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Abstract
SELF-UNDERSTANDING AND DEPRESSION AMONG ANOREXIC AND NON-
ANOREXIC ADOLESCENT GIRLS: A SELF-IN-RELATION APPROACH
By

Kim A. Gallelli

Advisor: Professor Tracey A. Revenson

Using an integrative model that bridged developmental and self-in-relation
theories, this study examined how self-understanding in girls with anorexia nervosa was
distinctive from girls without anorexia nervosa. Forty-seven adolescent girls, ranging in
age from 13-21 years, with a DSM-IV diagnosis of anorexia nervosa were compared to
twenty-five girls without a diagnosed eating disorder.

All participants completed the following measures: the eating disorder and
major depressive disorder modules of the Diagnostic Interview Schedule for Children
(DISC-IV-R); Eating Attitudes Test (EAT); Beck Depression Inventory (BDI); a
modified version of Damon and Hart’s Self-Understanding Interview (SUI); and Higgins’
Selves Questionnaire. The narratives from the self-understanding interview were coded
using Damon and Hart’s (1988) coding scheme, which was expanded for this study to
include the relational context, as well™as constructiveness (positive or negative
statements) of the girls’ self-statements. In addition, three representative narratives were
analyzed a second time using Brown and Gilligan’s Reader’s Guide (1992).

Analyses of variance compared three groups on all measures: girls with

anorexia nervosa and co-morbid depression (AN-ND group, n = 26); girls with anorexia
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nervosa without co-morbid depression (AN-ND group, n = 21), and girls without
anorexia nervosa or major depressive disorder (NAN group, n = 25). The AN-D group

b
had significantly higher discrepancy scores between their actual-ideal selves, and actual-
ought selves than either AN-ND or NAN girls.

Differences were found between anorexic and non-anorexic girls in type and
developmental level of self schemas they utilized. The data indicated that the anorexic
giris were more seif focused than relationaily focused, made significantly more negative
self-statements, and had less developmentally advanced self conceptions. However, the
analysis of a select set of narratives using self-in-relation theory contradicted these
findings, as anorexic girls were extremely relational, with their self-image shaped by
perceptions of what others thought of them. Furthermore, there were distinctions in self-
understanding between anorexic girls with and without clinical depression: Depressed
girls had more negative self-conceptions. This dissertation demonstrates that not only are
there important differences in self understanding between anorexic and non-anorexic
adolescents, but also that the particular theoretical and methodological approach

influences the interpretation of data.
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CHAPTER 1: INTRODUCTION

Anorexia nervosa (AN) is an illness diagnosed primarily among adolescent
girls and young adult women. Prevalence rates for anorexia among adolescent girls range
from .2 to .5% and are reported as rising (Lucas, Beard, O'Fallon, & Kurland, 1991;
Whitaker, 1989; Davies, Shaffer, Johnson, Abrams & Walsh, 1989). In addition, recent
survey studies have documented that many of the behaviors associated with eating
disorders are alarmingly common in the adolescent population at large. According to
Wolf (1991) 60% of all American college women will struggle with some type of eating
disorder, and up to one-fifth of female students in the U.S. are struggling with different
extremes of anorexia. In a study of non-referred high school girls, Whitaker and
colleagues (1989) found that 81% desired to lose weight, 42% perceived themselves as
overweight (though within normal weight range). Seventy-two percent of high school
senior girls reported rates of lifetime dieting and an average weight loss of 10 to 12
pounds on a diet. Seven percent of high school girls reported having binged, 8% report
inducing vomiting, and 2% reported using laxatives.

Current theories on the etiology of AN view it as a multidetermined disorder
with various individual, cultural and familial predisposing factors (Garfinkel & Garner,
1982). One of the dominant themes crossing divergent theories on AN is that deficits or
developmental delays in the patient's self-concept are central to the eticlogy and
maintenance of the illness. Surprisingly, there exists little empirical research examining
self-concept in this population. Among the few studies that do exist, there is wide

variability in how "self-concept” is defined and measured, with little or no application of
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developmental and multidimensional models of self-concept. It appears necessary, given
the large void in the empirical literature, to examine how self development may be
different in anorexic girls and women, utilizing a clearly defined and relevant conceptual
model of self.

In addition to the pivotal component of a problematic self-concept, difficulty
with interpersonal relationships and acceptance of cultural values of thinness also are
core features of anorexia and considered to be related to the development of the self
(Bruch, 1985, 1988; Steinhauser & Volrath, 1993). An appropriate model of self
development should address these theoretical constructs. However, a review of the
literature on self-concept suggests that there is not simply one existing theory that
incorporates all of these "key" features, but instead several theories that include one or
two of these features (Avants, Margolin, & Singer, 1994; Damon & Hart, 1988; Jordan,
Kaplan, Miller, Stiver, & Surrey, 1991).

