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Abstract 

Eating disorders are a significant problem many people deal with, especially women in 

their adolescent and young adult years.  Those diagnosed with anorexia nervosa (AN) appear to 

be restrictive not only with food, but also with their sexual attitudes and behaviors as well.  

Those with the impulsive symptoms of bulimia nervosa (BN) - binge eating and purging - seem 

to be impulsive with their sexual attitudes and behaviors.  A drawback in the research literature 

is that of studies with small sample sizes.  A reason for this could be that full-blown eating 

disorders are relatively uncommon.  Most individuals diagnosed with an eating disorder (50-

60%) do not meet full criteria, but are given a diagnosis of eating disorder not otherwise 

specified (EDNOS).  This is problematic given that most of the research is completed on those 

meeting full diagnostic criteria.   

The current study included 179 undergraduate females covering the full range of eating 

disorder symptomatology, from those who met full criteria for anorexia or bulimia nervosa to 

those who had no problems with food or eating.  In addition, this study also examined the 

effects of moderating variables (e.g., depression) on the relationship between eating disorders 

and sexuality.  It was hypothesized that the same relationships seen among those with severe 

eating pathology and sexuality would also exist in those who did not meet full criteria for an 

eating disorder (e.g., increased symptoms of dietary restriction would be positively related to 

increased levels of sexual restriction).  None of the proposed hypotheses were confirmed. 

Despite the lack of significant findings, those with an increase in symptoms of BN were also 

more likely to endorse symptoms of depression and perfectionism.  It is therefore still important 

to examine those who may not be meeting full criteria for an eating disorder as they may be 

suffering in ways that need to be addressed. 
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An Examination of the Relationship between Eating Disorders and Sexuality in College Women 

 Historically, psychoanalytic interpretations of eating dysfunction tended to focus on 

sexuality being at the root of eating disturbance (Rampling, 1978; Rose, 1943).  Individuals with 

eating disorders were often described as avoiding sexual maturity, having difficulty navigating 

heterosexual relationships, and feared oral impregnation (Waller, Kaufman, & Deutsch, 1940).  

Recent research on sexuality and eating behavior has begun to highlight differences between 

those with inhibited or restrictive symptoms with food and in their sexual lives, and those who 

may be more impulsive and permissive in nature (Abraham & Beumont, 1982; Beumont et al., 

1981; Raciti & Hendrick, 1992).

Sexuality and Eating Disorders 

Research has indicated that those who exhibit symptoms of excessive control and 

restriction around food show similar attitudes and behaviors in their sexual lives (Beumont et al., 

1981; Leon et al., 1985).  For example, studies have suggested that those with symptoms of 

restriction in eating tend to be sexually naïve and generally have less sexual experience than 

individuals with bulimia nervosa and their non-eating disordered peers (Ruuska, Kaltiala-Heino, 

Koivisto, & Rantanen, 2003; Tuiten et al., 1993; Wiederman, 1996).  Leon et al. (1985) found 

that compared to girls without symptoms of anorexia nervosa, those with anorexia nervosa had 

significantly lower scores on Sexual Evaluation (self-evaluated sexual appeal to others) and 

Sexual Interest (degree of sexual arousability). 

Haimes and Katz (1988) identified adult women with symptoms of anorexia nervosa as 

being least likely to be sexually active and as having begun dating and sexual activity at a much 

later age in comparison to their bulimic counterparts.  Haimes and Katz (1988) also reported that 

the women with anorexia nervosa tended to be less interested in sex and reported less enjoyment 
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from sexual activities.  Only two women with anorexia nervosa in their study had ever achieved 

orgasm, while half of those with bulimia nervosa had achieved orgasm.  It seems that those with 

restrictive tendencies toward food tend to hold attitudes about themselves as being less sexually 

appealing, less interested in sexual activity, and more negative about sex in general, and these 

attitudes appear to affect their sexual behaviors as well. 

While those who are more restrictive with regards to food appear to also be inhibited 

sexually, a different set of attitudes and behaviors seems to exist for those with more impulsive 

tendencies toward food (e.g., binging and purging behaviors).  Studies investigating the link 

between bulimic behaviors and sexuality paint a more impulsive and permissive picture with 

regards to sexual attitudes and behaviors.  Abraham et al. (1985) explored the psychosexual 

histories of women with bulimia nervosa and reported they were more likely than their non-

eating disordered peers to hold positive attitudes toward masturbation and the use of sexual aids 

such as a vibrator.  Beumont et al. (1981) examined differences between those with anorexia 

nervosa who simply restrict and those with anorexia nervosa and purging tendencies.  The 

researchers found that a large majority of those who had engaged in coitus or oral sex, or had 

more than one sexual partner, were from the purging group, suggesting bulimic symptoms may 

be associated with greater sexual experience.   

To further validate the link between bulimic tendencies and sexual permissiveness, 

Wiederman, Pryor, and Morgan (1996) found that women with bulimia nervosa were far more 

likely to engage in masturbation and sexual intercourse, with the age of onset of sexual 

intercourse occurring at a younger age than those with symptoms of anorexia nervosa (17 vs. 18 

years).   
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Mood, Eating Disorders, and Sexuality 

 One explanation for the patterns seen in both sexual behavior and eating disorders could 

be mood disturbance1.  Carter et al. (2007) compared women with anorexia nervosa, women with 

depression, and women who had recently had a baby (post-partum - within two months 

following birth) for sexual functioning and satisfaction.  Their results indicated that while those 

with anorexia nervosa or depression reported engaging in more sex than those who had recently 

had a baby, the number of sexual problems were significantly higher for those with anorexia 

nervosa and for those with depression.  While conclusions regarding similarities between 

anorexia nervosa and depression were not offered in this study, it is interesting to note that both 

disorders reported problems with sexual activity.  It is difficult to tell from this study, however, if 

the number of problems were greater for these two groups simply because they were having 

more sex than the post-partum group.  Perhaps if the women who had just had a baby were 

having as much sex as those women with anorexia nervosa or who were depressed, the number 

of sexual problems would be more similar between these three groups of women. 

What the Carter et al. (2007) study seems to suggest is that those with anorexia nervosa 

and those with depression may share qualities that influence their sexual behavior.  This 

relationship, however, is difficult to understand from the research literature.  For example, Tuiten 

et al. (1993) reported that the sexual functioning and attitudes of their participants with anorexia 

nervosa appeared normal before the onset of eating disordered symptoms, but became highly 

restrictive following the onset of the eating disorder.  Ghizzani and Montomoli (2000) drew 

similar conclusions, stating that those who develop anorexia nervosa in adulthood reported 

                                                 
1 More information on the relationship between mood and sexuality is included in Appendix A.  Appendix A 
includes an extended literature review examining topics related to eating and sexual behavior.  Examples of material 
included in this appendix are diagnostic criteria, sexual attitudes and experiences associated with both anorexia and 
bulimia nervosa, personality pathology related to eating disorders and sexual behavior, biological mechanisms, etc. 
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normal sexual functioning before the onset of the illness.  They believed the altered balance of 

“ovarian steroids and central nervous system neurotransmitters” (Ghizzani & Montomoli, 2000, 

p. 80) resulting from malnutrition explains the decrease in sexual functioning and satisfaction.  

However, endocrine and neuroendocrine alterations can be found in depressed patients and are 

associated with loss of sex drive, and according to some reports, these alterations seem to 

precede malnutrition (Ghizzani & Montomoli, 2000).   

Morgan, Lacey, and Reid (1999) examined changes in sexual drive following weight 

restoration in patients with anorexia nervosa.  In their study, sexual drive was closely associated 

with weight restoration.  In addition, the researchers concluded that sexual drive was also 

associated with level of depression.  Specifically, there was a significant, positive association 

between weight gain and sexual drive.  As the women with anorexia nervosa gained weight, their 

sexual functioning improved.  However, there also seemed to be a positive association between 

levels of depression and degree of weight gain.  In other words, as the women gained weight, 

they also reported higher levels of depressed mood. 

In a study conducted by Morgan, Wiederman, and Pryor (1995), the researchers 

examined similarities and differences between those with anorexia nervosa and bulimia nervosa 

for sexual functioning and satisfaction following recovery from eating disordered symptoms.  

Nearly 40% of their participants continued to have difficulty with sexual functioning and 

satisfaction even though their symptoms had remitted.    

It is therefore unclear how exactly mood disturbance, or depressive symptoms, plays a 

role in the sexual lives of those with an eating disorder.  This area is in need of further study to 

determine the exact nature of the relationship. 
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Personality, Eating Disorders, and Sexuality 

Personality traits may also offer an explanation for the relationship between eating 

disorders and sexual behavior.  Those suffering from symptoms of anorexia nervosa tend to have 

perfectionistic, compulsive, and rigid personality traits (Forbush, Heatherton, & Keel, 2007; 

Thomas, Keel, & Heatherton, 2005).  As theorized by Wiederman (1996), these traits may be 

tied to a general tendency in these individuals to restrain and inhibit themselves, which may 

oppose the experience of “letting go” to achieve bodily/sexual pleasure (such as with orgasm or 

intimacy within a sexual relationship).  Further, Wiederman (1996) also mentions how this 

overall pattern of constriction and restriction may explain the relative deficit in general marital 

intimacy other studies have identified (Newton, Boblin, Brown, & Ciliska, 2006; Van den 

Broucke, Vandereycken, & Vertommen 1995a; Van den Broucke, Vandereycken, & 

Vertommen, 1995b).  This topic is discussed in more detail in Appendix A. 

Those with bulimia nervosa tend to exhibit personality characteristics more in-line with 

borderline personality disorder (Haslam, Mountford, Meyer, & Waller, 2008), including 

problems with emotion regulation, fears of abandonment, and not surprisingly, interpersonal 

difficulties.  As suggested by Wiederman (1996), these personality characteristics, especially 

those related to impulsivity and difficulties in relationships, may explain the tendency for those 

with symptoms of bulimia nervosa to engage in sexual practices at an earlier age, or have a 

greater number of sexual partners (i.e., Haimes & Katz, 1988; Wiederman et al., 1996).  As 

Wiederman (1996) suggests, “the relatively greater number of sexual partners reported by some 

women with bulimia nervosa may be the result of more general impulsiveness or difficulty with 

self-regulation” (p. 307).  Indeed, a subgroup of women with bulimia nervosa have also been 

found to exhibit impulsive behaviors in areas outside of eating such as spending and drinking 
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(Wiederman & Pryor, 1997), and as in their eating behavior, may feel out of control with their 

sexual impulses as well (Wiederman, 1996).  

Eating Disorder Not Otherwise Specified (EDNOS) 

 One major drawback to a majority of these studies is that their sample sizes tend to be 

small.  The reason for this is likely because full-blown cases of anorexia or bulimia nervosa are 

relatively rare in the general population (Wiederman, 1996).  In fact, most cases of eating 

disorders, or at least half of all diagnosed cases, have some or a mixture of symptoms of anorexia 

or bulimia nervosa (Fairburn, 2008; Fairburn & Bohn, 2005).  In other words, a high number of 

individuals with serious eating problems tend to fall into the “not otherwise specified” (NOS) 

category (Fairburn, 2008).  If most cases are diagnosed as EDNOS, why has the research 

concentrated only on strict cases of anorexia or bulimia nervosa?   

Purpose 

 The goal of the current study was to expand on the literature by including participants 

other than those who meet full criteria for either anorexia nervosa or bulimia nervosa.  This study 

included a broad range of participants who have no symptoms of an eating disorder to those who 

met full criteria for an eating disorder.  The goal was to capture an assortment of participants 

who have a range of symptoms.  In other words, eating disordered symptomatology was treated 

as a continuum.  The reason for this is because the individuals who are not meeting full criteria 

for an eating disorder, but still have problems associated with food and body image disturbance, 

may be still suffering from their difficulties.  Past research focused on the associations between 

sexuality and eating disorders only among those who met full criteria for anorexia nervosa or 

bulimia nervosa, however, this study was one of the first to examine the association between the 
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eating attitudes, sexual attitudes, and self-reported eating and sexual behaviors of those across a 

broad spectrum.  This study would like to see if those individuals who are not meeting full 

criteria for an eating disorder are still battling similar problems as those who do meet full 

criteria.  It would be important to know if women dealing with some symptoms of eating 

disturbance are also experiencing other issues (ex., sexual health) related to those who may be 

experiencing a full-blown eating disorder.  These women would thus be a target group for future 

or current interventions when dealing with those who battle difficulty surrounding food and body 

issues.  The first aim of the study was therefore to examine the relation between eating attitudes 

and self-reported eating behaviors and sexual attitudes and self-reported behaviors.  The central 

hypotheses are as follows: 

1) Higher endorsement of symptoms of anorexia nervosa will be positively related to 

higher levels of a) sexual inexperience and b) inhibited sexual attitudes after 

statistically controlling for levels of depression, perfectionism, and impulsivity. 

2) Higher endorsement of symptoms of bulimia nervosa will be positively related to 

higher levels of a) sexual experience and b) sexual permissiveness after 

statistically controlling for level of depression, perfectionism, and impulsivity. 

A second aim of this study is to better understand the relation between mood, perfectionism, and 

impulsivity and eating disordered symptoms and sexual behavior.  Given this aim, the following 

hypotheses are proposed: 

3) Depressed mood will moderate the relation between eating disorder symptoms 

and a) sexual experiences and b) sexual attitudes after statistically controlling for 

perfectionism and impulsivity. 
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 3.a) Higher levels of depressed mood will strengthen the positive relation 

between symptoms of  anorexia nervosa and i) sexual inexperience and ii) 

sexually inhibited attitudes. 

 3.b) Higher levels of depressed mood will weaken the positive relation 

between symptoms of bulimia nervosa and i) sexual experience and ii) sexual 

permissiveness. 

4) Perfectionism will moderate the relation between eating disorder symptoms and a) 

sexual experiences and b) sexual attitudes after statistically controlling for 

depression and impulsivity. 

4.a) Higher levels of perfectionism will strengthen the positive relation 

between symptoms of anorexia nervosa and i) sexual inexperience and ii) sexually 

inhibited attitudes. 

4.b) Higher levels of perfectionism will strengthen the positive relation 

between symptoms of bulimia nervosa and i) sexual experience and ii) sexual 

permissiveness. 

