-induced vomiting
	6.4
	.37 (2.01)

	EDE-Q Subscales
	
	

	Restraint
	
	1.24 (1.42)

	Eating
	
	.89 (1.25)

	Shape
	
	2.23 (1.68)

	Weight
	
	1.88 (1.63)

	Total
	
	1.56 (1.35)

	Self-criticism
	
	

	SRS total score
	
	25.04 (11.21)

	DHEQ Distress Subscales
	
	

	Vigilance
	
	1.44 (.74)

	Harassment
	
	1.17 (.69)

	Gender Expression
	
	1.14 (.53)

	Victimization
	
	1.10 (.59)

	Family of Origin
	
	1.19 (.70)

	Vicarious Trauma
	
	2.73 (1.56)

	Isolation
	
	1.13 (.49)

	Total DHEQ
	
	59.10 (24.60)


Note. EDE-Q= Eating Disorder Examination Questionnaire, DHEQ = Daily Heterosexist Experiences Questionnaire. % Reporting indicates proportion of respondents endorsing any use of the behavior in the past year. 

	Table 2
	
	
	
	
	
	
	
	
	
	
	
	

	Zero-Order Correlations Among Self-Criticism, Sexual Minority Stress and Disordered Eating Behaviors and Cognitions
	
	
	
	
	
	
	
	

	
	1.
	2.
	3.
	4.
	5.
	6.
	7.
	8.
	9.
	10.
	11.
	12.
	13.
	14.
	15.
	16.
	17.
	18.
	19.
	20.

	1. Vigilance
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2. Harassment
	.443**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3. Gender
	.567**
	.595**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4. Victimization
	.319**
	.616**
	.457**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5. Family
	.492**
	.656**
	.557**
	.504**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6. Vic. Trauma
	.685**
	.287**
	.380**
	.213*
	.341**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7. Isolation
	.517**
	.774**
	.762**
	.576**
	.695**
	.261**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	
	

	8. DHEQ Total
	.793**
	.431**
	.548**
	.288**
	.490**
	.940**
	.444**
	1.00
	
	
	
	
	
	
	
	
	
	
	
	

	9. Restraint
	.087
	-.028
	.213*
	.028
	.003
	.104
	.070
	.109
	1.00
	
	
	
	
	
	
	
	
	
	
	

	10. Eating 
	.142
	-.018
	.213*
	.084
	.060
	.150
	.109
	.161
	.619**
	1.00
	
	
	
	
	
	
	
	
	
	

	11. Shape
	.166*
	.065
	.185*
	.087
	.061
	.232**
	.100
	.202*
	.665**
	.755**
	1.00
	
	
	
	
	
	
	
	
	

	12. Weight
	.050
	-.002
	.115
	.062
	-.027
	.118
	.022
	.092
	.719**
	.749**
	.878**
	1.00
	
	
	
	
	
	
	
	

	13. EDEQ Total
	.133
	.025
	.186*
	.080
	.031
	.177*
	.076
	.163
	.828**
	.817**
	.937**
	.948**
	1.00
	
	
	
	
	
	
	

	14. EDEQ Clinical
	.048
	-.067
	.074
	-.039
	-.085
	.042
	-.070
	.032
	.329**
	.379**
	.372**
	.373**
	.378**
	1.00
	
	
	
	
	
	

	15. PY Restraint
	.163
	.024
	.172*
	.101
	.093
	.114
	.129
	.153
	.497**
	.348**
	.357** 
	.361**
	.431**
	.176**
	1.00
	
	
	
	
	

	16. PY Laxative
	-.023
	-.056
	-.080
	-.033
	-.071
	.082
	-.058
	.041
	.268**
	.213*
	.256**
	.270**
	.276**
	.132
	.161
	1.00
	
	
	
	

	17. PY Exercise
	.016
	.009
	.072
	-.036
	-.038
	.125
	-.070
	.077
	.398**
	.421**
	.379**
	.391**
	.431**
	.175*
	.181*
	.182*
	1.00
	