Of the existing theories on self development, those from developmental and
feminist psychology best address issues specific to AN. Developmental deficits or delays
in self-concept formation are considered central to the etiology of AN, indicating the
importance of utilizing a developmental approach. Additionally, although social
development is considered to be an important component of many developmental models,
the connection between interpersonal relationships and self-concept is often not made
explicit or elaborated fully. Given that interpersonal relations are seen as problematic to
the anorexic girl (Bruch, 1988; Polivy & Herman, 2002; Wechselblatt et al., 2000), it is
necessary to use a theoretical model that examines the self (and its various components)

in the context of relationships.
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Using an integrative framework that bridges developmental and feminist
approaches, the proposed research has three related aims. First, I will compare the
structure and content of self-concept in girls with AN to self-concept in girls without
eating disorders. Second, self conceptions in the context of interpersonal relations will be
compared between the groups. Third, in addition to the comparison of self-concept
deficits in the two different populations, the phenomenology of the experience of the
anorexic girl will be explored through qualitative analyses. A general psychoanalytic
interpretation of anorexia is that the anorexic's dissatisfaction about her self and life is
transposed to her body; rather than speaking with her voice about her despair and
emptiness, her anorexia speaks for her (Bruch, 1988; Swift et al., 1986). By listening to
the narratives of the anorexic girls and women--hearing what they are voicing/saying as
well as what they are not saying or are silencing—-we may gain some insight into the
phenomenology of this embodiment of distress.

Damon and Hart's (1988) developmental model of self-understanding serves
as the structural foundation for this work. It provides the working definitions of
subjective and objective subcomponents of the self, as well as a hierarchical framework
that identifies age appropriate levels of self development. Self-in-relation theory
provides the feminist theoretical approach. Emerging from feminist critiques of
traditional models of development, self-in-relation theory suggests that, as a result of
cultural and socialization influences, a girl's sense of self is organized and developed in
the context of important relationships (Surrey, 1991). Thus, the critical context of

interpersonal relationships will be fused with Damon and Hart's developmental approach.
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A semi-structured interview on self-understanding and standardized questions
on self-concept, and anorexic and co-morbid symptoms will be obtained from 70
adolescent girls (45 anorexic girls and 25 asymptomatic girls). Interview narratives will
be coded for developmental levels of functioning across multiple domains of the self-
concept. These multiple self domains fall into two broad categories, the subjective and
objective self. All of these self-conceptions will be examined in the context of
relationships. Scores on the standardized questionnaires will be used to calculate if levels
of self-understanding vary with co-morbid symptoms. Overall, I expect to find both
qualitative and quantitative differences in self-understanding between anorexic and non-
anorexic girls It is hypothesized that anorexic girls will have a developmentally lower
level of self-understanding than non-anorexic girls. In addition, the prevalence of
subjective and objective self references will differ between the anorexic and comparison
groups.. For example, anorexic girls will use more self descriptions that fall into the
physical self domain, and less psychological and agenic self descriptions than the non-
anorexic girls.

Using an integrated theoretical approach has several advantages. First it
affords a richer understanding of girl's self development and its connection to
interpersonal relationships. Second, by listening to the interview narratives for what girls
are and are not saying, I will gain insight into the literal "embodiment of distress”, an
understanding of the stories these girls are telling with their bodies versus their words.
Third, this integrated model will also contribute to a reframing of traditional ways of

viewing anorexia, shifting the theoretical groundwork from "pathology to normalcy"
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(Miller, 1991) and approaching the anorexic's problems as "different" instead of
"deficient".
BACKGROUND

The literature review will first detail the diagnostic and descriptive
characteristics of anorexia nervosa (AN). This literature emphasizes the importance of
co-morbid symptoms and diagnoses, specifically the co-existence of depression among
girls with anorexia. Given the breadth of research on co-morbidity, it is important to
review this area briefly as well as delineate the significance of co-morbid disorders in
order to place the research questions in an illness context. Next, relevant developmental
and feminist theories will be reviewed. I will then propose how developmental and
feminist perspective on the self can be integrated into a unified model. Finally, a review
of existing empirical research on the role of the self and self-concept in anorexia will be
presented.
CHARACTERISTICS OF ANOREXIA NERVOSA

Anorexia Nervosa (AN) is a psychological and physical illness mostly
diagnosed in adolescent girls and young adult women. According to the Diagnostic and
Statistical Manual of the American Psychiatric Association (DSM-IV-Revised, 1994)
diagnostic characteristics of the disorder include weighing 15% below ideal body weight,
extreme fear of fat and gaining weight, body image distortion, and loss of menses in
females. Anorexia nervosa is one of the most lethal psychiatric disorders with a mortality
rate of 20 % -30 % (Johnson et al., 1992; Theander, 1985).

Recent studies have documented that many of the behaviors associated with
eating disorders, such as dieting, bingeing, purging, and poor body image, are quite

5
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common in the adolescent population at large (Roger et al., 1997, Whitaker et al., 1989).
In a study of high school girls, Whitaker et al. (1989) found that 81% desired to lose
weight and 42% perceived themselves as overweight (though within the normal weight
range). Seventy-two percent of high school senior girls reported having been on a diet at
some point in their life and an average weight loss of 10 to 12 pounds on a diet. Seven
percent of high school girls reported having binged, 8% reported having induced
vomiting and 2% reported using laxatives (Whitaker et al., 1989). Additionally, a Gallup
poll found that as many as one million teenage girls are afflicted with eating disorders
whereas other studies have estimated that 10 percent of American women and 20 percent
of women on college campuses are anorexic or bulimic and nearly 2/3 of young girls
have distorted body images (Tolman & Debold, 1994). These statistics are important in
showing the widespread prevalence of unhealthy and dangerous behaviors that could
develop into a life threatening illness.