5) Impulsivity will moderate the relation between eating disorder symptoms and a) 

sexual experiences and b) sexual attitudes after statistically controlling for 

depression and perfectionism. 

 5.a) Lower levels of impulsivity will strengthen the positive relation between 

symptoms of anorexia nervosa and i) sexual inexperience and ii) sexually 

inhibited attitudes. 
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 5.b) Higher levels of impulsivity will strengthen the positive relation between 

symptoms of bulimia nervosa and i) sexual experience and ii) sexual 

permissiveness. 

Method 

Participants 

In order to detect relationships having a small effect size (.10) with adequate power (.80), 

at a significance level of alpha = .05, data from a 150 participants was determined to be 

sufficient (Cohen, 1992).  The number of participants was determined using five predictors that 

were included in each analysis.  The predictors included level of eating disturbance (either 

anorexia or bulimia), perfectionism score, impulsivity score, level of mood disturbance, and the 

interaction variable (level of eating disorder x moderator variable).  The number of participants 

was determined using the formula n*(projected sample size) = (L / f 2) + k + 1 where L is the 

logit transformation, f 2 is the effect size, and k is the number of predictors.  L was calculated 

using the formula L = f 2 (n-k-1) and determined to be 1.03.  Thus, the calculated sample size 

was determined to be around 120 participants.  Due to collection procedures, the total number of 

participants was 179 young college women between the ages of 18 and 24.  Most participants 

were 18 years old (M = 18.52 years, SD = 1.08) and in their freshman year of college (134 

freshman, 26 sophomores, 16 juniors, 1 senior, and 2 graduate students).  A majority of the 

sample was Caucasian (73.2%), followed by Hispanic (12.3%) and African American (5.6%).  

Eleven participants reported being of mixed descent (6.1%), and a minority of the sample 

reported they were of Asian descent (2.8%).   
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Table 1 
Frequencies for Race 
Race      Frequency   Percent 
Caucasian           131               73.2 
Black/African American          10       5.6 
Hispanic/Mexican           22     12.3 
Asian             5       2.8 
Other             11       6.1 
Total            179      100 

 
Table 2 
Frequencies for Year in College 
Race      Frequency   Percent 
Freshman           134               74.9 
Sophomore            26     14.5 
Junior             16       8.9 
Senior             1       0.6 
Graduate            2       1.1 
Total            179      100 

 

Participants were recruited from undergraduate introductory psychology classes, and their 

participation helped them fulfill their research requirement.  Participation in this study was 

limited to unmarried woman between the ages of 18 and 25.  Given that women in their college 

years are at increased risk for eating pathology (APA, 2000), using college classes was both 

useful and relevant. 

Procedure 

 Participants were screened to make sure they met the research criteria and recruited 

through the use of an on-line tool (Experimetrix) that allows students to sign up for current 

research studies offered through the Psychology Department.  Included in the study description 

on Experimetrix was an explanation of who was allowed to sign up for the study (e.g., “this 

study is looking for females between the ages of 18 and 25 who are currently not married”).  
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After signing up for the current study on-line, participants were instructed to come to a specified 

room to fill out the questionnaires used to assess the research hypotheses.  Completion of the 

measures took between 30 and 60 minutes.  Following administration of the questionnaires, 

participants were debriefed and allowed to ask questions.  Participants were also handed a list of 

references for help with eating disorders in the event that the process of completing the 

questionnaires induced negative emotions regarding their eating attitudes and behaviors 

(Appendix B).  All research procedures were approved by the Internal Review Board (IRB) of 

Texas Tech University before participants are recruited and data collection began.

Measures 

Eating Disorder Symptoms.    The Eating Disorder Examination Questionnaire (EDE-Q; 

Fairburn & Beglin, 1994) is a self-report questionnaire designed to assess for behavioral and 

attitudinal symptoms of eating disorders (Appendix C).  It was developed as a self-report version 

of the Eating Disorder Examination (EDE; Fairburn & Cooper, 1993), an interview-based 

assessment of eating pathology, considered by some to be the best method for assessing the 

specific psychopathology of eating disorders (Carter, Stewart, & Fairburn, 2001).  Like the EDE, 

the EDE-Q is based on the same 28 day time-frame and asks about key eating disorder attitudes 

and behaviors.  The 28 items are based closely on corresponding questions from the EDE 

interview and responses are based on the same 7-point Likert rating system (0 = No days, 1 = 1-5 

days, 2 = 6-12 days, 3 = 13-15 days, 4 = 16-22 days, 5 = 23-27 days, 6 = Every day).  For the 

key behaviors of binging and purging, responders are asked to write a single number indicating 

how many times over the past 28 days the behavior has occurred, or on how many days over the 

past 28 days the behavior has occurred. 
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The EDE-Q, like the EDE, generates two types of data.  It provides frequency data on 

food restricting, binge eating, and purging behavioral features, and in some cases the EDE-Q 

provides information on the number of days on which the behavior has occurred.  Second, it 

provides subscale scores assessing the severity of the psychopathology of eating disorders.  The 

subscales include Restraint, Eating Concern, Shape Concern, and Weight Concern (Fairburn, 

2008).  Subscale scores are obtained by adding the items that make up each subscale and 

dividing the sum by the number of items for that particular subscale.  For example, the Restraint 

subscale consists of five items.  A person endorsing 6 to all items would receive a score of 6 for 

the subscale, Restraint (6+6+6+6+6 = 30 / 5 = 6).  In addition, the EDE-Q provides a global 

score which is obtained by adding the four subscale scores and dividing the resulting total by 4.  

Scores of 4, 5, and 6 are deemed as more likely to be clinically severe (Carter et al., 2001). 

To obtain more pure symptoms of anorexia nervosa, the Restraint subscale was used.  

Higher scores on the Restraint scale (questions 1-5) indicated greater severity of symptoms.  

Bulimia nervosa was measured using the binge eating and purging behavioral questions (13-18), 

with higher numbers again indicating greater severity of symptoms of bulimia nervosa.  Scores 

on the remaining subscales of the EDE-Q (Eating Concern, Shape Concern, and Weight 

Concern) assess for thought processes related to both anorexia nervosa and bulimia nervosa and 

were therefore not be included in the data analyses.  Participants completed the entire EDE-Q 

since it did not take more than 15 minutes, as well as to avoid breaking up the scale. 

Psychometric properties reported on the EDE-Q suggest the measure is useful for 

research purposes.  Luce and Crowther (1999) studied its internal consistency and test-retest 

reliability (2-weeks apart) on a sample of 139 undergraduate female students.  Cronbach’s alpha 

coefficients for the four subscales ranged from .78 to .93.  Test-retest reliability coefficients 



Texas Tech University, Adrianne Sloan, August 2012 

13 
 

ranged from .81 to .94 for the subscales and .57 to .70 for items that measure the behavioral 

components.  Carter et al. (2001) reported the somewhat lower stability of the behavioral items 

may be due to fluctuations in the symptoms from the 28-day time frame that the EDE-Q 

measures. 

Convergent validity was examined in Fairburn and Beglin (1994) which compared the 

EDE-Q with the EDE interview using a sample of women diagnosed with eating disorders and a 

female general population sample.  While scores were highly correlated between the two 

measures across all subscales (.45-.91), significant differences were found for the frequency for 

binge eating, with scores on the EDE-Q being higher. 

Wilfley, Schwartz, Spurrell, and Fairburn (1997) also compared the EDE-Q to the EDE 

interview with a clinical sample of obese men and women with binge eating disorder.  Modest-

to-good agreement and significant correlations were found across all subscales for the two 

measures; however, unlike Fairburn and Beglin (1994), Wilfley et al. (1997) reported that the 

frequency of binge eating was higher for the EDE than the EDE-Q.  The authors suggest that the 

discrepancy in binge eating frequency between the two measures may be due to the difficulty in 

“identifying binges in subjects with BED” (Wilfley et al., 1997, p. 1151). 

Finally, Wilson, Nonas, and Rosenblum (1993) reported that the EDE-Q has good 

discriminant validity with items that are able to discriminate between those participants who are 

obese with binge eating disorder, and those without binge eating disorder.  Seventy-one men and 

99 women participated in the Wilson et al. (1993) study, 31 of which were classified as binge 

eaters.  Thus, it appears the EDE-Q retains good psychometric properties.  Caution should be 

taken when interpreting some of the behavioral items (binge eating), however, since the EDE-Q 

may have less accurate results in this area. 
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Perfectionism. Perfectionism was measured using the Perfectionism subscale of the EDI 

– 2 (Appendix D).  This subscale (EDI - P) has been shown to be a measure of both self-oriented 

and socially prescribed perfectionism (Sherry et al., 2004), which have been found to be related 

to symptoms of both anorexia and bulimia nervosa (Hewitt, Flett, & Ediger, 1995).  The EDI - P 

consists of six items measuring both personal standards and parental expectations (e.g., “I feel 

that I must do things perfectly, or not do them at all”).  Items responses range from 0 (never) to 6 

(always) with higher scores indicating higher levels of perfectionism.  According to Welch, 

Miller, Ghaderi, and Vaillancourt (2009), internal consistency for the Perfectionism subscale is 

good (α = 0.79).  Additionally, the EDI – P correlates well with other measures of perfectionism.  

Chang, Ivezaj, Downey, Kashima, and Morady (2008) reported that the EDI – P was positively 

correlated with both the Frost Multidimensional Perfectionism Scale (FMPS) and the 

Multidimensional Perfectionism Scale (MPS).  For example, the EDI – P was found to correlate 

with all subscales of both the FMPS and the MPS (r’s range from .32 to .66) and best correlated 

with Self-Oriented subscale of the MPS (r = .66). 

Impulsivity.  The Barratt Impulsiveness Scale, version 11 (BIS-11; Patton, Stanford, & 

Barratt, 1995) is a self-report measure containing 30 items, and assesses control of thoughts and 

behavior (Appendix E).  Participants respond to items on a 4-point Likert scale (1 = 

Rarely/never, 2 = Occasionally, 3 = Often, and 4 = Almost always).  The scale measures three 

areas of impulsivity: motor impulsiveness, attentional impulsiveness, and non-planning 

impulsiveness.  The overall score is determined by summing the items, with a higher score 

indicating a greater level of impulsivity.  Scores of 72 or above indicate an individual who is 

highly impulsive, while scores ranging from 52 – 71 indicate an individual who falls within 

normal limits for impulsivity.  A score lower than 52 indicates an individual who is either 
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extremely over-controlled, or one who has not honestly completed the questionnaire (Stanford et 

al., 2009).  Patton et al. (1995) reported internal consistency coefficients for the BIS-11 total 

score that ranged from .79 to .83, and Stanford et al. (2009) reported test-retest reliability for 

BIS-11 total scores at one month to be .83.  Further, Stanford et al. (2009) reported that in a 

college sample, individuals scoring 72 or higher were more than twice as likely to have 

shoplifted and been involved in self-mutilation, suggesting the scale has good concurrent 

validity. 

Mood.   Depressive states were measured using the Depression Anxiety Stress Scale - 21 

(DASS21).  The DASS21 (Appendix F) is a shortened version of the DASS, containing 21 items 

measuring three negative emotional states (depression, anxiety, stress).  Each scale on the 

DASS21 is composed of 7 primary symptoms, and each item is rated on severity over the past 

week.  Example items include questions like “I felt that I had nothing to look forward to,” “I 

found myself getting agitated,” and “I found it difficult to relax.”  Respondents rate severity from 

(0) “Did not apply to me at all” to (3) “Applied to me very much, or most of the time.”  Higher 

scores on each scale indicate greater severity of symptoms.  Data for the DASS and DASS21 

have been normed on both clinical and nonclinical samples.  The DASS had excellent internal 

consistency with .96 for depression, .89 for anxiety, and .93 for the stress scale (Lovibond & 

Lovibond, 1995).  Test-retest reliability coefficients for a 2-week period were .71, .79, and .81.  

Lovibond and Lovibond (1995) reported that “a number of studies also support the validity of the 

DASS, including concurrent validity, confirmatory factor analysis, and known-groups validity” 

(p. 219).  

Psychometric properties for the DASS21 appear to match those of the DASS.  For 

example, in a study conducted by Antony et al. (1998) the researchers reported that the DASS21 
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has good internal consistency with Cronbach’s alphas of .94 for the Depression scale, .87 for 

Anxiety, and .91 for the Stress scale.  Additionally, concurrent validity (as compared with the 

Beck Depression Inventory (BDI) and the Beck Anxiety Inventory (BAI)) were reported as .79 

for the Depression scale of the DASS21 and the BDI and .85 for the Anxiety scale and the BAI.  

As with the DASS, the DASS21 appears to be quite comparable and indeed a useful measure for 

assessing symptoms of depression, anxiety, and stress. 

 Sexual Attitudes.   The Brief Sexual Attitudes Scale (BSAS) is a 23-item, self-report 

questionnaire assessing four areas of sexual attitudes (Appendix G).  The scale assesses Sexual 

Permissiveness, Birth Control, Communion, and Instrumentality.  The Permissiveness subscale 

attends to attitudes regarding how liberal or conservative one feels about sexual intercourse.  For 

example, one item from the Permissiveness subscale reads, “casual sex is acceptable.”  The Birth 

Control subscale includes items that assess for a person’s attitudes regarding the use of birth 

control.  For example, “a man should share responsibility for birth control” is one item from this 

subscale.  The Communion subscale attends to attitudes regarding how a person may view sex as 

a part of intimacy in a relationship.  An example item from this subscale is, “sex is the closest 

form of communication between two people.”  Finally, the Instrumentality subscale refers to 

one’s attitudes regarding how sex may be used in one’s life.  For example, “the main purpose of 

sex is to enjoy oneself” is one item from this subscale.   

The BSAS is based on the original 43-item Sexual Attitudes Scale developed by 

Hendrick and Hendrick (1987).  Each item is rated on a 5-point Likert scale with responses 

ranging from (1) “strongly agree with the statement” to (5) “strongly disagree with the 

statement” (Hendrick, Hendrick, & Reich, 2006).  Participants receive scores for each subscale 

derived by taking the mean score for each.  There is no overall scale score as the authors note “an 
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overall scale score is really not useful” (Hendrick et al., 2006), since it measures “four important, 

relatively independent sexual attitudes” (Hendrick et al., 2006, p.76).  