	
	

	18. PY Binge
	.152
	-.096
	.087
	.005
	-.001
	.173*
	.013
	.143
	.352**
	.492**
	.471**
	.423**
	.472**
	.181*
	.197*
	.075
	.230**
	1.00
	
	

	19. PY Purge
	.104
	-.076
	.120
	-.045
	.072
	.148
	.029
	.142
	.278**
	.301**
	.258**
	.276**
	.294**
	.073
	.192*
	.264**
	.175*
	.335**
	1.00
	

	20. Self-Criticism
	.219**
	.120
	.160
	.148
	.106
	.212*
	.093
	.207*
	.076
	.253**
	.342**
	.297**
	.277**
	.248**
	.162
	.068
	.018
	.212*
	.095 
	1.00



Note. N varies from 139-141.  1-8 are DHEQ subscales measuring sexual minority stress. Vic = Vicarious. DHEQ = Daily Heterosexist Experiences Questionnaire. EDE-Q = Eating Disorder Examination Questionnaire. PY = Past Year. EDE-Q Clinical is based on a clinical cutoff of EDE-Q Total ≥ 4. Correlations are Spearman’s Rho. 
* p >.05 ** p >01

	Table 3
	
	
	

	Main Effects of DHEQ Subscales and Self-Criticism Scores in relation to EDE-Q Scores

	Variable
	B (Std. Error)
	t
	Model F (Adjusted R2)

	DV= EDE-Q Total
	
	
	2.50* (.08)

	Vigilance
	.055 (.343)
	.159
	

	Harassment
	-.320 (.425)
	-.753
	

	Gender Expression
	.007 (.460)
	.016
	

	Victimization
	.068 (.447)
	.152
	

	Family of Origin
	-.111 (.463)
	-.240
	

	Vicarious Trauma
	.112 (.093)
	1.199
	

	Isolation
	.386 (.417)
	.928
	

	Self-Criticism
	.036** (.010)
	3.503
	

	DV= EDE-Q Restraint
	
	
	.86 (-.01)

	Vigilance
	.151 (.378)
	.400
	

	Harassment
	-.259 (.469)
	-.552
	

	Gender Expression
	.066 (.508)
	.131
	

	Victimization
	.179 (.494)
	.363
	

	Family of Origin
	-.441 (.511)
	-.864
	

	Vicarious Trauma
	.098 (.103)
	.947
	

	Isolation
	.406 (.460)
	.884
	

	Self-Criticism
	.014 (.011)
	1.256
	

	DV= EDE-Q Eating
	
	
	2.97** (.10)

	Vigilance
	.229 (.313)
	.732
	

	Harassment
	-.424 (.389)
	-1.092
	

	Gender Expression
	-.080 (.421)
	-.189
	

	Victimization
	.250 (.409)
	.611
	

	Family of Origin
	-.217 (.423)
	-.514
	

	Vicarious Trauma
	.082 (.085)
	.960
	

	Isolation
	.410 (.381)
	1.078
	

	Self-Criticism
	.034** (.009)
	3.610
	

	DV= EDE-Q Shape
	
	
	3.10** (.11)

	Vigilance
	-.104 (.421)
	-.248
	

	Harassment
	-.213 (.522)
	-.408
	

	Gender Expression
	.176 (.565)
	.312
	

	Victimization
	-.355 (.549)
	-.646
	

	Family of Origin
	.208 (.568)
	.366
	

	Vicarious Trauma
	.181 (.115)
	1.574
	

	Isolation
	.346 (.511)
	.677
	

	Self-Criticism
	.049** (.013)
	3.909
	

	DV= EDE-Q Weight
	
	
	2.25* (.07)