The etiological focus of eating disorders has changed over the years, moving
from a view that the illness is triggered by sexual maturity fears, and considered to occur
only in upper socioeconomic classes, to a more current emphasis on developmental,
neuroendocrine, and personality vulnerabilities (Comerci, 1992; Pirat et al, 1988).
Recent studies have documented that eating disorders and related symptoms are not only
associated with the upper social classes (Whitaker et al., 1989). Thompson (1994) argues
that the bias that anorexia occurs only in white, middle-class, professional, “achievement-
oriented” women actually masks its presence among working class women of all races.
She critiques the often cited findings of anorexia as a white, middle class disease to be a
result of studies biased by their sampling from hospitals, private high schools and

6
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colleges—restricting the survey of women of color, less educated, older and poorer.
Current etiological theories view AN as a multidetermined disorder with various
individual, cultural, and familial predisposing factors (Garfinkel & Garner, 1982).
Depression, obsessive-compulsive disorder and other anxiety disorders, avoidant
behaviors, family dysfunction, and cultural beauty ideals for females of thinness are
suggested as having various etiological roles in AN (Comerci, 1992; Pirat, et al., 1988).
In addition, clinicians have suggested that certain developmental processes involved in
identity formation, self-concept, autonomy and agency—as well as how these factors are
affected by individual psychopathology and family dysfunction--appear to be related to
the etiology of AN (Bruch, 1973, 1988).

The average onset occurs in middle to late adolescence with reports of a
bimodal distribution of age of onset that peaks at 14 and 18 years (Halmi et al., 1979).
However, AN has been noted to occur in prepubertal children as well as in middle aged
adults (Gallelli et al., 1997; Johnson et al., 1992). Interestingly, 90-95 % of anorexics are
females (Gamer & Garfinkel 1980; Hsu, 1990). Although the incidence of men with
eating disorders is rare, many researchers agree that eating disorders in men involve
greater pathology than for females, are more difficult to treat, and involve greater
psychosexual conflict—with a disproportionate amount being homosexual (Schneider
1991).

Although the diagnostic criteria remain constant across ages and gender, it has
been suggested that etiological factors may differ among individuals and across
developmental stages. For example, although anorexics at age 8, 13, and 20 years may
describe the same constellation of symptoms, family stressors may be the primary trigger

7
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for the 8-year old, the pressures of adolescence may be a primary trigger for the 13-year
old, and personality characteristics may be the precursor for the 20-year old (Sargent,
1992). However, there have been no empirical studies, to date, documenting different
predictors at different developmental levels. Patients also vary in their psychosocial
functioning, socioeconomic status and varying types and degrees of co-morbid symptoms
and disorders, described next.

CO-MORBID SYMPTOMS AND DISORDERS

Much of the clinical literature on anorexia focuses on associated problems and
co-morbid disorders. The person with an eating disorder often is described as having
interpersonal difficulties with peers and family (Sargent, 1992) and as having difficulty
identifying and articulating internal states (Bruch, 1988). In addition, families are
described of anorexics as enmeshed, controlling, and rigid (Minuchin et al., 1978). It is
thought that psychological growth in the areas of self expression and autonomy are not
encouraged in anorexic families (Bruch, 1973).

There also exists a large literature citing the high incidence of eating-
disordered women who have also been victims of sexual abuse (Wooley, 1991). Many
studies confirm that between 1/3 and 2/3 of women who have eating disorders have been
sexually abused (Thompson, 1994). Kearney-Cooke (1988) found that 59% of women
attending an inpatient bulimia program kad been victims of incest, childhood molestation,
or rape. Thompson (1994) found in a study of 18 women that two-thirds—across race,
class and sexual orientation—were survivors of sexual abuse. It is important to note that
these findings of high incidence of sexual abuse were reported in studies, or disclosed by
the victims, when they were adult women. We do not know, from such studies exactly

8
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when the victims first disclosed their abuse, but from many studies, it appears that
women are more likely to disclose abuse in comparison to children or adolescents—who
still may be experiencing the abuse or are in more vulnerable and fearful positions.
However, as Thompson (1994) points out, sexual abuse does not necessarily result in an
eating disorder, and not all people with eating disorders have been sexually abused.

The psychological and psychiatric literature is saturated with conflicting
theoretical and empirical accounts regarding the prevalence, type and role of specific co-
morbid disorders. These associated disorders, by definition considered to be secondary to
AN, are important t§ consider when looking at the etiology and psychological sequelae of
AN. In other words, although AN constitutes the primary diagnosis, other psychological
disorders may influence its course, presentation, and effects. For the most part, the
empirical literature focuses on the associated role of anxiety disorders (such as obsessive
compulsive disorder) and mood disorders (such as major depressive disorder and
dysthymia) in the onset and maintenance of AN (Cantwell, 1977; Fomnari et al. 1992;
Szmulker, 1987). Moreover, there has been a great deal of controversy as to whether AN
is a variant of depressive disorders, or whether depressive symptoms are secondary to the
anorexia (Hinz and Williamson, 1987; Szmulker, 1987). Major depressive disorder
(MDD) is characterized by depressed mood, loss of interest or pleasure (or in
adolescents, the presence of irritability) lasting for at least two weeks or more. Four of
seven additional symptoms must also be experienced to warrant a diagnosis of MDD:
increase or decrease in weight or appetite; sleep disturbances, increases or decreases in
psychomotor activity, decreased energy; feelings of worthlessness or guilt; difficulty
concentrating or making decisions; recurrent thoughts of death or suicidal ideation

9
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(DSM-IV-Revised, 1994). Kegan (in Kroger, 1989) suggests that depression may be
characterized by feelings of loss of one's own needs, wants, or personality, being
constrained, controlled, deprived; feelings of loss associated with loss of relationship
which results in feelings of abandonment or betrayal; or low self esteem characterized by
a failure to live up to the expectations people hold for themselves. Many of these
characteristics overlap with the symptoms and experiences of the anorexic patient.