The BSAS is reported to be a valid and reliable measure and has strong psychometric 

properties.  Fairly high internal consistencies, Cronbach’s alphas, have been reported as ranging 

from .93 to .95 for Permissiveness, .84 to .87 for Birth Control, .71 to .79 for Communion, and 

.77 to .80 for Instrumentality.  The authors reported adequate test-retest reliabilities, with test-

retest correlations of .92 for Permissiveness, .57 for Birth Control, .86 for Communion, and .75 

for Instrumentality.  There is evidence for convergent validity of the scales in that they 

differentially correlate in expected ways with all six scales on the Love Attitudes Scale: Short 

Form, with the Relationship Assessment Scale, with relationship commitment as measured by 

four items adapted from Lund (1985), and with the Self-Disclosure Index (Hendrick et al., 2006). 

 Sexual Experience.  The Human Sexuality Scale (Appendix H), developed by Zuckerman 

(1973) consists of both experience and attitude scales developed to assess for both heterosexual 

and homosexual activities.  Only the Experience Scale was used in the current study since the 

attitude scales require responses from a parent.  The Experience subscale consists of a total of 29 

items divided into 6 subscales: Heterosexual Experience, Homosexual Experience, Masturbation 

Experience, Number of Heterosexual Partners, Number of Homosexual Partners, and Orgasmic 

Experience.  Both the Heterosexual and Homosexual subscales ask participants to answer a 

number of questions about different types of sexual experiences they may have had with the 

same or opposite sex.  For example, a participant is asked to respond how many times they have 

“kissed without tongue contact,” or “manipulated the genitals of your own sex.”  The 

Masturbation Experience subscale is one item that asks how many times the participant has 

engaged in the “manipulation of your own genitals.”  As with this scale, both the Number of 



Texas Tech University, Adrianne Sloan, August 2012 

18 
 

Heterosexual and Number of Homosexual Partners subscales are one item in length and are self-

explanatory.  Finally, the Orgasmic Experience subscale asks a participant to report the number 

of times he or she has achieved orgasm through different sexual experiences like “masturbation,” 

or “oral stimulation by another.”  The Item responses are Likert-type with 5 options ranging from 

1 (Never) to 5 (Ten times or more).  Two scales, Number of Heterosexual Partners and Number 

of Homosexual Partners, have answer choices ranging from 1 (Never) to 5 (Four or more).  Each 

scale can be scored individually by adding up the responses, and one, full-scale score can be 

totaled as well.  Higher scores indicate higher levels of sexual experience.   

According to Davis et al. (1998) “Item content ranges from information on kissing to 

manual petting, oral stimulation of the breast, genital manipulation, oral-genital contact, and 

coitus in various positions” (p.109).  All scales are reliable and valid and appear to have good 

psychometric properties for use in both research and practice.  For example, test-retest reliability 

coefficients after a 15-week interval were .80, .95, .94, and .92 for males and females in a 

sexuality course and for males and females in a personality course (Zuckerman, Tushup, & 

Finner, 1976).  Additionally, those taking a course in human sexuality scored significantly higher 

than respondents in a personality class on the Human Sexuality Questionnaire.  Zuckerman et al. 

(1976) reported that participants electing to take a course on human sexuality are expected to 

score significantly higher than those in a personality psychology class for sexual permissiveness, 

therefore adding validity to the scale since the students in the human sexuality course scored 

higher on the Human Sexuality Questionnaire than those in the personality class.
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Results 

Preliminary Data Analyses 

 Descriptive statistics, including means and standard deviations and frequencies were 

calculated for the following variables: age, education, race, BMI, scores on the BIS-11, the 

perfectionism subscale of the EDI-2, DASS21, scores on the BSAS and the Human Sexuality 

Scale, and the EDE-Q subscales and behavioral items.  The results for age, education, and race 

were reported previously in the Methods section and are presented in Tables 1 and 2 on page 12 

and 13 of this document.  What follows is a description of the results for the remaining variables.  

Results for these remaining variables are presented in Table 3 and Table 4 below. 

BMI (kg/m2).  The Body Mass Index for each participant was calculated by collecting 

height and weight information for each participant.  These questions were listed on the EDE-Q 

and are typically collected to assess for the weight criteria important for making a diagnosis of 

anorexia nervosa.  Since this study was not focused on the diagnosis of an eating disorder, but 

rather on the symptoms of an eating disorder, BMI was not used in the analyses.  The average 

BMI was 23.05 (SD = 4.71; range = 16.4 - 46.3).  Other studies examining college-aged women 

for disordered eating behaviors have reported similar results for BMI.  For example, Mond, Hay, 

Rodgers, and Owen (2006) reported a mean BMI of 24.52 (SD = 5.25) on their sample of 5,255 

young adult women (ages 18-42), and Luce, Crowther, and Pole (2008) reported a mean BMI of 

22.6 (SD = 3.9) in their sample of 723 undergraduate women. 

BIS-11.  Impulsivity was measured using the BIS-11.  Scores of 72 or above indicate an 

individual who is highly impulsive, while scores ranging from 52-71 indicate one who falls 

within normal limits for impulsivity.  A score lower than 52 indicates an individual who is either 
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extremely over-controlled, or one who has not responded honestly.  In our sample, the mean 

score was 61.81 (SD = 9.45; range = 39-92).  Patton et al. (1995) reported a mean of 63.32 (SD = 

10.16) in their sample of undergraduate women at Baylor University. 

EDI-P.  Perfectionism was measured using the perfectionism subscale of the Eating 

Disorder Inventory.  The average score on the EDI-P was 26.55 (SD = 5.66; range = 13-36).  

Bardone-Cone (2007) reported a mean score of 24.51 (SD = 5.77) in her sample of college 

women in an introductory psychology class at a Midwestern college. 

DASS21.  Depression scores from the DASS21 revealed that our sample had a mean 

depression score of 3.21 (SD = 3.92; range = 0 – 17).  Others have reported a mean score of 3.18 

(SD = 4.16, range = 0 – 21) in their sample of a general adult population (ages 16 – 91) in the 

UK (Crawford et al., 2009). 

Sexual Permissiveness.  The Permissiveness subscale of the BSAS was used to measure 

sexual attitudes.  In our sample, the females reported a mean score of 4.35 (SD = 0.68; range = 

2.20 – 5).  In Hendrick et al. (2006) the mean score reported for undergraduate females for the 

Permissiveness subscale was 4.47. 

HSS.  In our sample of undergraduate women, participants reported a mean score of 

68.18 (SD = 25.05; range = 29 – 114) for the number of sexual experiences they have had.  

Zuckerman et al. (1976) reported a mean score of 78.11 for their sample of college-aged females. 

Restraint Subscale.  The average score on the restraint subscale was 1.50 (SD = 1.41; 

range = 0 – 5.60).  Others have reported a mean of 1.29 (SD = 1.41) in both Mond et al. (2006) 

and Luce et al., (2008) in their samples of young adult women and undergraduate women. 
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Binge Eating.  Binge eating was assessed with question 13, 14, and 15 on the EDE-Q and 

asks how many times over the past 28 days the participant has eaten an unusually large amount 

of food (given the circumstances) and felt a lack of control.  The last question assesses how 

many days these binge eating episodes occurred.  Any occurrence is defined as occurring at least 

once.  Regular occurrence is defined as more than one time per week.  In our sample, 32.4% of 

participants reported at least one binge eating episode while also feeling a lack of control during 

the experience and 16.8% reported regularly engaging in binge eating episodes.  Luce et al. 

(2008) reported that 32.1% of their sample of undergraduate women reported at least one 

occurrence of a binge episode while 16.7% reported regularly having binge episodes.  Mond et 

al. (2006) reported that 25.9% of their sample of young adult women reported at least once binge 

episode, while 16.4% reported regularly binging on food.  

Self-Induced Vomiting.  Those females in our study who had vomited at least once over 

the past 28 days in order to influence their weight or shape accounted for 1.7% of our sample and 

only one female reported vomiting on a regular basis to control her weight.  Luce et al. (2008) 

reported that 8.8% of their sample had vomited at least once over the past 28 days and 4% 

vomited on a regular basis in effort to control their weight.  Mond et al. (2006) reported that 

4.8% vomited at least once in the past 28 days while 2.1% vomited on a regular basis. 

Laxative Use.  Out of 179 females, 2.8% used laxatives at least once over the past 28 

days in order to influence their weight or shape.  Those females who misused laxatives at least 

once a week over the past 28 days (regular use) accounted for 1.1% of our sample.  Others have 

reported in their samples that 8.3% had used laxatives at least once over the past 28 days and 

3.1% used laxatives on a regular basis (Luce et al., 2008).  Mond et al. (2006) reported 1.3% of 
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their sample had used laxatives at least once, while 0.8% used laxatives and a weight control 

mechanism on a regular basis. 

Excessive Exercise.  In our sample, 54.2% of females reported exercising in excess at 

least once over the past 28 days in order to control their weight or shape, while 9.5% reported 

excessive exercise on a regular basis (at least five times per week) in order to influence their 

weight or shape.  Luce et al. (2008) reported 30.8% of their sample exercised to excess at least 

once, while 5.9% reported regularly exercising to excess to control their weight or shape.  

Finally, Mond et al. (2006) reported that 34.5% of their sample reported excessive exercise at 

least once over the past 28 days, while 27.4% reported regularly engaging in excessive exercise 

in order to control their weight and shape. 

Table 3 
Descriptives of Variables 
Variable   N  Min  Max  Mean       Std. Deviation 
Age   179  17  24  18.52   1.078 
BMIa   178  16.4  46.3  23.05   4.708 
BIS-11b   179  39  92  61.81   9.454 
EDI-Pc   179  13  36  26.55   5.662 
DASS Depd  179  0  17  3.21   3.932 
BSAS Perme  179  2.2  5  4.35   0.684 
HSSf   178  29  114  68.18             25.046 
Restraint Scaleg  179  0  5.6  1.5   1.414 
Note: a. Body Mass Index, b. impulsivity, c. perfectionism, d. depression, e. sexual permissiveness, f. 
sexual experiences, and g. symptoms of anorexia nervosa 
 
Table 4 
Proportion of Women Engaging in Any or Regular Occurrence of Key Eating and Compensatory 
Behaviors 

Key Behavior   Any Occurrence (%)  Regular Occurrence (%) 
Objective Binge Episode (OBE)  32.4%    16.8%      
Self-Induced Vomiting (SIV)  1.7%    0.56% 
Laxative Misuse    2.8%    1.1%  
Excessive Exercise   54.2%    9.5% 
Note: Any occurrence refers to endorsing the behavior at least once.  Regular occurrence for OBE, SIV, 
and laxative misuse was defined as engaging in the behavior at least once a week.  Regular occurrence for 
excessive exercise on a regular basis was defined as engaging in the behavior at least five times per week. 
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Pearson product-moment correlations were performed to analyze the relationships 

between each of the independent and dependent variables.  The following are the results from 

these relationships.  The relationships are also depicted in Table 5 seen below. 

Sexual Attitudes.  There was a negative relationship between sexual permissiveness (as 

measured by the Permissiveness subscale of the BSAS) and level of depression (as measured by 

the DASS21), r = -.16, n = 179, p = .036.  Higher levels of disagreement with sexual 

permissiveness were associated with lower levels of depression.  Additionally, there was a 

negative relationship between sexual permissiveness and sexual experiences (as measured by the 

HSS), r = -.196, n = 179, p = .009.  Higher levels of disagreement with sexual permissiveness 

were associated with lower levels of sexual experiences.  Finally, there was a negative 

relationship between sexual permissiveness and level of impulsivity (as measured by the BIS-

11), r = -.204, n = 179, p = .006.  Higher levels of disagreement with sexual permissiveness were 

associated with lower levels of impulsivity. 

Depression.  The variable depression (as measured by the DASS21) was positively 

associated with level of perfectionism (as measured by the EDI-P), level of impulsiveness (as 

measured by the BIS-11), and symptoms of bulimia nervosa (as measured by the behavioral 

scale of the EDE-Q).  Higher levels of depression was associated with higher levels 

perfectionism, r = .153, n = 179, p = .04.  Higher levels of depression was also associated with 

higher levels of impulsiveness, r = .168, n = 179, p = .024, and more severe symptoms of 

bulimia nervosa, r = .181, n = 179, p = .015. 

Sexual Experiences.  Sexual experience (as measured by the HSS) was positively 

associated with levels of impulsivity and symptoms of bulimia nervosa.  A greater number of 
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sexual experiences was associated with higher levels of impulsivity, r = .165, n = 179, p = .028, 

and with an increase in symptoms of bulimia nervosa, r = .153, n = 179, p = .014. 

Perfectionism.  Perfectionism was positively associated with symptoms of anorexia 

nervosa (as measured by the Restraint subscale of the EDE-Q), r = .179, n = 179, p = .016, and 

with symptoms of bulimia nervosa, r = .214, n = 179, p = .004.  Higher levels of perfectionism 

was associated with more severe symptoms of both anorexia nervosa and bulimia nervosa. 

Symptoms of Disordered Eating.  Symptoms of anorexia nervosa were associated with 

symptoms of bulimia nervosa, r = .393, n = 179, p = .00.  An increase in symptoms of anorexia 

nervosa was associated with an increase in symptoms of bulimia nervosa. 

Table 5 

Pearson Product – Moment Correlations between Measures of Disordered Eating, Sexual Attitudes, 

Sexual Behaviors, and Levels of Depression, Impulsivity, and Perfectionism 

Scale    1       2            3                4        5             6                 7 

1. Perma  _            -.157*       -.196**      .081          -.204**       -.059            -.068 

2. Depb         _         .068          .153*         .168*           .107            .181* 

3. HSSc               _            .025           .165*           .134            .153* 

4. Perfd        _    -.136             .179*          .214** 

5. Impule                _             -.001           .101 

6. ANf          _               .393** 

7. BNg                 _ 

*. Correlation is significant at the 0.05 level (2-tailed) 

**. Correlation is significant at the 0.01 level (2-tailed) 

Note: a. sexual permissiveness (lower scores indicate higher level of agreement with sexual 
permissiveness), b. depression, c. sexual experience, d. perfectionism, e. impulsivity, f. anorexia 
nervosa, g. bulimia nervosa. 
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Hierarchical regression analyses were used to examine the relationship between eating 

behavior and sexuality in hypotheses 1 and 2 as well as to examine the moderating effects of 

depressed mood, perfectionism, and impulsivity in the association between eating disorder 

symptoms and sexual attitudes and behaviors (hypotheses 3, 4, and 5).  A total of eight 

regression analyses were run to assess for these relationships.  While none of the predicted 

hypotheses was confirmed, the details of these analyses are described below. 