	Vigilance
	-.059 (.418)
	-.140
	

	Harassment
	-.386 (.519)
	-.744
	

	Gender Expression
	-.134 (.561)
	-.238
	

	Victimization
	.198 (.545)
	.364
	

	Family of Origin
	.005 (.564)
	.010
	

	Vicarious Trauma
	.090 (.114)
	.786
	

	Isolation
	.383 (.508)
	.755
	

	Self-Criticism
	.046** (.012)
	3.708
	


Note: F and Adjusted R2 refers to entire set of variables, both self-criticism and set of DHEQ subscales.  N varies from 139-141. DHEQ = Daily Heterosexist Experiences Questionnaire. EDE-Q = Eating Disorder Examination Questionnaire. 
* p >.05 ** p >01





	Table 4
	
	
	
	

	Main Effects of DHEQ Subscales and Self-Criticism Scores in relation to Past-Year Eating Behaviors
	

	Variable
	B (Std. Error)
	Exp. (B)
	Wald Z
	Χ2 (df)

	DV= PY Restraint
	
	
	
	8.13 (8) 

	Vigilance
	.334 (.609)
	1.397
	.301
	

	Harassment
	-.337 (.761)
	.714
	.197
	

	Gender Expression
	.286 (.765)
	1.331
	.140
	

	Victimization
	-.228 (.742)
	.796
	.095
	

	Family of Origin
	-.310 (.856)
	.733
	.132
	

	Vicarious Trauma
	.060 (.172)
	1.062
	1.22
	

	Isolation
	.816 (.717)
	2.262
	1.297
	

	Self-Criticism
	.029 (.746)
	1.030
	2.392
	

	DV= PY Lax. Use
	
	
	
	5.78 (8)

	Vigilance
	-.737 (1.579)
	.479
	.218
	

	Harassment
	-19.214 (7031.109)
	.000
	.000
	

	Gender Expression
	-48.468 (16939.328)
	.000
	.000
	

	Victimization
	59.578 (12075.707)
	7.492 x 1025
	.000
	

	Family of Origin
	-38.590 (8667.770)
	.000
	.000
	

	Vicarious Trauma
	.623 (.368)
	1.865
	2.872
	

	Isolation
	.611 (6403.105)
	1.842
	.000
	

	Self-Criticism
	-.042 (.048)
	.959
	.788
	

	DV= PY Exercise
	
	
	
	18.78* (8)

	Vigilance
	-.041 (.661)
	.960
	.004
	

	Harassment
	3.162 (1.830)
	23.614
	2.984
	

	Gender Expression
	3.160 (1.628)
	23.562
	3.767
	

	Victimization
	-3.369 (6.094)
	.034
	.306
	

	Family of Origin
	-.314 (.989)
	.730
	.101
	

	Vicarious Trauma
	.127 (.167)
	1.135
	.575
	

	Isolation
	-5.994 (3.192)
	.002
	3.526
	

	Self-Criticism
	-.009 (.017)
	.991
	.288
	

	DV= PY Binging
	
	
	
	13.88 (8)

	Vigilance
	-.136 (.643)
	.873
	.045
	

	Harassment
	-1.116 (.976)
	.328
	1.308
	

	Gender Expression
	1.671 (1.090)
	5.317
	2.350
	

	Victimization
	-.518 (.956)
	.596
	.293
	

	Family of Origin
	-.409 (.960)
	.664
	.181
	

	Vicarious Trauma
	.293 (.173)
	1.341
	2.869
	

	Isolation
	.490 (.780)
	1.632
	.394
	

	Self-Criticism
	.031 (.019)
	1.031
	2.500
	

	DV= PY Purging
	
	
	
	8.68 (8)

	Vigilance
	.120 (1.094)
	1.127
	.012
	

	Harassment
	-44.770 (10810.653)
	.000
	.000
	

	Gender Expression
	1.390 (1.861)
	4.014
	.558
	

	Victimization
	21.307 (7958.694)
	1793487940
	.000
	

	Family of Origin
	.616 (1.308)
	1.851
	.222
	

	Vicarious Trauma
	.308 (.315)
	1.360
	.956
	

	Isolation
	.655 (1.031)
	1.925
	.403
	

	Self-Criticism
	.014 (.033)
	1.014
	.185
	


Note. N varies from 139-141. DHEQ = Daily Heterosexist Experiences Questionnaire. PY = Past Year. Lax. = Laxative.
* p >.05 ** p >01