There are diverging perspectives concerning the relationship between
depression and AN. Some researchers hold fast to the notion that AN is simply a variant
or subtype of depression, an atypical affective disorder (Cantwell, 1977; Devlin & Walsh,
1989) or an "opportunistic" illness, made possible by the preceding presence of
depression (Szmulker, 1987). A second perspective suggests that the onset of depression
occurs at specific times in relation to the onset of the anorexia. Within this perspective
there are conflicting views: some theorists argue that the onset of depression occurs
concurrently with the anorexic symptoms, whereas others suggest that the onset of
depression occurs affer the anorexic symptoms have emerged (Szmukler, 1987). A third
perspective argues that individuals may be at risk for both disorders because of genetic,
psychological and biological mechanisms that are shared between both disorders (Devlin
& Walsh, 1989; Silverstone, 1990). Yet a fourth perspective suggests that depressive
symptoms in AN patients may be a direct result of malnutrition and starvation effects
(Devlin & Walsh, 1989).

In an expansive 10-year follow up study, Halmi et al. (1991) evaluated 62
anorexic women and found a greater lifetime prevalence of major depressive disorder and
dysthymia compared to women without AN. Similarly, Ratsam (1992) found that 86% of

10
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anorexic girls reported depressed mood or the presence of affective disorders compared
to 14% of normal controls. In contrast, Solanto et al. (1996) found lower rates of Axis I
co-morbid disorders in 37 adolescent anorexics when utilizing strict diagnostic criteria, in
comparison to the findings of Halmi (1991) and Ratsam (1992). Fourteen percent of girls
with anorexia met DSM-IIIR criteria for major depressive disorder, excluding the
symptoms that exist in both anorexia and depression (i.e., loss of weight, irritability, low
energy and concentration), and an additional 1% met criteria for dysthymia.

In a meta-analysis examining depression and eating disorders, Hoffman and
Halmi (1993) concluded that approximately 40% of anorexics at presentation will have
symptoms that can be diagnosed as major depressive disorder, and that the lifetime
prevalence of MDD in AN is between 40% and 68%, compared to 25% in the general
female population. These findings suggest that depressive symptoms can precede, appear
simultaneously with, or follow the onset of the eating disorder.

It is important to note that only a small percentage of depression-prone
individuals develop eating disorders. Strober and Katz (1987) argue that neither the
findings of high lifetime rates of affective disorders in patients with eating disorders or
increased rates of affective disorders in their families provide a sound basis for inferring a
direct, causal relationship between the two disorders. Devlin and Walsh (1989) cite
findings that bulimic patients, most of whom are normal weight, and underweight
anorexic patients have comparable rates of depression. This seems to disprove the theory
that depression in anorexia is a result of malnutrition or starvation effects.

Much of this literature can be critiqued for its wide variability in how co-
morbid disorders and symptoms are measured. With the exception of a few studies, most

11
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assessments of depression are based on self-report checklists of symptoms, or
retrospective case analyses. Such methods do not provide for a valid diagnosis of
depression based on DSM criteria. The lack of consistency in measures used across
studies and the lack of clear diagnostic criteria for reporting co-morbid disorders
contributes to the often contradictory reports of associated disorders in AN. In addition,
as pointed out by Strober and Katz (1987), not all depressed girls develop eating
disorders and not all eating disordered girls meet criteria for depression. Given the
inconclusive findings, it seems difficult to accept the hypothesis that eating disorders and
depression are variants of one another or that they share the same biopsychosocial causal
mechanisms.

At the same time, a relationship may exist between the two disorders,
although anorexia nervosa is quite distinct from clinical depression. There is an overlap
of symptoms between AN and depressed patients, such as low self-esteem and
problematic interpersonal relationships, but the anorexic clearly manifests such problems
in a different manner--through distinct body image distortion, fear of fat, and emaciated
figure.

SELF-CONCEPT, DEVELOPMENT, AND ANOREXIA

Although understanding the relevance of co-morbid disorders and depression
to the etiology of anorexia is important, it can be argued that this knowledge is not central
to the phenomenology of the illness itself. The role of the self-concept is arguably one of
the most dominant themes in the clinical literature. Clinicians and researchers alike
suggest that deficits or developmental delays in the patient's self-concept are central to
the etiology and maintenance of this illness (Bruch, 1988; Casper et al., 1981; Garner &
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Garfinkel, 1980; Levitt & Hart, 1991; Pipher, 1995, Steiner-Adair, 1990; Surrey, 1991,
Swift et al., 1986;). Hilde Bruch, one of the foremost experts on anorexia, considered
disturbances in self-concept and how interpersonal experiences are perceived and
interpreted to play a significant role (Bruch 1973, 1988). Bruch, a psychiatrist,
emphasized the importance of looking at the developmental origins of problems with
self-concept and identity formation. Anorexia was described as "an illness of inner self-
awareness, of inner feelings of relatedness, and of feelings of fulfillment. The real
problem isn't the weight and food; the problem is the sense of inner worth and well-
being" (Bruch, 1988).