When performing regression analyses, certain assumptions need to be met and checked in 

order for results to be interpreted correctly.  Multicollinearity refers to the relationship among 

independent variables.  If this relationship is high, it can be difficult to interpret the effect of any 

one criterion variable on the dependent variable.  Multicollinearity was checked by examining 

the independent variable’s relationship with one another in the correlation table, as well as the 

Variance Inflation Factor (VIF) and tolerance values from the outcome data.  Outliers can also 

skew the results and make them difficult to interpret.  These were screened by creating scatter 

plots for each variable.  Outliers can be either be deleted from the data set or given a score that 

may be high but not too different from the remaining cluster of scores (Pallant, 2007).  No 

outliers were present in the scatter plots so there was no action taken in deleting or adjusting for 

them.   

Normality, linearity, homoscedasticity, and independence of residuals are also important 

assumptions that need to be checked before interpreting results.  These all refer to various 

aspects of the distribution of scores and the underlying relationships between the variables.  

These assumptions were checked by examining the residuals scatterplots generated by the 

regression procedure.  The residuals need to be normally distributed (normality assumption), 

have a straight-line relationship with the predicted dependent variable scores (linearity 
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assumption), and the variance of the residuals around the predicted dependent variable scores 

needs to be homogenous for all predicted scores (homoscedasticity assumption).  Preliminary 

analyses indicated a violation of the assumption of normality reflecting a positive skewness for 

levels of depression, symptoms of anorexia nervosa, and bulimic behaviors.  In addition, there 

was a negative skew for levels of sexual permissiveness.  These skews indicated that most 

participants were not depressed, did not restrain their eating behaviors nor binge or purge their 

food, and that they were more restrictive in their attitudes toward sexual behaviors.  A 

logarithmic transformation was used to adjust for these skews using the formula LG10 (old 

variable).  Following the logarithmic transformation, normality was once again assessed showing 

only a change in the distribution of the scores for restraint and for bulimic behaviors.  The 

distribution for these two variables appeared to be more normally distributed after the 

transformation.  However, the distribution for the symptoms of depression and for sexual 

permissiveness did not change.  In other words, a positive skew remained for levels of 

depression while a negative skew remained for levels of sexual permissiveness following the 

transformation. 

Data Analyses 

Hypotheses 1:  Higher endorsement of symptoms of anorexia nervosa will be positively 

related to higher levels of a) sexual inexperience and b) sexually inhibited attitudes after 

statistically controlling for levels of depression, perfectionism, and impulsivity. Hypothesis 1 was 

examined using hierarchical linear regression to understand the relation between symptoms of 

anorexia nervosa and sexual experiences and attitudes.  It was predicted that higher symptoms of 

anorexia nervosa would be positively related to higher levels of sexual inexperience and sexual 

inhibition even after statistically controlling for the hypothesized covariates.  The covariates 
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(depression, perfectionism, and impulsivity) were entered at step 1 of the regression model, and 

the predictor variable (symptoms of anorexia nervosa) entered at step 2.  Sexual attitudes and 

behaviors were treated as the dependent variable.   

The Restraint subscale on the EDE-Q (assesses dietary restraint, a common behavior of 

anorexia nervosa) was expected to be correlated with items on the Permissiveness subscale of the 

BSAS and the Experience subscales of the Human Sexuality Scale.  It was expected that the 

scores on the EDE-Q would be positively correlated with scores on the Permissiveness subscale 

of the BSAS.  In other words, the more a participant elevates for symptoms of anorexia nervosa 

on the EDE-Q, the more she will disagree with items on the Permissiveness subscale of the 

BSAS (higher scores indicate disagreement with sexual permissiveness).  Further, scores on the 

EDE-Q were expected to be negatively correlated with the Experience subscale on the Human 

Sexuality Scale such that the more a participant reports symptoms of anorexia nervosa, the less 

sexual experience she will report.  These relations were expected to be significant even after 

including depression scores from the DASS21, perfectionism scores from the EDI-P, and 

impulsivity scores from the BISS-11 in the model as covariates.  Unfortunately, none of the 

analyses provided significant results. 

Table 6 
Hierarchical Regression Analyses Predicting Sexual Behavior from Symptoms of Anorexia 
Nervosa, Depression, Impulsivity, and Perfectionism 
Predictor    ΔR2  β 
Step 1     .031   
 Depression     .023   
 Perfectionism     .021 
 Impulsivity     .164 
Step 2     .016 
 Sx of Anorexia    .128 
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Table 7 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Anorexia 
Nervosa, Depression, Impulsivity, and Perfectionism 
Predictor    ΔR2  β 
Step 1     .063   
 Depression     -.136   
 Perfectionism       .090 
 Impulsivity     -.169 
Step 2     .004 
 Sx of Anorexia    -.061 

 

Hypothesis 2:  Higher endorsement of symptoms of bulimia nervosa will be positively 

related to higher levels of a) sexual experience and b) higher levels of sexual permissiveness 

after statistically controlling for levels of depression, perfectionism, and impulsivity.  Hypothesis 

2 was examined using hierarchical linear regression to understand the relation between 

symptoms of bulimia nervosa and sexual attitudes and experiences.  It was predicted that higher 

symptoms of bulimia nervosa would be positively related to higher levels of sexual experience 

and permissiveness even after statistically controlling for the hypothesized covariates.  The 

covariates (depression, perfectionism, and impulsivity) were entered at step 1 of the regression 

model, and the predictor variable (symptoms of bulimia nervosa) entered at step 2.  Sexual 

attitudes and behaviors were treated as the dependent variable. 

Items assessing for bulimia nervosa on the EDE-Q were hypothesized to be correlated 

with items on the Permissiveness subscale of the BSAS and with the Experience subscales of the 

Human Sexuality Scale.  It was expected that scores for bulimia nervosa on the EDE-Q would be 

negatively correlated with the Permissiveness subscale of the BSAS and positively correlated 

with scores on the Experience subscales of the Human Sexuality Scale.  Again, these 

relationships were expected to be significant even after including depression scores from the 
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DASS21, perfectionism scores from the EDI-P, and impulsivity scores from the BISS-11 in the 

model as covariates.  Just as in Hypothesis 1, the results from this analysis were not significant 

either. 

Table 8 
Hierarchical Regression Analyses Predicting Sexual Behavior from Symptoms of Bulimia 
Nervosa, Depression, Impulsivity, and Perfectionism 
Predictor    ΔR2  β 
Step 1     .031   
 Depression     .016   
 Perfectionism     .015 
 Impulsivity     .151 
Step 2     .016 
 Sx of Bulimia     .132 
 
Table 9 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Bulimia 
Nervosa, Depression, Impulsivity, and Perfectionism 
Predictor    ΔR2  β 
Step 1     .063   
 Depression     -.135   
 Perfectionism       .089 
 Impulsivity     -.164 
Step 2     .004 
 Sx of Bulimia     -.046 

 

Hypotheses 3:  Depressed mood will moderate the relation between eating disorder 

symptoms and a) sexual experiences and b) sexual attitudes after statistically controlling for 

levels of perfectionism and impulsivity.  To test the role of depressed mood as a moderator of the 

relation between symptoms of anorexia or bulimia nervosa and sexual attitudes and behaviors, 

the moderation model discussed by Baron and Kenny (1986) was used.  It was expected that the 

effect of eating disorder symptoms on sexual attitudes and behaviors would change linearly with 

respect to the level of depressed mood.  For example, it was expected that higher levels of 

depressed mood would strengthen the positive relation between symptoms of anorexia nervosa 
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and a) sexual inexperience and b) sexually inhibited attitudes.  Higher levels of depressed mood 

were expected to weaken the positive relation between symptoms of bulimia nervosa and a) 

sexual experience and b) sexual permissiveness.  Hierarchical regression was used to test the 

relation among mood, eating pathology, and sexual attitudes and behaviors.  Both the 

independent variable (eating disorder symptoms) and the moderating variable (depressed mood) 

were examined as continuous variables.  In the regression model, the covariates (perfectionism 

and impulsivity) were entered in step 1 to test the main effects.  Following this step, the predictor 

variables (symptoms of anorexia or bulimia nervosa) were entered into the model in step 2.  The 

third and final step of the model included the interaction between mood and eating disorder 

symptomatology.  The interaction term was calculated by multiplying the variables of depressed 

mood and eating disorder symptoms and creating a new variable that was entered in step 3 of the 

regression model.  All variables were standardized before computing the interaction term.  

Unfortunately, none of the results from this analysis proved to be significant. 

Table 10 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Anorexia 
Nervosa and Depression Controlling for Levels of Perfectionism and Impulsivity 
Predictor    ΔR2  β 
Step 1     .014    
 Perfectionism      .037 
 Impulsivity      .114 
Step 2     .014 
 Depression      -.007 

Sx of Anorexia     .120 
Step 3     .001 
 Depression x AN    -.025 
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Table 11 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Anorexia 
Nervosa and Depression Controlling for Levels of Perfectionism and Impulsivity 
Predictor    ΔR2  β 
Step 1     .034    
 Perfectionism       .148 
 Impulsivity      -.120 
Step 2     .025 
 Depression     -.113 

Sx of Anorexia    -.108 
Step 3     .007 
 Depression x AN    -.085 
 
Table 12 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Bulimia 
Nervosa and Depression Controlling for Levels of Perfectionism and Impulsivity 
Predictor    ΔR2  β 
Step 1     .034    
 Perfectionism      .006 
 Impulsivity     .171 
Step 2     .016 
 Depression     .042 

Sx of Bulimia     .118 
Step 3     .002 
 Depression x BN    .041 
 
Table 13 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Bulimia 
Nervosa and Depression Controlling for Levels of Perfectionism and Impulsivity 
Predictor    ΔR2  β 
Step 1     .053    
 Perfectionism      .160 
 Impulsivity     -.132 
Step 2     .033 
 Depression     -.182 

Sx of Bulimia     -.035 
Step 3     .001 
 Depression x BN     .033 

 

Hypothesis 4:  Perfectionism will moderate the relation between eating disorder 

symptoms and a) sexual experiences and b) sexual attitudes after statistically controlling for 
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levels of depression and impulsivity.  To test the role of perfectionism as a moderator of the 

relation between symptoms of anorexia or bulimia nervosa and sexual attitudes and behaviors, 

the moderation model discussed by Baron and Kenny (1986) was used.  It was expected that the 

effect of eating disorder symptoms on sexual attitudes and behaviors would change linearly with 

respect to the level of perfectionism.  Hierarchical regression was used to test the relation among 

perfectionism, eating pathology, and sexual attitudes and behaviors.  Both the independent 

variable (eating disorder symptoms) and the moderating variable (perfectionism) were examined 

as continuous variables.  In the regression model, the covariates (depressed mood and 

impulsivity) were entered in step 1 to test the main effects.  Following this step, the predictor 

variables (symptoms of anorexia or bulimia nervosa) were entered into the model in step 2.  The 

third and final step of the model included the interaction between perfectionism and eating 

disorder symptomatology.  The interaction term was calculated by multiplying the variables of 

perfectionism and eating disorder symptoms, creating a new variable that was entered in step 3 

of the regression model.  All variables were standardized before computing the interaction term.  

Just as in the previous analyses, Hypothesis 4 did not provide any significant results. 

Table 14 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Anorexia 
Nervosa and Perfectionism Controlling for Levels of Depression and Impulsivity 
Predictor    ΔR2  β 
Step 1     .021    
 Depression      .000 
 Impulsivity     .148 
Step 2     .022 
 Perfectionism     .055 

Sx of Anorexia    .128 
Step 3     .000 
 Perfectionsim x AN    -.011 
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Table 15 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Anorexia 
Nervosa and Perfectionism Controlling for Levels of Depression and Impulsivity 
Predictor    ΔR2  β 
Step 1     .046   
 Depression                -.134 
 Impulsivity     -.129 
Step 2     .025 
 Perfectionism       .110 

Sx of Anorexia    -.141 
Step 3     .002 
 Perfectionsim x AN    -.040 

 
Table 16 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Bulimia 
Nervosa and Perfectionism Controlling for Levels of Depression and Impulsivity 
Predictor    ΔR2  β 
Step 1     .038    
 Depression     .043 
 Impulsivity     .171 
Step 2     .015 
 Perfectionsim     .032 

Sx of Bulimia     .125 
Step 3     .002 
 Perfectionsim x BN              -.043 

Table 17 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Bulimia 
Nervosa and Perfectionism Controlling for Levels of Depression and Impulsivity 
Predictor    ΔR2  β 
Step 1     .060    
 Depression                -.147 
 Impulsivity     -.158 
Step 2     .007 
 Perfectionsim       .081 

Sx of Bulimia      -.034 
Step 3     .012 
 Perfectionsim x BN      .112 
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Hypothesis 5:   Impulsivity will moderate the relation between eating disorder symptoms 

and a) sexual experiences and b) sexual attitudes after statistically controlling for levels of 

depression and perfectionism.  To test the role of impulsivity as a moderator of the relation 

between symptoms of anorexia or bulimia nervosa and sexual attitudes and behaviors, the 

moderation model discussed by Baron and Kenny (1986) was used.  It was expected that the 

effect of eating disorder symptoms on sexual attitudes and behaviors would change linearly with 

respect to the level of perfectionism.  Hierarchical regression was used to test the relation among 

impulsivity, eating pathology, and sexual attitudes and behaviors.  Both the independent variable 

(eating disorder symptoms) and the moderating variable (impulsivity) were examined as 

continuous variables.  In the regression model, the covariates (depressed mood and 

perfectionism) were entered in step 1 to test the main effects.  Following this step, the predictor 

variables (symptoms of anorexia or bulimia nervosa) were entered into the model in step 2.  The 

third and final step of the model included the interaction between impulsivity and eating disorder 

symptomatology.  The interaction term was calculated by multiplying the variables of 

impulsivity and eating disorder symptoms and creating a new variable that was entered in step 3 

of the regression model.  All variables were standardized before computing the interaction term.  