	Table 5
	
	
	

	Main Effects of Total Sexual Minority Stress and Self-Criticism Scores in relation to EDEQ Scores

	Variable
	B (Std. Error)
	t
	Model F, Adjusted R2

	DV=EDE-Q Total
	
	
	8.39** (.10)

	DHEQ Total
	.003 (.004)
	.625
	

	Self-Criticism
	.038** (.010)
	3.871
	

	DV= EDE-Q Restraint
	
	
	1.436 (.01)

	DHEQ Total
	.002 (.005)
	.334
	

	Self-Criticism
	.017 (.011)
	1.575
	

	DV= EDE-Q Eating
	
	
	9.19** (.11)

	DHEQ Total
	.003 (.004)
	.707
	

	Self-Criticism
	.037** (.009)
	4.032
	

	DV=EDE-Q Shape
	
	
	10.73** (.12)

	DHEQ Total
	.006 (.005)
	1.181
	

	Self-Criticism
	.051** (.012)
	4.195
	

	DV= EDE-Q Weight
	
	
	8.40 (.10)

	DHEQ Total
	.000 (.005)
	.026
	

	Self-Criticism
	.048** (.012)
	4.027
	


Note. F and Adjusted R2 refers to entire set of variables, both self-criticism and set of DHEQ subscales. N varies from 139-141. DHEQ = Daily Heterosexist Experiences Questionnaire. EDE-Q = Eating Disorder Examination Questionnaire. 
* p >.05 ** p >01




	Table 6
	
	
	
	

	Main Effect Outcomes of Total Sexual Minority Stress and Self-Criticism Scores on Past-Year Eating Behaviors

	
	B (Std. Error)
	Exp. (B)
	Wald Z
	Χ2 (df)

	DV= PY Restraint
	
	
	
	4.85 (2)

	DHEQ Total
	.009 (.007)
	1.009
	1.316
	

	Self-Criticism
	.030 (.018)
	1.030
	2.751
	

	DV= PY Laxative Use
	
	
	
	.794 (2)

	DHEQ Total
	.000 (.021)
	1.000
	.000
	

	Self-Criticism
	-.039 (.047)
	.962
	.694
	

	DV= PY Exercise
	
	
	
	.203 (2)

	DHEQ Total
	.003 (.007)
	1.003
	.205
	

	Self-Criticism
	-.002 (.016)
	.998
	.012
	

	DV= PY Binging
	
	
	
	4.69 (2)

	DHEQ Total
	.003 (.008)
	1.003
	.114
	

	Self-Criticism
	.037* (.018)
	1.038
	4.119
	

	DV= PY Purging
	
	
	
	.953 (2)

	DHEQ Total
	.005 (.012)
	1.005
	.213
	

	Self-Criticism
	.024 (.031)
	1.024
	.620
	


Note. N varies from 139-141. DHEQ = Daily Heterosexist Experiences Questionnaire. PY = Past Year.