Surprisingly, there exists little empirical research examining self-concept
among people with anorexia. Among the few studies that do exist, there is wide
variability in how "self-concept” is defined and measured, with little or no application of
developmental models.

Developmental Theories of the Self

A vast literature on the concept of the self exists across the social sciences.
The "self” crosses such constructs as "self-concept"”, "self-esteem", "self-understanding”,
and "identity" and these terms often are used interchangeably. Theories of the self that
have been generated within developmental psychology have some common underlying
premises, but also focus on distinct aspects of self development. Much of the
developmental literature suggests that the nature of self understanding or self
representations shifts from concrete descriptions of behavioral and social characteristics
to more abstract descriptions of one's psychological and spiritual interior as children
develop (Harter, 1990). The changes in how one represents or understands the self are
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directly linked to cognitive development. For example, preoperational children may
describe themselves in terms of physical and behavioral characteristics, belongings and
membership categories (I have red hair; I can run fast; I have a sister). Concrete
operational children shift to describing themselves in terms that include more internal or
conceptual notions (I am pretty, sad, or smart). With formal or abstract reasoning, most
often occurring with adolescence, the self is described in terms of psychological and
abstract self descriptions such as beliefs, wishes, moods and emotions (I am a sensitive,
moral person; Harter, 1990).

The Multidimensional Model of Self-Understanding. Damon and Hart's

(1988) theory of self-understanding will be used as the structural framework for the
dissertation. Thus, it will be described first and in detail. Damon and Hart's theory was
developed to incorporate much of the existing research on self development across the
life span. The model divides self-understanding into two groups: self-as-subject and self-
as-object. The self-as-object grouping is comprised of the following categories: physical,
active, social and psychological sense of self. The self-as-subject grouping is comprised
of the subject's sense of continuity, agency and volition. In addition to building their
model to reflect the wide array of developmental findings on self-concept and other
related constructs, Damon and Hart based the structural aspect of the model on William
James' (1890) definition and categories of the self. James understood the nebulous
construct of the "self* as having two important dimensions: the subjective self and the
objective self, or the "I" and the "me". He defined the self-as-object, or "me" as being
comprised of the following components: the physical self, material self, social self,
psychological self, and spiritual self. James defined the self-as-subject, or "I" as a sense
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of agency, continuity, volition and reflection. Although Damon and Hart modified some
of James' notions, the structural aspects of their model directly reflect James' theory.

An early awareness of self is based on physical activity and the results of such
activity. There is an early awareness of physical categories of self like gender and size
and there exists an age-related shift from defining oneself through external characteristics
(the physical and material) to internal qualities (the psychological and spiritual). Self
statements do not simply become more abstract with age as is suggested by much of the
developmental literature. Instead, with age, there is an increasing ability to move back
and forth between various levels of self-understanding. Each of the objective and
subjective self components change with cognitive development. It is important to
emphasize that Damon and Hart do not believe that children move developmentally in a
linear manner—that is, they do not move from the physical to active to social and
psychological conceptions of self. Instead each of the self categories undergoes
developmental change with maturation. Increased hiearchization in each of these
categories, or the development of more advanced self conceptions, may not occur
simultaneously--and children of all ages have some level of conceptualization in all of
these categories.

Indeed, Damon and Hart believe that earlier levels of each of the components
of self understanding become part of later ones, although they appear in a new form. For
example, self-understanding of the "me" is always categorical, but more developed levels
employ the categorical self in a new manner. For example, a young child may describer
herself as having red hair, whereas at an older age she may describer herself as having
red hair, which is unique because none of her friends have that color. Earlier forms of
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self-understanding continue to function at more developed levels, rather than disappear.
There are four critical developmental levels with corresponding characteristics for each
of the components of the subjective and objective self. Figure 1, reprinted form Damon
and Hart (1988) depicts these levels. Level 1 is considered characteristic of early
childhood, where self understanding is organized around categorical identifications. At
Level 2, or middle and late childhood, self understanding is organized around
comparative assessments. During Level 3 or early adolescence, inter-personal
implications for self understanding emerges, and during Level 4, or late adolescence,
systematic beliefs and plans emerges for each of the self categories.

Because Damon and Hart's theory conceptualizes the self as
multidimensional, with objective and subjective components, it will provide a structural
framework with which to examine and measure self-concept in girls with AN. As
encompassing as Damon and Hart's model appears to be, however, important aspects of
the self are missing from this model, as will be described later.

Self-Discrepancy Theory. E. Tory Higgins, a social psychologist, also

developed a multifaceted, dynamic theory of the self. Higgins' self-discrepancy theory
proposes that the self is comprised of numerous self-representations, including one's
perceived current self (actual self), the person one would like to be (ideal self) and the
person that one feels one should or ought to be (ought self). Higgins suggests that
discrepancies between these self-representations are associated with certain negative
emotional states (Avants et al., 1994; Higgins, 1989, 1987). A discrepancy between
what, one is (actual self) and what one would like to be (ideal self) is associated with
feelings of dejection or depression; a discrepancy between the actual and ought self is
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characterized by feelings of failure to fulfill responsibilities and duties, which produce
anxiety. In Higgins’ theory, behavior is seen as being driven or “motivated” by the goal
of reducing discrepancies between actual and internalized referent states, such as one’s
ideal or ought self.