Again, as in the previous analyses, the results from this analysis were not significant. 

Table 18 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Anorexia 
Nervosa and Impulsivity Controlling for Levels of Depression and Perfectionism 
Predictor    ΔR2  β 
Step 1     .005    
 Depression               -.002 
 Perfectionism     .055 
Step 2     .039 
 Impulsivity     .148 

Sx of Anorexia    .128 
Step 3     .000 
 Impulsivity x AN    -.003 
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Table 19 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Anorexia 
Nervosa and Impulsivity Controlling for Levels of Depression and Perfectionism 
Predictor    ΔR2  β 
Step 1     .036    
 Depression      -.123 
 Perfectionism       .116 
Step 2     .036 
 Impulsivity      -.114 

Sx of Anorexia     -.148 
Step 3     .012 
 Impulsivity x AN      .111 

 
Table 20 
Hierarchical Regression Analyses Predicting Sexual Behaviors from Symptoms of Bulimia 
Nervosa and Impulsivity Controlling for Levels of Depression and Perfectionism 
Predictor    ΔR2  β 
Step 1     .007    
 Depression      .040 
 Perfectionism      .015 
Step 2     .047 
 Impulsivity      .179 

Sx of Bulimia      .133 
Step 3     .011 
 Impulsivity x BN    -.105 

 
Table 21 
Hierarchical Regression Analyses Predicting Sexual Attitudes from Symptoms of Bulimia 
Nervosa and Impulsivity Controlling for Levels of Depression and Perfectionism 
Predictor    ΔR2  β 
Step 1     .040    
 Depression      -.147 
 Perfectionism       .090 
Step 2     .028 
 Impulsivity     -.170 

Sx of Bulimia     -.012 
Step 3     .000 
 Impulsivity x BN    -.003 
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Discussion 

Despite a lack of significant findings in the original hypotheses, there are still some 

interesting interpretations of some of the two-way correlations comparing the independent and 

dependent variables.  The relationship between symptoms of bulimia nervosa and sexual 

experience was positively related, meaning that the more a participant exhibited symptoms of 

bulimia nervosa, the more likely she was to have had more sexual experiences.  This relationship 

became non-significant, however, after explaining the relationship using the moderators of 

depression, impulsivity, and perfectionism.  One questions therefore, the original relationship 

between bulimia nervosa and sexual experience.  Past research investigating the relationship 

between eating pathology and sexual behavior has also found a significant relationship between 

symptoms of bulimia nervosa and an increase in sexual experience (Abraham et al., 1985; 

Beumont et al., 1981; Wiederman et al., 1996), but none has examined the relationship while 

also accounting for levels of depression, impulsivity, and perfectionism.  All of these studies 

however, examined women meeting full criteria for an eating disorder.  The sample in the 

current study examined young college women.  Perhaps had the current sample consisted of 

women with more severe symptoms, the hypotheses would have been significant, just as they 

were in the previous studies.   

This lack of a significant finding following the incorporation of the covariates begs the 

question of whether a relationship exists between symptoms of bulimia nervosa and sexuality.  It 

would seem as though the variables of depression, impulsiveness, and perfectionism help to 

explain why the literature has thus far found this relationship to be true.  It would be helpful for 

future studies to include these variables as possible covariates when examining women who meet 

full criteria for eating pathology to see if the relationship between eating behavior and sexual 
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behavior still holds after the inclusion of perfectionism, impulsivity, and symptoms of 

depression.  This relationship requires further examination to understand the true nature of how 

these two variables are related. 

Some of the other relationships from the two-way correlations were expected, while 

others were not.  For example, sexual permissiveness was related to an increase in sexual 

experiences and higher levels of impulsivity, as was an increase in sexual experiences was 

related to an increase in impulsiveness.  As past researchers have suggested, these patterns of 

behavior and attitudes may be related to an underlying, impulsive disposition (Wiederman et al., 

1996). 

The trait perfectionism was related to both symptoms of disordered eating (both anorexia 

and bulimia nervosa) and lower rates of impulsivity.  Evidence of perfectionism in those with 

eating pathology is not new and has time and again been found in the literature (Brannan & 

Petrie, 2008; Hewitt & Flett, 1991; Hewitt et al., 1995).  What seems to stand out in this study 

however is that the current sample was not a clinical sample.  We were able to see the 

relationship between perfectionism and disordered eating even in those who are not experiencing 

symptoms severe enough to warrant a diagnosis of an eating disorder.  The relationship between 

perfectionism and impulsivity is such that the more perfectionism a participant endorsed, the less 

likely she was to endorse impulsive behavior.  Perfection and impulsiveness seem to be quite 

opposite.  This suggests that perhaps a perfectionist (i.e., one who is careful with their decisions, 

thought processes, and behavior) is not likely to engage in impulsive behaviors. 

One relationship that seemed slightly more surprising was between depressive symptoms 

and sexual permissiveness.  The relationship was found between these two variables was such 

that the more restrictive one’s attitudes were toward sex, the less depression she reported.  
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Additionally, the relationship between depressive symptoms and symptoms of anorexia nervosa 

was not significant, even though the relationship between depressive symptoms and symptoms of 

bulimia nervosa was.  Although past research has demonstrated that those with an eating disorder 

tend to also have higher rates of depression (Carter et al., 2007), those endorsing symptoms of 

anorexia nervosa did not appear to also significantly endorse depressive symptoms.  It is unclear 

why this relationship did not turn out to be significant.  We speculate that those endorsing 

symptoms of bulimia nervosa had slightly more severe symptoms and therefore reported more 

symptoms of depression. 

Additionally, the present study did not find the relationship between sexual attitudes and 

symptoms of bulimia nervosa to be significant.  Past research has demonstrated that those with 

symptoms of bulimia nervosa tend to be more permissive in their attitudes regarding sex.  While 

our findings indicate this trend, the results were not significant.  Along the same lines, past 

research has suggested that a possible reason for why those exhibiting symptoms of bulimia 

nervosa may also exhibit an increase in sexual experiences and more liberal sexual attitudes may 

be due to an underlying tendency to be more impulsive (Wiederman et al., 1996).  Our two-way 

relationship between symptoms of bulimia nervosa and impulsivity did not support this finding.  

Although our results suggest a movement toward this conclusion, again, it failed to reach 

significance. 

None of the proposed hypotheses examining the relationships between disordered eating 

behaviors and sexual attitudes and behaviors were significant.  There could be a number of 

reasons why we failed to find any significant outcomes.  While scoring the measures, the co - 

investigator noted how few young women admitted to having had many sexual experiences.  

Many of the women in this sample reported never having had sexual intercourse nor reported 
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having had the experience of self-stimulation.  This lack of sexual experience among the sample 

may be a result of growing up in an area of the country that places a considerable importance on 

religion and waiting to participate in sexual experiences until marriage.  Furthermore, although 

effort was made to ensure anonymity (no names were asked, participants sat at their own desk 

while completing the questionnaires, and participants placed their completed questionnaires into 

a folder), sharing sexual content is a very private matter.  The young women in this sample may 

have felt as though they could not be entirely honest with their responses due to embarrassment 

or fear of social ostracism. 

In addition to the influence that certain regions of the country may have on sexual 

experience, or the reporting of sexual experience, many of the young women in this sample were 

18 and in their first semester of college.  Perhaps collecting information on sexual experiences in 

the spring semester or in the later years of college (i.e., sophomore – senior years) might allow 

for an increase in sexual experiences, thereby giving a more accurate picture of the relationship 

between eating attitudes and behaviors and sexual attitudes and behaviors. 

Despite a lack of findings, a logical limitation of the study is therefore that the sample is 

not generalizable.  Had the same study been run on another sample from a group of young 

women outside of West Texas, perhaps the findings would be different.  Another factor that 

could potentially have contributed to a lack of generalizability, as well as to the lack of 

significant results, could be that most of the sample was collected from young women at the 

beginning of the fall semester.  In other words, the women who signed up to participate for the 

study did so early on in the semester.  This group of women may be very different from the 

group of women who were signing up for experiments toward the end of the fall semester.  

While it is unclear how much this difference, if it exists, could have contributed to the lack of 
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findings, it’s worth considering spreading out data collection over the entire semester, or 

throughout an entire school year’s worth of time. 

What can be said from the findings in this study is that women with symptoms of an 

eating disorder, although not experiencing symptoms severe enough to warrant a diagnosis of an 

eating disorder, may still be suffering in ways that could be impacting their lives (i.e., 

depression, sexual health, perfectionism).  In our study, those women who endorsed symptoms 

of bulimia nervosa were also more likely to report depressive symptoms and higher 

perfectionism rates.  These women may be at risk of developing more severe symptoms if they 

are not addressed.  It is also recommend that collecting data from a more diverse sample, such as 

in a different geographical location, as well as from a sample that is in a later stage of college 

(i.e., sophomore through senior year) might help to change the results.  Another methodological 

suggestion would be to pre-screen individuals so as to capture only those who are meeting some, 

but not all, of the important symptoms for an eating disorder.  For example, pre-screen women 

and not include those at either end of the spectrum (those who have no symptoms and those who 

meet full criteria), but only include those who fall in the middle. 

One other important point that should be noted is that while the results of the main 

hypotheses were not significant, there were some women who did match the expectations while 

other women reported a profile exactly opposite than what was predicted.  In other words, there 

were women in our study that did report symptoms of restriction with food and also symptoms of 

restriction in regards to their sexual attitudes and behaviors.  Likewise, a couple women who 

reported symptoms of bulimia nervosa also reported symptoms of sexual impulsiveness.  In 

contrast there were women who did not report the anticipated relationships, yet instead reported 

having had multiple sexual partners and sexual experiences, yet did not report any disordered 
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eating attitudes or behaviors.  Many of the participants reported some symptoms of disordered 

eating, yet reported never having had any sexual experiences.  A few women even reported 

restriction with food, but impulsiveness with sexual attitudes and behaviors.  It is therefore 

important to look behind the scenes, so to speak, because even though the results were not 

significant, these individual cases suggest there are young women out there that could potentially 

require help. 

Another important point to touch on is that when one is dealing with sexual problems, the 

issue can be muddy.  When is it appropriate to discuss sexual issues with a client?  If a client is 

dealing with eating problems, when would approaching the topic of sexuality be important?  In 

some cases, sexual attitudes and behaviors may not be an issue in regards to treating a person for 

their food and eating disturbance.  However, there also may be a client whose sexual health is of 

concern and is related to the way he or she deals with their food and body image.  This study 

draws on past research that suggests sexuality may be related to how one deals with food and the 

disturbances around both, however, it is important to note that these two topics may have nothing 

to do with each other, or have everything to do with each other. 
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Appendix A 

Expanded Literature Review 

 Sexuality has been an area understudied in the field of eating disorders.  Very few have 

attempted to examine how those with eating pathology are affected by their sexuality, or how 

their sexuality may influence their eating behavior.  This is surprising given that historical 

theories concerning the etiology of eating disorders revolved around the fear of maturing 

sexually (Waller et al., 1940).  As of today, some attention has focused on the sexual attitudes 

and experiences of those suffering from anorexia and bulimia nervosa, with even less focus on 

those with binge eating disorder.  Some have found that eating disturbance can be related to 

sexuality through personality pathology, while others have focused on intimacy issues and 

biological mechanisms.  Finally, sexual identity has also been investigated to better understand 

the relationship between sexuality and eating disorders.  The aim of this review will therefore be 

to delve into what has currently been examined with regard to this topic. 

 As mentioned previously, one major limitation for many of these studies is that the 

sample size is typically small.  Wiederman (1996) suggests this is because very few of those 

diagnosed with an eating disorder meet full criteria for anorexia or bulimia nervosa.  Instead, 

most diagnoses of eating disorders fall into the EDNOS category.  This review will therefore 

examine further who exactly falls in to this category and the complex nature of diagnosing eating 

disorders. 
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Eating Disorders – Similarities and Differences between the Different Diagnoses 

 Eating disorders have been a fairly unknown and unrecognized problem until recently.  

Since the 1960’s and 1970’s there has been a steady increase in the rates of eating disturbance 

(Makino, Tsuboi, & Dennerstein, 2004), making it a more urgent concern for today’s youth.  

Those dealing with an eating disorder tend to evaluate their own self-worth disproportionately on 

their body shape, size, and weight, whereas those without issues surrounding food tend to base 

self-worth on their performance in a variety of different domains (e.g., academic performance, 

quality of relationships, work performance).  Other behavior and thought disturbances may 

revolve around comparing their body, or parts of their body, to others, and repeatedly checking 

body parts because they feel “fat.”  Some may weigh themselves multiple times a day, or 

completely avoid a scale, despite constant focus on their weight (Fairburn, 2008). 

 Dietary restraint – sustained and extreme attempts to limit food intake – is a common 

behavior seen across all eating disorder diagnoses (Fairburn, 2008).  Many times, there are rules 

around when and how to eat, and often what to eat.  These rules tend to be time-consuming and 

interfere with normal day-to-day functioning.  For example, because so much time is spent 

thinking about and performing these rules around food and eating, concentration is often 

impaired, along with interactions with others.  The time and effort spent on thinking about and 

performing these dysfunctional rules can also interfere with social eating such as meeting friends 

for dinner, holidays, birthdays and other celebrations.  A person dealing with an eating disorder 

may have extreme difficulty eating in front of others or having to make choices between food 

items that don’t fit his or her rules (Fairburn, 2008). 
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 Not only can a person experience social impairments, but often there are adverse health 

effects as a result of extreme dietary restriction.  For example, a person can experience weight 

loss that can be life-threatening, influencing the cardiovascular and electrolyte systems, or a 

person might suffer irreversible bone loss.  Usually, these symptoms are more common in those 

with anorexia nervosa and sometimes in those with EDNOS (Fairburn, 2008).   

 Excessive exercise is another behavior typical of those with eating pathology, but tends to 

be most common in those who present as underweight.  Fairburn (2008) discusses the term 

“driven exercise” to describe those who may exercise at the expense of health or social 

engagements and activities.  This extreme exercise is not only used as a weight-control 

mechanism, but as Fairburn (2008) suggests, can also be used for “mood modulation” in some 

cases. 