Appendix
Copies of Measured Used
Daily Heterosexist Experiences Questionnaires (DHEQ; Balsam, Beadnell, & Molina, 2013)
 The following is a list of experiences that LGBT people sometimes have. Please read each one carefully, and then respond to the following question: 
How much has this problem distressed or bothered you during the past 12 months? 
0 = Did not happen/not applicable to me 
1 = It happened, and it bothered me NOT AT ALL 
2 = It happened, and it bothered me A LITTLE BIT 
3 = It happened, and it bothered me MODERATELY 
4 = It happened, and it bothered me QUITE A BIT 
5 = It happened, and it bothered me EXTREMELY 
1. Difficulty finding a partner because you are LGBT 
2. Difficulty finding LGBT friends 
3. Having very few people you can talk to about being LGBT 
4. Watching what you say and do around heterosexual people 
5. Hearing about LGBT people you know being treated unfairly 
6. Hearing about LGBT people you don't know being treated unfairly 
7. Hearing about hate crimes (e.g., vandalism, physical or sexual assault) that happened to LGBT people you don't know 
8. Being called names such as "fag" or "dyke" 
9. Hearing other people being called names such as "fag" or "dyke" 
10. Hearing someone make jokes about LGBT people 
11. Family members not accepting your partner as a part of the family 
12. Your family avoiding talking about your LGBT identity 
13. Your children being rejected by other children because you are LGBT 
14. Your children being verbally harassed because you are LGBT 
15. Feeling like you don't fit in with other LGBT people 
16. Pretending that you have an opposite-sex partner 
17. Pretending that you are heterosexual 
18. Hiding your relationship from other people 
19. People staring at you when you are out in public because you are LGBT 
20. Worry about getting HIV/AIDS 
21. Constantly having to think about "safe sex" 
22. Feeling invisible in the LGBT community because of your gender expression 
23. Being harassed in public because of your gender expression 
24. Being harassed in bathrooms because of your gender expression 
25. Being rejected by your mother for being LGBT 
26. Being rejected by your father for being LGBT 
27. Being rejected by a sibling or siblings because you are LGBT 
28. Being rejected by other relatives because you are LGBT 
29. Being verbally harassed by strangers because you are LGBT 
30. Being verbally harassed by people you know because you are LGBT 
31. Being treated unfairly in stores or restaurants because you are LGBT 
32. People laughing at you or making jokes at your expense because you are LGBT 
33. Hearing politicians say negative things about LGBT people 
34. Avoiding talking about your current or past relationships when you are at work 
35. Hiding part of your life from other people 
36. Feeling like you don't fit into the LGBT community because of your gender expression 
37. Difficulty finding clothes that you are comfortable wearing because of your gender expression 
38. Being misunderstood by people because of your gender expression 
39. Being treated unfairly by teachers or administrators at your children’s school because you are LGBT 
40. People assuming you are heterosexual because you have children 
41. Being treated unfairly by parents of other children because you are LGBT 
42. Difficulty finding other LGBT families for you and your children to socialize with 
43. Being punched, hit, kicked, or beaten because you are LGBT 
44. Being assaulted with a weapon because you are LGBT 
45. Being raped or sexually assaulted because you are LGBT 
46. Having objects thrown at you because you are LGBT 
47. Worrying about infecting others with HIV 
48. Other people assuming that you are HIV positive because you are LGBT 
49. Discussing HIV status with potential partners 
50. Worrying about your friends who have HIV




Self-Rating Scale (SRS; Hooley et al., 2002)
 Please respond to the following questions with respect to the scale below. 
1	 2 	3	 4 	5 	6 	7 
Strongly Disagree 		Strongly Agree 
1. I am socially inept and socially undesirable. _______ 
2. If others criticize me, they must be right. _______ 
3. Flaws, defects, and mistakes are intolerable. _______ 
4. I often feel inferior to others. _______ 
5. At times I have been so ashamed I just wanted to hide. _______ 
6. Sometimes I feel completely worthless. _______ 
7. I am no more special than anyone else. _______ 
8. Others are justified in criticizing me. _______











Eating Disorder Examination-Questionnaire-6.0 (EDE-Q, Fairburn, 2008)
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Questions 19 to 21: Please circle the appropriate number. Please note that for these questions the
term “binge eating” means eating what others would regard as an unusually large amount of
food for the circumstances, accompanied by a sense of having lost control over eating.

19 Over the past 28 days, on how many days No 15 612 13-15 1622 2327 Every
have you eaten in secret (ic, furtively)? days _days _days day
..... Do not count episodes of binge cating 0 1 2 s . TS e

20 On what proportion of the times that you
have eaten have you felt guilty (felt that
you've done wrong) because of its effect on

your shape or weight?