Hart, Field, Garfinkel, Singer and Anderson (1997) argue that there is
considerable precedent for considering mood and emotion as being regulated by
representations of self and other. Markus and Nurius’ (1986) work on “possible selves™
found that positive judgements about the future were related to mood; the more positive
characteristics persons use to describe their past and future selves, the more positive
lifetime history of moods are reported. Self-esteem is related to various self-
representations. Block (1985) argues that self-esteem is simply the distance between the
ideal and actual self whereas Olgivie and Clark (1987) argue that self-esteem is related to
the proximity between the actual an undesired self. Markus and Nurius (1986) found that
positive judgments about past and future selves were related to high self-esteem.
Higgins’ model has also been applied to the study of drug abuse, eating disorders
(anorexia and bulimia nervosa), migraine headaches, indigestion, and muscle cramps.
These studies have successfully demonstrated the link between physical and mental
health symptoms and self-representations (Deaux, 1992).

Both Damon and Hart's multidimensional model of self-understanding and
Higgins’ self discrepancy theory emphasize the multidimensional nature of the self. Both
assess an individual’s various representations of the self. However, there are differences:
Damon and Hart’s model goes beyond individual representations by placing
representations in a developmental-structural framework. At the same time, Damon and
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Hart's method of assessing self-understanding does not include asking the subject how
she thinks she ought to be like, whereas Higgins’ does.

The perception of one’s "ought self” may be an especially problematic area
for the anorexic patient. Clinical descriptions of anorexics have suggested that they are
abnormally influenced by what they feel they ought to be or what they should be like
(Higgins, 1990). Self-discrepancy theory has been used in one study of anorexic and
bulimic girls (Higgins, 1990). In this study, discrepancies between the actual and ought
selves were more strongly related to anorexic symptomatology, whereas actual-ideal
discrepancies were associated with bulimic symptomatology.

Self Development During Adolescence

In attempting to understand the relationship between anorexia and self, it is
important to highlight the developmental literature pertaining to the adolescent period.
Most researchers have found that adolescent self-understanding shows an increasing use
of psychological and social relational concepts for describing the objective self and a
strong belief in one's agency and volitional ability in self-formation. However, as Harter
(1990) points out, this newfound ability to describe the self more abstractly, representing
more advanced cognitive structures, allows for self representations to be far removed
from concrete behaviors, thus allowing for the potential for distortion and behavioral
maladaptation. Harter's observations lend some understanding as to why the adolescent
period has been described as a time wrought with emotional turbulence, and considered
to be a time where many behavioral and emotional disorders are first expressed.

With development comes a shift in the types of social relationships that affect
self- understanding and self perceptions. Rosenberg (1979) has suggested that for
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younger children, parents are most important for critical feedback of the self, in
adolescence there comes a reliance first on feedback from peers, and ultimately, on self
reliance. Adolescents have been shown to utilize different self-representations depending
upon whether they are describing the self with father, mother, close friends, classmates,
and boyfriend/girlfriend (Harter, 1990). Middle adolescence, in particular, is a critical
period with great social pressure to experiment with different roles such as friend,
daughter, student, and girlfriend (Erikson, 1968). With the emergence of new roles
comes conflict between the various ways in which one perceives oneself. Harter (1986)
points out that at the same time as adolescents are faced with multiple roles and "selves",
cognitive developmental factors push them towards developing a coherent sense of self.

This notion of diverse self-representations expressed in the context of social
relationships is not addressed by Damon and Hart's model of self-understanding.
Although Damon and Hart’s model does address the importance of social influences on
self development (and does assess self-understanding of one's "social self"), neither the
theory nor the methodology explicitly addresses how self understanding may vary across
different social contexts. Feminist self-in-relation theory can addresses.

Feminist Theory on Self Development

Although Damon and Hart's theory asserts the notion that self-consciousness
about one's physical appearance and an emphasis on peer acceptance becomes
increasingly important with adolescence, it does not address these issues with respect to
gender. It has been suggested that adolescent girls report more emotional conflict and
more contradictory self attributes than do boys (Debold, et al., 1999). Depression is more
prevalent in prepubertal boys than girls, but in adolescence, girls develop depression at
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much higher rates and report lower levels of self-esteem and overall self worth.
Preadolescent girls speak freely of feelings, values and conflict, but in adolescence this
strength of self definition appears to be lost (Brown & Gilligan, 1992; Gilligan et al.,
1990)

One explanation for the gender differences in adolescent emotional experience
can be found by examining the differing societal expectations for girls and boys. It has
been suggested that girls and women develop their sense of self through maintaining and
developing relationships and that separation and individuation are not equally central
developmental tasks for both girls and boys (Miller, 1991; Surrey, 1991). That is not to
say that autonomy and individuation are not important to girls; instead girls develop their
sense of autonomy and identity through their experiences in relationships, by changing
one's relations with friends and family. This self-in-relation theory, or relational theory
(Miller, 1991; Surrey, 1991), argues that separation actually impedes female self
development. Thus the primary developmental task of female adolescents is argued to be
one of "self differentiation within the context or relationships, having a distinct and
unique sense of self but still be connected to others" (Steiner-Adair, 1990, p. 164).