Binge eating and purging behaviors are also common across many eating disorder 

diagnoses.  Binge eating is defined as an excessive intake of food, or an objectively large 

quantity of food consumed, given the circumstances, or what is typical for the situation.  Binge 

eating tends to be least common in those with anorexia nervosa, and a lack of purging is a 

criterion for those with binge eating disorder.  Often times, there is a sense that the person feels 

out of control during these binge sessions and feels compelled to rid herself or himself of the 

food.  Purging, a way of getting rid of the excessive consumption, may follow a binge in the 

form of vomiting or the misuse of laxatives.  Compensatory purging is described as following a 

binge in this way, however, non-compensatory purging is another behavior seen in those with 

eating disturbance.  Non-compensatory purging does not follow a binge, and functions more as a 

weight-control mechanism, or possibly as a mood modulator.  Examples of non-compensatory 

purging include routine behaviors like driven or excessive exercise or the spitting out of food. 
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Eating Disorder Diagnoses 

 The current system recognizes two distinct diagnoses, with a third, residual category 

comprising those with eating disturbances that don’t quite fit one of the two main diagnoses.  

The following will be a brief review of the current diagnostic system for eating disorders.   

The American Psychiatric Association’s Diagnostic and Statistical Manual of Mental 

Disorders – Fourth Edition (DSM – IV), recognizes anorexia nervosa and bulimia nervosa as 

eating disorders.  Those who do not meet full criteria for either one, but may still exhibit eating 

disturbance may be diagnosed with an eating disorder not otherwise specified (EDNOS).   

Anorexia nervosa is diagnosed when an individual attempts to control his or her weight 

through extreme measures such as self-starvation, extreme exercise, purging, or other weight 

control measures like diet pills or diuretics.  An individual must have a body mass index at or 

below 17.5, along with persistent thoughts about his or her body shape, and fear of gaining 

weight or becoming obese.  Further, a full diagnosis requires that a female has missed at least 

three consecutive menstrual cycles, a condition referred to as amenorrhea.  There are two sub-

types for anorexia nervosa characterized by extreme restriction or binging and purging.  With the 

extreme restrictor subtype, the person does not binge on food or attempt to purge in any way 

(e.g., vomiting, misuse of diuretics, excessive exercise).  Individuals with the binge/purge 

subtype, however, do use these behaviors as a means of controlling their weight (APA, 2000). 

Bulimia nervosa is characterized by episodes of binge eating and purging occurring at 

least twice a week, for a minimum of three months.  During a binge/purge episode, the person 

eats a large amount of food that would be considered abnormal given what the average person 

would eat in a similar circumstance.  The individual usually feels a lack of control over what he 

or she is eating, and will attempt to rid him or herself of the excessive food through 
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compensatory behaviors (e.g., vomiting, excessive exercise, diuretics, fasting, etc.).  As with 

anorexia nervosa, there is a fear of weight gain, and self-evaluation is unduly based on body 

shape and weight.  There are two sub-types of bulimia nervosa: a purging and non-purging type.  

With the purging type, an individual compensates for a binge with methods such as self-induced 

vomiting or other methods of rapid removal like laxatives or enemas.  With the non-purging 

type, the compensatory strategies involve excessive exercise or restriction.  Purging types may 

use these strategies as well, but they are considered more secondary methods of controlling 

weight (APA, 2000). 

 Binge Eating Disorder is not an official disorder according to the DSM-IV-TR, but is 

common enough that most recognize it as a problem.  The symptoms are similar to bulimia 

nervosa except that with binge eating disorder, there is a lack of compensatory behavior.  A 

person may experience a lack of control during a binge, along with feelings of guilt and shame 

following the binge.  A binge is defined as eating a large amount of food within a 2-hour period 

of time that is larger than what most would eat under similar circumstances.  Examples of a 

binge include: eating at a more rapid pace leaving the individual feeling uncomfortable, eating 

when not hungry, or eating while out of view of others due to embarrassment.  Associated 

feelings may follow such as disgust with oneself, depression, or feelings of guilt.  Finally, 

distress over the occurrence is usually present, and these symptoms must occur at least twice a 

week for six months (APA, 2000). 

 The final category of eating disorders in the DSM-IV-TR, and perhaps one of the most 

controversial, is eating disorder not otherwise specified (EDNOS).  This category is for those 

individuals who meet some, but not all, of the criteria for anorexia nervosa or bulimia nervosa.  

Some examples would include: binge eating disorder where the individual eats large amounts of 
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food but does not follow overeating with compensatory behaviors, a woman who may meet all 

criteria for anorexia yet has regular menses, or an individual who binges and purges, but not at 

the frequency required for a full diagnosis (APA, 2000).  Because there are so many individuals 

with disordered eating who do not meet full diagnostic criteria for anorexia nervosa or bulimia 

nervosa, as many as 50% or more of those individuals with eating disorders fall within the NOS 

category (Fairburn & Bohn, 2005; Ricca et al., 2001; Turner & Bryant-Waugh, 2004). 

Sexual Attitudes and Experiences Associated with Those with Anorexia Nervosa 

 A prominent symptom of those diagnosed with anorexia nervosa is extreme dietary 

restriction.  Similarly, those with anorexia nervosa also appear to be restrictive in their sexual 

attitudes and behaviors.  Beumont et al. (1981) examined 31 women with anorexia nervosa for 

their sexual attitudes and experiences and found that a majority exhibited poor knowledge of 

sexual functioning or contraception (68%), and slightly fewer than half indicated approval of 

premarital sex (48%) or masturbation (45%).  Ruuska et al. (2003) compared those with anorexia 

nervosa to those with bulimia nervosa and concluded that those diagnosed with anorexia had 

more negative attitudes toward sexuality.  For example, those with anorexia had fewer dating 

experiences and less interest in dating than those with bulimia.  Further, Newton et al. (2006) 

reported their participants with anorexia experienced a lack of sexual desire and poor body image 

affecting sexual expression when it came to being intimate with their partners. 

In contrast, Robach (1986), as reported in Wiederman (1996), compared a sample of 

women with anorexia nervosa to women seen in a gynecological clinic.  This particular study 

found no differences to exist between either group of women for onset of dating, breast and 

genital fondling, first coitus, or current level of sexual activity.  However, the women with 
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anorexia nervosa in this study were much less likely to have married than the women without an 

eating disorder.   

In a related study comparing married and non-married adult women (age 20 years and 

older) being treated for anorexia nervosa, Heavey, Parker, Bhat, Crisp and Growers (1989) found 

no differences in overall interest in sex, likelihood of recent sexual intercourse, and general 

sexual adjustment.  The entire sample, however, exhibited marked inhibition about sex: only 

12% reported current interest, 77% reported active avoidance of sexual activity, and only 12% 

reported recently engaging in sexual intercourse.  Additionally, Vaz-Leal and Salcedo-Salcedo 

(1992) reported that while their sample of those with anorexia nervosa did not differ significantly 

from those without any history of an eating disorder for likelihood of masturbation (79% vs. 

70%) or sexual intercourse (21% vs. 43%), it is noteworthy that the control group was twice as 

likely to have had coitus.  Further, the researchers describe their sample of those with anorexia 

nervosa as being avoidant of “erotic activities which require the presence of a partner and 

involve a high degree of intimacy” (Vaz-Leal & Salcedo-Salcedo, 1992, p. 16). 

Sexual Attitudes and Experiences Associated with Those with Bulimia Nervosa 

 While those with bulimia nervosa may also practice restrictive behaviors, a distinctive 

symptom is that of binge eating followed by purging behaviors (vomiting, extreme exercise, the 

use of laxatives).  The binge eating and purging are frequently related to a feeling of being out of 

control, a sensation often associated with impulsivity.  Indeed, those with bulimia nervosa tend 

to display more impulsive attitudes and behaviors in their sexual lives as well.  Abraham et al. 

(1985) reported that those with bulimia nervosa were more likely to express a positive attitude 

toward marriage, and were more likely to consider themselves to have a higher than average 
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libido than matched controls (volunteers from the places of work or study of the patients).  While 

Abraham et al. (1985) found that those with bulimia nervosa were similar to the control group on 

a number of sexual factors (incidence of masturbation, oral sex, and orgasm; age of onset of 

dating and sexual intercourse; and number of partners), those with bulimia were far more likely 

to reach orgasm through self-stimulation than through intercourse, while the opposite was true 

for the control group.  Furthermore, Haimes and Katz (1988) reported that their sample of 

women with bulimia nervosa began both dating and sexual activity much earlier than women 

with anorexia nervosa, and were less likely to deny expression of their sexual feelings.   

The Relationship between Mood and Sexuality 

 One reason sexual problems may manifest in those with an eating disorder may be 

because of associated mood disturbance such as depression or anxiety.  Indeed, this question was 

examined earlier with little clarity.  How much, or in what ways, mood influences sexual interest 

or behavior is a very complicated and muddy question to examine.   Eating disorder or not, mood 

has been linked to problems with sexual interest and performance.  For example, Kennedy, 

Dickens, Eisfeld, and Bagby (1999) reported that in their sample of 55 men and 79 women with 

major depression, more than 40% of men and 50% of women reported a decrease in sexual 

interest following the onset of their illness.  The researchers reported that a decrease in levels of 

arousal were more common for both genders (40-50%) than were problems with ejaculation or 

orgasm difficulties (15-20%).  Similarly, Lykins, Janssen, and Graham (2006) reported that 

50.5% of undergraduate females and 35% of undergraduate males reported a decrease in sexual 

interest when feeling depressed.  Their sample was composed of those who were not taking 

antidepressant medications and who were not currently reporting symptoms of major depression.  

The study induced negative mood states on their sample to get a measure of how normal 
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fluctuations in mood may influence sexual interest and response.  Lykins et al. (2006) also report 

that 34% of females and 12% of males indicated a decrease in sexual response when feeling 

depressed, suggesting that depressed mood may influence interest more than it affects actual 

response or performance. 

 Interestingly, some people report an increase in libido and sexual response and 

performance rather than a decrease.  Mathew and Weinman (1982) reported that while 31% of 

their sample of 51 clinically depressed males and females reported a decrease in sexual interest, 

22% reported and actual increase in sexual interest.  Similarly, Angst (1998) reported that among 

depressed males, 26% reported a decrease, while 23% reported an increase in sexual interest, and 

35% of the depressed females reported a decrease, while 9% reported an increase in sexual 

interest.  Other researchers examining the paradoxical increase in sexual arousal and response 

report similar rates (Lykins et al., 2006) suggesting there are individual variations in how mood 

may influence sexual interest, arousal, response, performance, etc. 

 Anxious mood states have been deemed a possible mechanism through which negative 

mood states may increase sexual functioning.  For example, Barlow, Sakheim, and Beck (1983) 

examined twelve young, heterosexual men, ages 21-30 for penile response while viewing an 

erotic film.  The young men were trained to expect a shock under various conditions before and 

during viewing of the erotic film.  Barlow et al. (1983) reported that the anxiety-induced shock 

conditions produced increased penile response significantly more than the no-shock condition.  

Additionally, inducing sympathetic nervous system arousal (the physiological component of 

anxiety) has been shown to be related to increased sexual arousal, especially in women (Nobre, 

& Pinto-Gouveia, 2006; Palace, 1995).  These studies seem to indicate that overall, negative 

mood (depression and anxiety) may influence sexual functioning in various ways.  In general, 
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sexual functioning appears to be hampered by depressive mood states and could potentially be 

enhanced through anxious mood states.   

Personality Pathology and Eating Disorders 

 A number of personality traits are thought to be linked to eating disturbance 

(perfectionism, impulsivity, obsessive-compulsive traits, and selflessness).  This section will 

examine some of these personality traits as they relate to the development and maintenance of 

eating disorders, as well as the potential contribution to sexual behavior. 

 Perfectionism.  Perfectionism has been consistently linked to eating disorder pathology 

(Brannan & Petrie, 2008; Hewitt & Flett, 1991; Hewitt et al., 1995), and can be defined as (a) 

excessive worry over making mistakes; (b) constant doubts over one’s performance which may 

interfere with task completion; (c) overvaluation of parental expectations; and (d) excessive 

emphasis on order and precision (Frost, Marten, Lahart & Rosenblate, 1990 as seen in Young, 

Clopton, & Bleckley, 2004).   

Some studies have reported that perfectionism may be a risk factor in the development of 

anorexia nervosa and bulimia nervosa, but not binge eating disorder (Fairburn, Cooper, Doll, & 

Welch, 1999; Fairburn et al., 1997), and other studies have even discriminated between the 

different subtypes suggesting higher rates of perfectionism exists in anorexia over bulimia 

nervosa (Franco-Paredes et al., 2005).  Further, the restricting subtype of anorexia nervosa is 

thought be more rigid and perfectionistic than the binge-purge subtype of anorexia nervosa 

(Steiger, Puentes-Neuman, & Leung, 1991).  Although the literature remains inconsistent on the 

exact differences between the different subtypes of eating disorders (Garner, Olmsted, & Polivy, 

1983; Halmi et al., 2000), the fact remains that perfectionistic personality characteristics seem to 

be related to problematic eating.   
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Hewitt and Flett (1991) broke down perfectionism into three levels – self-oriented, other-

oriented, and socially prescribed – two of which seem to be most relevant for eating disordered 

pathology.  Self-oriented perfectionism includes attitudes and behaviors towards one’s self, 

including stringently evaluating and censuring one’s own behavior.  Socially prescribed 

perfectionism, conversely, involves the need to achieve standards and expectations of significant 

others including fear of negative evaluation and attention seeking, and avoidance of disapproval 

(Hewitt & Flett, 1991).  Hewitt et al. (1995) found self-oriented perfectionism to be related to 

anorexic behaviors and attitudes, while socially prescribed perfectionism was significantly 

correlated with bulimic symptomatology.  Further, individuals with eating pathology were found 

to score significantly higher than people without an eating disorder for both socially prescribed 

and self-oriented perfectionism.   

In a study by Thomas et al. (2005), the researchers examined ballet dancers attending 

summer programs aimed at the development of ballet skills.  The programs were compared for 

ability level.  In addition, the researchers assessed the dancers for differences in perfectionism.  