... Do not count episodes of binge cating 0 1 2

None Afew Less Halfof More Most
ofthe ofthe than the than of the
times times half times half ti

Every
time

21 Over the past 28 days, how concerned have
‘you been about other people seeing you
cat?

. Do not count episodes of binge eating o 1 2 3 4 5 6

Notatall  Slighly Moderately ~ Markedly
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Questions 22 to 28: Please circle the appropriate number on the right. Remember that the
questions only refer to the past four weeks (28 days).

Over the past 28 days .....

Not at
all

Slightly

Moderate
Ay

Markedly

2

‘Has your weight influenced how you think
about (judge) yourself as a person?

4

23

‘Has your shape influenced how you think
about (judge) yourself as a person?

24

‘How much would it have upset you if you
had been asked to weigh yourself once a
week (no more, or less, often) for the next
four weeks?

25

How dissatisfied have you been with your
weight?

26

How dissatisfied have you been with your
shape?

27

‘How uncomfortable have you felt seeing
your body (for example, sceing your shape
in the mirror, in a shop window reflection,
‘while undressing or taking a bath or
shower)?

28

‘How uncomfortable have you felt about
others seeing your shape or figure (for
example, in communal changing rooms,
‘when swimming, or wearing tight clothes)?
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EATING QUESTIONNAIRE

Instructions: The following questions are concerned with the past four weeks (28 days) only.
Please read each question carefully. Please answer all the questions. Thank you.

Questions 1 to 12: Please circle the appropriate number on the right. Remember that the
questions only refer to the past four weeks (28 days) only.

No 1-5 612 13-15 16-22 23-27 Every

On how many of the past 28 days . duys days duys days dags duys dag

T Have you been deliberately rying to limit the
amount of food you cat to influence yourshape 9 1 2 3 4 5 6
or weight (whether or not you have succeeded)?

2 Have you gone for long periods of time (8
waking hours or more) without eating anythingat o 1 2 3 4 5 6
all in order to influence your shape or weight?

3 Have you tried to exclude from your diet any
foods that you like in order to influence your
shape or weight (whether or not you have
succeeded)?

4 Have you tried to follow definite rules regarding
your cating (for example, a calorie limit) in order
to influence your shape or weight (whether or not
you have succeeded)?

5 Have you had a definite desire to have an empty
stomach with the aim of influencing yourshape 0 1 2 3 4 5 6
or weight?

6 Have you had a definite desire to have a totally
flat stomach?
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Has thinking about food, eating or calories made
it very difficult to concentrate on things you are

interested in (for example, working, following 2
conversation, or reading)?

Has thinking about shape or weight made it very
difficult to concentrate on things you are
interested in (for example, working, following 2
conversation, or reading)?

Have you had a definite fear of losing control
over eating?

10

Have you had a definite fear that you might gain
weight?

11

Have you felt fat?

12

Have you had a strong desire to lose weight?
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Questions 13-18: Please fill in the appropriate number in the boxes on the right. Remember
that the questions only refer to the past four weeks (28 days).

Over the past four weeks (28 days) .

13 Over the past 28 days, how many times have you caten what other people would
regard as an unusually large amount of food (given the circumstances)?

14 ... On how many of these times did you have a sense of having lost control over
your eating (at the time that you were eating)?

15 Over the past 28 days, on how many DAYS have such cpisodes of overcating
oceurred (i.¢., you have caten an unusually large amount of food and have had a
sense of loss of control at the time)?

16 Over the past 28 days, how many fimes have you made yourself sick (vomit) as
‘means of controlling your shape or weight?

17 Over the past 28 days, how many fimes have you taken laxatives as a means of
controlling your shape or weight?

18 Over the past 28 days, how many fimes have you exercised in a “driven” or
“compulsive” way as a means of controlling your weight, shape or amount of fat,
or to bum off calories?