Feminist theorists argue that because of the gender-specific importance of
relationships, the development of a sense of self or self-concept in girls and young
women is not captured by existing models of development (Brown & Gilligan, 1992;
Miller, 1991). Traditional theories are critiqued as being male-oriented and based on
Erikson's (1968) notion that the primary task of adolescence is individuation and
separation: Striving towards separation should be the focus of adolescents' psychological
energy; from this effort a sense of agency or self-efficacy is developed. Relational
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theory, in contrast, suggests that girls' developing internal representations of themselves
is not based on separation, but a more complex sense of their own abilities within
relationships (Miller, 1991). Girls gain a sense of their agency and internal
representation of the self in relation to others.

Adolescent girls are often described by feminist theorists as being at a
"crossroads” (Brown & Gilligan, 1992). Adolescent girls struggle for independence and
individuation from the family, but they do so in the context of, or with a goal for, further
developing, maintaining and renegotiating relationships. Thus, relational theory
redefines the primary developmental task of female adolescents as individuation within
relations. Such emphasis on relationships, and its attendant lack of emotional separation
should not be interpreted as an immature level of development, or even a defense against
true individuation. Instead, individuation within relations is an elegant, sensitive
management of the paradoxical values that the developing female confronts. This
important role that relationships play in influencing self development and maintaining
self-esteem is not measured in existing scales of self-concept and self-esteem.

Many feminist theorists argue about the conflicting messages an adolescent
girl confronts in our society. Negotiating the "crossroads of adolescence"—the attempt to
establish mature and valued interpersonal relations while attempting to develop one's
individual wants, needs and desires-- is a tricky tightrope for girls to walk (Brown &
Gilligan, 1992). In order to travel this "tightrope" to adulthood, the sacrifice of self
development or individuality is offered unknowingly by the girl, in an effort to maintain
socially valued relationships. Thus adolescent girls lose their relationships with
themselves in an effort to maintain relationships with others (Debold, 1995; Gilligan et
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al., 1990; Steiner-Adair, 1990). It is at this same developmental period that we see an
alarmingly high percentage of girls suffering from damagingly low self-esteem, eating
disorders and depression (Brown & Gilligan, 1992).

Pipher (1995) examines this difficult developmental period for girls from a
different perspective. Like Harter (1990), Pipher discusses the true versus the false self.
She argues that painful and confusing cognitions and emotions are dealt with in ways that
are either true or false to the self. Girls who integrate such conflict from the perspective
of their "true" self, challenge and incorporate information as it fits in with their scheme or
sense of who they "truly are"--their chosen values, beliefs, and goals. On the other hand,
girls who operate from their false self reduce the world to a less complicated place by
distorting reality or ignoring their own beliefs. Pipher even suggests that perhaps some
girls become anorexic in an attempt to reduce all the complexity in life to a single issue—-
weight. Pipher suggests that one can determine the distinction between true and false
selves in girls by looking at and listening to the surface structure or behavior of their
speech and actions in comparison to the deep or "true" structure they talk about.
However, Pipher's theories have yet to be tested empirically.

Similarly, Miller (1991) points out that many studies indicate that adolescence
is a time where girls "contract rather than expand". Girls silence their true selves and
seem to lose the assertive and opinionated self that they acquired through girlhood. In
contrast, boys have been shown to "open up" with adolescence or continue to develop a
strong sense of who they are and what they value. Self is defined as an "active agent"—
the context of acting within a relationship and for the relationship—and is changed by an
intense pressure at adolescence that girls must defer the desires of their own self to that of
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others needs or desires. With this pressure the girl gives up her relationship with herself--
her ability to maintain true to her self, her values and her desires—in an attempt to satisfy
the needs of others and maintain other relationships--but at cost to her own self
development.

As discussed earlier, it is considered “normative” for adolescent girls to be
preoccupied with their appearance and weight, engaging in various weight-loss, diet and
fashion seeking behaviors. Brown and Gilligan (1992) interpret what the "normal"”
adolescent concern with physical appearance may mean to girls and how such concerns
are tied to sociocultural values. They propose that pubertal changes "visually disconnect”
girls from their childhood selves and force them to identify with an adult woman. With
their new "adult" female bodies come certain expectations and associations of what it
means to be female, and a great concern about what others say about them and their
appearance. Adolescent girls not only attempt to modify their appearance to match
societal standards, but they change the way they speak and relate to others, in accordance
with the perceived feminine ideal. It is in this struggle to meet societal definitions of
womanhood that adolescent girls can easily become “disconnected” from their own wants
and desires, looking to others to define those needs for them. Fine and Macpherson
(1994) suggest that the body becomes an arena where struggles for social control are
played out--“social anxieties load onfo the bodies of adolescent women™ (p. 224).
Perhaps it is with and through the body that the adolescent girl may express the difficulty
she has navigating the challenges of adolescence, speaking with her body--rather than

voice—about the complex standards and ideals she feels forced to emulate.
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In sum, feminist psychology points to the importance of the relational context
in which self development occurs for females, and the enormous challenge adolescent
girls face in attempting to negotiate the conflicting societal message they internalize. The
loss of prepubertal girls' "voicing" of their own wants and desires that occurs with
puberty make adolescent girls vulnerable for loss of their "true self", which, in turn, can
affect their overall self-worth and emotional state. The importance of the societal
pressures and values for girls is not considered in traditional self development models.