As one might suspect, the more difficult the program was rated, the more perfectionistic the 

researchers found the dancers to be.  Further, level of perfectionism was found to be positively 

related to eating disordered symptoms.  In other words, the more perfectionistic the dancers, the 

greater number of eating disorder symptoms were present.  The authors concluded that dancers 

who exhibit high levels of perfectionism may place themselves in highly competitive 

environments and may therefore be at greater risk for disordered eating.  Although this is only 

one example of the relationship between perfectionism and eating pathology, many other studies 

have examined the association with similar results (Bastiani, Rao, Weltzin, & Kaye, 1995; 

Hewitt et al., 1995). 
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Although many studies have found perfectionism to be related to eating disorders, a 

number of studies have found non-significant relationships between the two factors, creating a 

debate on the exact nature of the association.  Vohs, Bardone, Joiner, Abramson, and Heatherton 

(1999) found that perfectionism only related to bulimic symptoms when in combination with 

body dissatisfaction and low self-esteem.  These findings were replicated in another study by 

Vohs et al. (2001) with a smaller sample size (70 vs. 342) and shorter predictive period (5 weeks 

vs. 9 months).  The researchers claim that the combination of perfectionism and body 

dissatisfaction can place one at risk for eating pathology, but those who also have high self-

esteem may view their situation as changeable (if there are overweight, it is temporary), and may 

thus be protected against the development of disordered eating behaviors.  In contrast, 

individuals who are perfectionistic and dissatisfied with their body, but who have low self-

esteem, may be more doubtful of their ability to lose weight, and thus turn to bulimic behaviors 

in order to control their dissatisfaction and need for a better figure (Shaw, Stice, & Springer, 

2004). 

While Vohs et al. (1999, 2001) found perfectionism to be related to bulimic behavior 

when in combination with body dissatisfaction and low self-esteem, other studies have not found 

this same relationship.  Shaw et al. (2004) attempted to replicate the findings of Vohs and 

colleagues using a larger sample of girls from a younger developmental period so they could be 

followed for a longer period of time (ages ranged from 11-15 years old vs. 16-26 in the Voh’s 

sample.  The participants in Shaw et al. (2004) were followed for 1 year).  In addition, this age 

group falls during a period when eating disorders are typically on the rise (Shaw et al., 2004).  

Further, Shaw et al. (2004) assessed for eating pathology using semi-structured interviews in 

hopes to better capture eating disordered symptoms.  The authors speculate their findings did not 
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replicate those of Vohs et al. (1999, 2001) due to either differences in measurement of 

symptoms, or possibly, that the relationship between perfectionism, body dissatisfaction, and low 

self-esteem isn’t a “robust finding” (Shaw et al., 2004, p. 46).   

While Shaw et al. (2004) consider the possibility that there may not be a relationship 

between perfectionism, body dissatisfaction, and low self-esteem, perfectionism continues to be 

debated in hopes of teasing out possible explanations of why eating disorders occur and persist.  

Tyrka, Waldron, Graber, and Brooks-Gunn (2002) examined perfectionism as well.  While their 

findings indicate perfectionism was related to the development of anorexic symptoms, it was not 

related to later development of bulimic symptoms.  Instead, the researchers reported negative 

emotion was the most predictive of bulimic behaviors.  This finding is consistent with the 

hypothesis that binge eating, followed by compensatory purging, is a way of regulating affect, 

since binges can by preceded by negative emotional states (Abraham & Beumont,1982; 

Heatherton & Baumeister, 1991; Polivy & Herman, 1993).  Perfectionism, therefore, appears to 

be related to disordered eating attitudes and behaviors, but is in need of further examination to 

determine its exact influence and associations with eating pathology. 

Perfectionism, Sexuality, and Eating Disorders.  Much of the research that has been 

examined with regards to these three variables tends to revolve around the relationship between 

any two (e.g., perfectionism and sexuality, or perfectionism and eating disorders).  It is difficult 

to find studies that examine the relationship between all three.  Wiederman (1996) proposes that 

perhaps a personality trait such as perfectionism can mediate the relationship between eating 

pathology and sexuality.  He suggests that the high degree of rigidity and perfectionism 

characteristic of those with anorexia nervosa contributes to a general tendency toward restraint 

and constriction, making it difficult to let go of inhibitions necessary for sexual gratification and 
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satisfaction (ie., orgasm, masturbation).  Wiederman (1996) also proposes that this tendency 

toward perfection and constraint may also help to explain the intimacy difficulties married 

women with anorexia nervosa experience (as seen in Van den Brouke & Vandereycken, 1988; 

and Van den Brouke et al., 1995b).   

Ghizzani and Montomoli (2000) review perfectionism and its relationship in those with 

anorexia nervosa.  They report that self-imposed perfectionism is common among those with 

anorexia nervosa (Bastiani et al., 1995) and seems to persist along with other behaviors such as 

rigidity, social introversion, and over compliance, all behaviors that can contribute to difficulties 

with intimacy and interpersonal relationships.   

Davis (1997) found that neurotic perfectionism (unrealistically high expectations, fear of 

failure, over concern with making mistakes), in particular, was most related to body image 

disparagement.  What the study seems to suggest is that the higher the standards one sets, and the 

more fearful one is of failure, the more likely he or she is to be dissatisfied with his or her own 

body.  Faith and Schare (1993) found that having a positive or negative body image, as well as a 

liberal versus conservative sexual attitude significantly predicted sexual frequency in both males 

and females.  It appears that a perfectionistic personality can contribute to disappointments in 

one’s body, which thus is related to difficulties in sexual relationships. 

Impulsivity.  Impulsivity levels may help to explain the differences in behavioral 

characteristics of those with eating disorders.  Some studies indicate that impulsivity is related to 

binge eating behavior in both bulimia nervosa and binge eating disorder (Bulik, Sullivan, 

Weltzin, & Kaye, 1995; Weiss & Ebert, 1983; Yeomans, Leitch, & Mobini, 2007), and others 

show there may be a relationship between the trait impulsivity and sufferers of anorexia nervosa.  

For example, those with anorexia nervosa reportedly scored lower than controls on measures of 
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impulsivity, but show impulsive behavior on cognitive tasks measuring impulsivity (Butler & 

Montgomery, 2005).  The general consensus, however, is that those with anorexia nervosa, or 

restrictive tendencies toward food, score low for levels of impulsivity, while those with bulimia 

nervosa, or indulgent tendencies, score high for levels of impulsivity. 

Wiederman (1996) reported that some women with bulimia nervosa have a tendency to 

participate in other, impulse control-type behavioral problems such as alcohol and drug abuse, 

spending, stealing, and self-injury.  Many studies have examined the relationship between 

bulimia nervosa and impulsivity reporting similar findings, suggesting that those with bulimia 

nervosa may have a general tendency toward impulsive behaviors not seen in those displaying 

symptoms of anorexia nervosa (Lacey & Evans, 1986; Sohlberg, Norring, Homgren, & Rosmark, 

1989). 

Investigators have speculated that two possible mechanisms may underlie the 

development and use of bulimic behaviors, along with other impulsive behaviors.  The first 

mechanism is thought to be related to distress tolerance and affective regulation.  Vitousek and 

Manke (1994) reported that individuals using binge eating and purging in this way may be 

characterized by disinhibition and affective instability.  A person with these qualities may use 

“bingeing and purging as a means of regulating intolerable states of tension, anger, and 

fragmentation” (Vitousek & Manke, 1994, p. 144).  The other mechanism is thought to develop 

when the individual continually attempts and fails to restrict her or his diet.  When a binge eating 

episode ultimately ensues, the person feels a sense of guilt and may purge as a way of relieving 

these aversive emotions and to reduce the consequent weight gain.  Tentative support for these 

mechanisms may come from Steinberg, Tobin, and Johnson (1990) with the finding that bulimics 



Texas Tech University, Adrianne Sloan, August 2012 

66 
 

with borderline personality features describe diminished anxiety and depression after completing 

a binge-purge episode, whereas others report a slight increase. 

Impulsivity, Sexuality, and Eating Disorders.  Borderline personality disorder and related 

personality characteristics appear to be present in a substantial number of those with bulimia 

nervosa (Johnson & Wonderlich, 1992; Vitousek & Manke, 1994).  Affective instability, fears of 

abandonment, and dependency issues are prominent characteristics of those with these 

personality structures, so it should come as no surprise that these individuals have difficulties in 

relationships (Wiederman, 1996).  The personality characteristics of impulsivity and 

interpersonal difficulties may help to explain the tendency for bulimic samples to demonstrate 

earlier onset of sexual activity and a greater number of sexual partners (Wiederman, 1996).  “As 

in their eating, these bulimic women may feel out of control with their sexual impulses and have 

greater numbers of sex partners as a result” (Wiederman, 1996, p. 306). 

Katzman and Wolchick (1984) reported that bulimic college women have a greater need 

for approval relative to women who do not binge eat.  Perhaps participation in various sexual 

behaviors by those with bulimia nervosa comes from a need to please their sexual partner, or as a 

means of obtaining a romantic relationship (Wiederman, 1996). 

Intimacy and Eating Disorders 

Those who treat eating disorders generally agree that the relationships of their patients 

often suffer (which should come as no surprise given the reported sexual difficulties discussed 

above).  Raciti and Hendrick (1992) reported that endorsement of eating disordered attitudes was 

related to a possessive, dependent, and game playing love-style, and negatively related to 

passionate and friendship-based love.  Evans and Wertheim (2005) described those with eating 
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pathology as being more likely to have insecure attachments and negative feelings toward their 

partner. 

Difficulty with intimacy has also been explored as a factor associated with eating 

disorders, and is reported to be one reason for the relationship difficulties this population often 

has.  Past research on this topic has shown that women with anorexia nervosa show poor marital 

adjustment and poor marital communication patterns (Van den Broucke et al., 1995a), and have 

significantly lower levels of intimacy and openness with their partners (Van den Broucke et al., 

1995b).  In contrast, Newton et al. (2006) found that women with symptoms of anorexia nervosa 

don’t necessarily hold different attitudes than their non-disordered peers regarding what 

contributes to people feeling close to one another.  For example, participants in their study 

reported that emotional closeness could be achieved through mutual disclosure, acceptance by 

their partners allowing them to feel they could be more open, or physical closeness in both a 

sexual and non-sexual experience.  Despite the attitudes toward intimacy being similar regardless 

of whether young women had symptoms of anorexia, what actually happens between those with 

anorexia nervosa and their partners is different.  Newton et al. (2006) reported that their 

participants, although maintaining functional attitudes, still experienced deficiencies in intimacy 

in their relationships. 

Evans and Wertheim (2002) examined how much women with bulimia nervosa open up 

to others about certain topics.  They reported that individuals with bulimia nervosa were 

reluctant to disclose to others the difficulty they have with eating and body concerns.  In le 

Grange, Tibbs, and Selibowitz (1995), of the adolescent girls and boys with pathological eating 

habits, self-disclosure scores were far lower than their non-eating disordered peers.  The authors 
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speculate that self-disclosure (a behavior that increases intimacy between two individuals) plays 

a role in problematic eating attitudes and behaviors.  

Biological Mechanisms Associated with Eating Disorders and Sexuality 

 During puberty, a number of changes occur in the body that are thought to contribute to 

the onset of an eating disorder, especially for females.  For example, twin studies have found 

almost no genetic influence on overall levels of eating disorder symptoms in 11-year-old twins, 

but significant genetic effects in 17-year-old twins (Klump, McGue, & Iacono, 2000), indicating 

puberty plays a role.   

Pubertal changes differ in males and females in ways that may serve as protective factors 

for males, while placing females at risk for the development of disordered eating.  In puberty, 

males tend to gain weight and muscle mass bringing them closer to societal ideals for body 

shape, while females gain weight and fat, especially around the waist and hips, pushing them 

farther from the slender ideal (McCabe & Vincent, 2003).  McCabe and Vincent (2003) were 

interested in how these biodevelopmental factors, in combination with temperamental and mood 

factors, played a role in the development of disordered eating behaviors.  They examined males 

and females in early adolescence from grades 7-10 assessing for eating disorders, 

biodevelopmental factors (BMI, age, and puberty), and psychological factors (self-esteem, 

depression, anxiety, ineffectiveness, perfectionism).  Not surprisingly, the researchers found girls 

were more likely than boys to engage in extreme weight loss behaviors (dieting, dietary 

restriction), but there were no differences between the genders on measures of binge eating or 

bulimic tendencies.  Further, low self-esteem, depression, and anxiety were found to be 

significant predictors of disordered eating for girls, while anxiety, ineffectivenss, low self-
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esteem, and perfectionism were significant predictors among boys (McCabe & Vincent, 2003).  

While little research has explored eating disorders in boys and men, this study highlights the 

importance of psychological variables in predicting disordered eating behaviors in both males 

and females, especially at a time when many biological changes are taking place, such as in 

puberty. 

McCabe and Vincent (2003) examined how changes in the body can influence the onset 

of disordered eating, but the onset of an eating disorder can also influence changes that affect 

well-being.  Beumont et al. (1981) reported that sexual interest and enjoyment appeared to 

diminish following onset of anorexia nervosa, whereas before onset, interest and enjoyment in 

sex appeared to be normal, a finding supported by others (Tuiten et al., 1993; Wiederman, 1996; 

Wiederman et al., 1996).   

As reported by Tuiten et al. (1993), sexual functioning and attitudes appeared normal 

before illness, but decreased following onset of anorexia nervosa.  The authors hypothesized that 

extreme weight loss and onset of amenorrhea contribute to endocrine imbalances that can affect 

sexual desire and subsequent functioning and satisfaction.  Ghizzani and Montomoli (2000) draw 

similar conclusions, stating that those who become anorectic in adulthood report normal sexual 

functioning before onset of illness.  They believe the altered balance of “ovarian steroids and 

central nervous system neurotransmitters” (Ghizzani & Montomoli, 2000, p. 80) explains the 

decrease in sexual functioning and satisfaction. 

 In a follow-up study conducted by Morgan et al. (1995), the researchers examined 

similarities and differences between those with anorexia nervosa and those with bulimia nervosa 

for sexual functioning and satisfaction following recovery.  Nearly 40% of their participants 
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continued to have difficulty with sexual functioning and satisfaction even though their symptoms 

had remitted. 

 Jagstaidt, Golay, and Pasini (2001) investigated the relationship between sexuality and 

eating disorders in obese women.  Among obese women with eating disorders, there were 

significantly more sexual dysfunctions, especially vaginismus (a condition limiting a woman’s 

ability to engage in any form of vaginal penetration) and sexual avoidance.  In addition, the 

obese women with eating pathology in this sample were more likely to be depressed, and not 

surprisingly, suffer from body dissatisfaction, while the obese women without eating disorder 

symptoms were less likely to suffer from any of these problems. 

The Relationship Between Sexual Identity and Eating Disorders 

Research has begun to focus on the topic of homosexuality and bisexuality and how these 

experiences and preferences may relate to eating pathology.  While a majority of those with 

eating disorders are women, roughly 5-20% are thought to be men, with a disproportionate 

number identifying with the gay and bisexual culture (Feldman & Meyer, 2007).  Siever (1994) 

and Gettelman and Thompson (1993) compared a sample of gay and bisexual men to 

heterosexual men and women and found significantly higher frequencies of disturbed eating 

attitudes and behaviors among the gay men at a rate comparable to that of the women.  Similarly, 

Feldman and Meyer (2007) also found higher rates of eating pathology among gay and bisexual 

men compared to men identifying themselves as heterosexual. 

In examination of the female lesbian and bisexual populations, mixed results have been 

found for associations with eating pathology.  Some studies have shown that lesbian and bisexual 

women have lower rates of body dissatisfaction than heterosexual women (Gettelman & 
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Thompson, 1993; Herzog, Newman, Yeh, & Warshaw, 1992; Siever, 1994).  Other studies have 

indicated that the rates for eating disturbance do not differ between heterosexual and homosexual 

or bisexual women (Heffernan, 1996), and one study found rates to be higher among their 

sample of lesbian and bisexual females (Wichstrom, 2006). 

Williamson (1999) presented reasons for the increased rate of eating pathology among 

those who sexually identify as homosexual or bisexual.  He describes an internalization of 

negative attitudes and emotions regarding homosexuality, or what he terms, “homonegativity,” 

through which one becomes self-destructive.  A person may develop an eating disorder as a form 

of self-harm, much like one may abuse drugs and alcohol, when he or she lacks appropriate 

coping skills.  Furthermore, Williamson (1999) states that for some individuals, over-

identification with aspects of the “gay scene” could potentially put one at risk for higher body 

dissatisfaction and dysfunctional eating habits.  Similar to the pressure heterosexual women feel 

to be thin and meet a certain societal body standard, so too is there an ideal look for the gay 

culture (slim, boyish, and attractive).  Additionally, like heterosexual women, gay men may 

believe in the centrality of appearance in attracting potential partners, placing emphasis on body 

image.  This explanation could elucidate the similar rates of eating pathology found in the studies 

described above for homosexual and bisexual men and heterosexual women (Feldman & Meyer, 

2007; Gettelman & Thompson, 1993; Siever, 1994). 

EDNOS Category 

There are a number of ways a person can obtain the diagnosis of EDNOS.  Fairburn 

(2008) describes three different categories: “subthreshold,” “mixed,” and those with BED.  

Those who may meet most, but not all of the criteria for either anorexia or bulimia nervosa could 
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be described as “subthreshold.”  Examples of this grouping may include those who weigh 

slightly more than the cut-off criteria for anorexia nervosa, or those who binge eat and purge at a 

frequency that just misses that required for bulimia nervosa (Fairburn, 2008; Fairburn & Bohn, 

2005).  Some clients may present with a collection of symptoms that exhibit both anorexia and 

bulimia nervosa, or who seem to switch between them.  The individuals who appear to have 

symptoms from both categories, or who migrate between anorexia and bulimia nervosa are 

described as having “mixed” features, and because they don’t fall neatly into either anorexia 

nervosa or bulimia nervosa, obtain the diagnosis of EDNOS.  A final category of EDNOS 

described by Fairburn (2008) are those who binge eat without the regular use of compensatory 

behaviors like those seen in bulimia nervosa, or BED.  It is thought that less than 10% of adult 

cases meet criteria for BED (Fairburn & Bohn, 2005). 

 Other suggested eating disorder diagnoses include “purging disorder” and “night eating 

disorder.”  Purging disorder has been described as the use of inappropriate compensatory or 

purging behaviors (vomiting, misuse of laxatives) in the absence of a binge episode.  Night 

eating syndrome refers to those who continually wake at night and eat.  The person is fully 

awake and usually eats little during the day hours (Fairburn, 2008). 

 While the EDNOS category remains problematic for a number of reasons, one thing that 

remains clear is that these individuals are no less distressed, or experience less difficulty in their 

lives, than those with full-blown anorexia nervosa or bulimia nervosa.  As Fairburn and Bohn 

(2005) describe, those with EDNOS show the same “distinctive behavior and attitudes” (p. 695) 

as those who meet full criteria.  Similarities also exist in terms of duration of symptoms, 

“severity of associated general psychiatric features and degree of secondary psychosocial 

impairment” (Fairburn & Bohn, 2005, p.695). 
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Appendix D 

Eating Disorder Inventory – 2, Perfectionism Scale (EDI-P) 

INSTRUCTIONS 
 

For each item, decide if the item is true about you ALWAYS (A), USUALLY (U), OFTEN (O), 
SOMETIMES (S), RARELY (R), or NEVER (N). Circle the letter that corresponds to your rating on the 
EDI-2 Answer Sheet. For example, if your rating for an item is OFTEN, you would circle the O for that 
item on the answer sheet. 
 
Respond to all the items, making sure that you circle the letter for the rating that is true about 
you. DO NOT ERASE! If you need to change an answer, make an “X” through the incorrect 
letter and then circle the correct one. 
 
1. Only outstanding performance is good enough in my family. 

2. As a child, I tried hard to avoid disappointing my parents and teachers. 

3. I hate being less than best at things. 

4. My parents have expected excellence of me. 

5. I feel that I must do things perfectly or not do them at all. 

6. I have extremely high goals. 
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Appendix E 

Barratt Impulsivity Scale, Version 11 (BIS-11) 

DIRECTIONS: People differ in the ways they act and think in different situations.  This is a test 
to measure some of the ways in which you act and think.  Read each statement and put an X on 
the appropriate circle on the right side of this page.  Do not spend too much time on any 
statement.  Answer quickly and honestly. 
 

          О   О             О        О 
 Rarely/Never     Occasionally    Often  Almost Always/Always 
1    I plan tasks carefully.    О      О      О      О 
2    I do things without thinking.    О      О      О      О 
3    I make-up my mind quickly.    О      О      О      О 
4    I am happy-go-lucky.    О      О      О      О 
5    I don’t “pay attention.”    О      О      О      О 
6    I have “racing” thoughts.    О      О      О      О 
7    I plan trips well ahead of time.    О      О      О      О 
8    I am self controlled.    О      О      О      О 
9    I concentrate easily.    О      О      О      О 
10  I save regularly.    О      О      О      О 
11  I “squirm” at plays or lectures.    О      О      О      О 
12  I am a careful thinker.    О      О      О      О 
13  I plan for job security.    О      О      О      О 
14  I say things without thinking.    О      О      О      О 
15  I like to think about complex problems.    О      О      О      О 
16  I change jobs.    О      О      О      О 
17  I act “on impulse.”    О      О      О      О 
18  I get easily bored when solving thought problems.    О      О      О      О 
19  I act on the spur of the moment.    О      О      О      О 
20  I am a steady thinker.    О      О      О      О 
21  I change residences.    О      О      О      О 
22  I buy things on impulse.    О      О      О      О 
23  I can only think about one thing at a time.    О      О      О      О 
24  I change hobbies.    О      О      О      О 
25  I spend or charge more than I earn.    О      О      О      О 
26  I often have extraneous thoughts when thinking.    О      О      О      О 
27  I am more interested in the present than the future.    О      О      О      О 
28  I am restless at the theater or lectures.    О      О      О      О 
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29  I like puzzles.    О      О      О      О 
30  I am future oriented.    О      О      О      О 
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Appendix F 

Depression Anxiety Stress Scale (DASS21) 
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Appendix G 

BRIEF SEXUAL ATTITUDES SCALE 

 Listed below are several statements that reflect different attitudes about sex.  For each 
statement fill in the response on the answer sheet that indicates how much you agree or disagree 
with that statement.  Some of the items refer to a specific sexual relationship, while others refer 
to general attitudes and beliefs about sex.  Whenever possible, answer the questions with your 
current partner in mind.  If you are not currently dating anyone, answer the questions with your 
most recent partner in mind.  If you have never had a sexual relationship, answer in terms of 
what you think your responses would most likely be. 
 
For each statement: 
 
 A = Strongly agree with statement 
 B = Moderately agree with the statement 
 C = Neutral - neither agree nor disagree 
 D = Moderately disagree with the statement 
 E = Strongly disagree with the statement 
 
1. I do not need to be committed to a person to have sex with him/her. 
 
2. Casual sex is acceptable. 
 
3. I would like to have sex with many partners. 
 
4. One-night stands are sometimes very enjoyable. 
 
5. It is okay to have ongoing sexual relationships with more than one person at a  
 time. 
 
6. Sex as a simple exchange of favors is okay if both people agree to it. 
 
7. The best sex is with no strings attached. 
 
8. Life would have fewer problems if people could have sex more freely. 
 
9. It is possible to enjoy sex with a person and not like that person very much. 
 
10. It is okay for sex to be just good physical release. 
 
11. Birth control is part of responsible sexuality. 
 
12. A woman should share responsibility for birth control. 
 
13. A man should share responsibility for birth control. 
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14. Sex is the closest form of communication between two people. 
 
15. A sexual encounter between two people deeply in love is the ultimate human 
 interaction. 
 
16. At its best, sex seems to be the merging of two souls. 
 
17. Sex is a very important part of life. 
 
18. Sex is usually an intensive, almost overwhelming experience. 
 
19. Sex is best when you let yourself go and focus on your own pleasure. 
 
20. Sex is primarily the taking of pleasure from another person. 
 
21. The main purpose of sex is to enjoy oneself. 
 
22. Sex is primarily physical. 
 
23. Sex is primarily a bodily function, like eating. 
________________________________________________________________________ 
 
Note.  The BSAS includes the instructions shown at the top.  The items are given in the 
order shown.  The BSAS is usually part of a battery with items numbered consecutively. For 
purposes of analyses, we have A=1 and E=5.  (The scoring may be reversed, so that A = strongly 
disagree, etc.)  A participant receives four subscale scores, based on the mean score for a 
particular subscale (i.e., we add up the 10 items on Permissiveness and divide by 10).  An overall 
scale score is really not useful. 
 
  
Items  Scoring Key 
 
1-10  Permissiveness 
 
11-13 Birth Control 
 
14-18 Communion 
 
19-23 Instrumentality 
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Appendix H 

Human Sexuality Scale 

Experience Subscales 

Heterosexual Experience 

Instructions: Heterosexual Experience (with persons of the opposite sex).  If you are male, 
substitute yourself for “male” in the item; if you are female, substitute yourself for “female” in 
the item (e.g., for a female, Item 4 is “having your nude breast felt by a male”). 

Response options for all items are: 

 A) Never 

 B) Once or twice 

 C) Several times 

 D) More than several times, less than ten times 

 E) Ten times or more 

How many times have you done the following? 

1. Kissing without tongue contact 

2. Kissing with tongue contact 

3. Male feeling covered female breasts 

4. Male feeling nude female breasts 

5.  Male lying prone on the female, petting without penetration of her vagina 

6. Male mouth contact with female breast 

7. Female manipulation of male’s penis 

8. Male manipulation of female genitalia (vaginal and clitoral areas) 

9. Sexual intercourse in face-to-face position with the male on top 

10. Female mouth contact with male’s penis 

11. Male mouth contact with female genitalia 
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12. Sexual intercourse, face to face, with female on top 

13. Sexual intercourse, face to face, in side position 

14. Sexual intercourse, entering vagina from the rear 

Scoring: 

 Response options are weighted as follows: 

 For all items A = 1; B = 2; C = 3; D = 4; E = 5 

 Score is sum of weighted responses: range = 14-70 

Homosexual Experience 

Instructions: Homosexual experience (with a person of your own sex). 

Response options for all items are: 

 A) Never 

B) Once or twice 

C) Several times 

D) More than several, less than ten times 

E) Ten times or more 

How many times have you done the following? 

1. Manipulating the genitals of a person of your own sex 

2. Having your genitals manipulated by a person of your own sex 

3. Performing mouth-genital contact on a person of your own sex 

4. Having mouth-genital contact performed on you by a person of your own sex 

Scoring: 

 Response options are weighted as follows: 

 A = 1; B = 2; C = 3; D = 4; E = 5 

 Score is sum of weighted responses: range = 4-20 
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One-Item Scales 

Masturbation Experience 

How many times have you engaged in manipulation of your own genitals: 

 A) Never 

 B) Once or twice 

 C) Several times 

 D) More than several, less than ten 

 E) Ten times or more 

Score is weighted responses: 

A = 1; B = 2; C = 3; D = 4; E = 5: range = 1-5 

Number of Heterosexual Partners 

With how many different persons of the opposite sex have you had sexual intercourse in your 
lifetime? 

 A) None 

 B) One 

 C) Two 

 D) Three 

 E) Four or more 

Score is weighted response: 

A = 1; B = 2; C = 3; D = 4; E = 5: range = 1-5 

Number of Homosexual Partners 

With how many different partners of your own sex have you had sexual relations in your 
lifetime? 

 A) None 

 B) One 

 C) Two 
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 D) Three 

 E) Four or more 

Score is weighted response: 

A = 1; B = 2; C = 3; D = 4; E = 5: range = 1-5 

Orgasmic Experience 

Instructions: Orgasmic experience (orgasm = sudden spasmodic discharge of sexual tension 
usually accompanied by ejaculation in the male). 

Response options for all items are: 

 A) Never 

 B) Once or twice 

 C) Several times 

 D) More than several, less than ten 

 E) Ten times or more 

How many times have you experience orgasm through: 

1. Masturbation 

2. Petting, or body contact without manipulation of genitals 

3. Manipulation of your genitals by someone else 

4. Heterosexual intercourse 

5. Homosexual relations 

6. Oral stimulation by another 

7. Dreams (nocturnal emissions) 

8. Fantasy alone 

Scoring: 

 Response options are weighted as follows for all items: 

 A = 1; B = 2; C = 3; D = 4; E = 5 

 Score is sum of weighted responses: range = 8-40. 