Many current treatment and research approaches to AN echo the themes of
relational theory. Problems with interpersonal relationships, lack of self-ownership of
wants and desires, and lack of self-awareness are themes that not only relational theory
emphasizes as problematic for girls, but are also considered central features of AN in the
clinical literature as well (Bruch, 1988). Because of this theoretical overlap, it seems
essential to incorporate relational theory within existing developmental theories on self
development in order to gain an authentic picture of the self-concept in girls with AN.
BUILDING THEORETICAL BRIDGES

Given the lack of a single conceptual framework that addresses the central
psychological issues of anorexia (problematic self-concept development and impaired
interpersonal relations), a new integrative framework is needed to build a bridge between
more traditional developmental theories and feminist theories. A traditional
developmental perspective provides the structural framework or working definitions for
this integrated model; the component of "interpersonal relations" will be contributed by

feminist theories. How girls view themselves will be tied to how relationships with
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significant others are experienced. By integrating self-in-relation theory, one can begin to
re-conceptualize traditional developmental theories of self-concept.

Damon and Hart's (1988) multidimensional, developmental theory of self
understanding seems most appropriate to serve as the foundation for this theoretical
bridge. The model identifies multiple levels of functioning of objective and subjective
self structures, and has already been applied to a study of self in girls with anorexia
(Levitt & Hart, 1991). This foundation will be strengthened by mixing in constructs from
social and feminist theories of the self (e.g. Harter, 1990; Higgins, 1987, Miller, 1991).
This will enrich Damon and Hart's model to address the impact of interpersonal
relationships and sociocultural values on self development in girls.

Some of this bridge building requires the addition of methodological
innovations to the basic structure. Self-in-relation theory utilizes an interpretive method,
which categorizes girls' self-descriptions into subjective and objective self conceptions.
However, relational theory emphasizes explicitly how concepts of the self are tied into
interpersonal relationships, which is not a focus of Damon and Hart's method. This is not
to say that Damon and Hart did not address the issue of social relationships to self
development. Indeed, they assert that examining the context of self development is one
of their primary goals (given that they base their model on "social interactionist” theory).
Although their clinical interview methodology has left room for the interpersonal context
to emerge and its influence to be noted, their interview does not specifically ask about
relationships. In speaking with girls one needs to be more explicit in getting at how
relationships with others connects with self understanding nor does the method directly
assess girls' self-representation of significant others' values, or the "internalized other”.
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To assess the impact of relationships on self-values and expectations, Damon and Hart's
method will be augmented with Higgins’ (1987,1989) notion of the “ought self”, or what
the girl perceives she ought to be like, and with self-in-relation theory (Miller, 1991,
Surrey, 1991).

Before using this new integrated model as a framework to ask new questions
and modify methodology about the self development of anorexic girls, I will briefly
review existing empirical studies examining the self among anorexic girls.

Empirical Studies Testing Damon and Hart’s Theory

Damon and Hart developed and tested their model of self-understanding on
healthy children and adolescents ranging in age from 4 to 17 years. These normative
studies confirmed that levels of self-understanding could be divided into four
developmental levels (early childhood, middle and late childhood, early adolescence, and
late adolescence) and seven categories (physical, active, social, psychological, continuity,
distinctness, and agency). Damon and Hart’s model also has been used to examine self
conceptions among children and adolescents with conduct disorder (Milker, 1986),
adolescent girls with eating disorders and scoliosis (Levitt & Hart, 1991), and children
and adolescents living in a rural, agrarian, Puerto Rican fishing village (Lucca, 1988).
Across these studies, differences in developmental levels were found to vary with age,
and developmental delays or lags were found in specific aspects of self-understanding in
anorexic girls, and boys with conduct disorder, in comparison to norms. Given the
relevance of the Levitt and Hart’s study of self-understanding in anorexic girls to the
proposed research project, the findings will be discussed in some detail.

Levitt and Hart (1991) utilized the Damon and Hart model of self
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understanding to compare the subjective and definitional sense of self in girls with
anorexia nervosa, scoliosis (curvature of the spine), and healthy girls. Differences in the
volitional aspects of the self-concept (control over one’s life) were found among the three
groups, with the largest difference found between the girls with anorexia and healthy
girls. Levitt and Hart found that anorexic girls differed from non-anorexic girls in their
developmental conceptions of volition, not in the evaluation of their magnitude of
experienced volition. Anorexics’ sense of volition was viewed in terms of observable
consequences in which the self role is predetermined. This immature conception of
control fits the anorexics’ experiences where they assert their volitional efforts in
physical and active arenas such as the control over the body through dieting and exercise
behaviors. Anorexics do not feel they are lacking control--because they are indeed
exerting a great deal of control, just applying it in inappropriate and unhealthy arenas.
Contrary to their hypotheses, Levitt and Hart (1991) found no significant
differences among the three groups for developmental levels of individuality or
continuity. Most interestingly, and again contrary to their hypotheses, they also found no
differences in the self-as-object areas (physical, active, social, psychological) and in the
sense of distinctness. However, when the context of the anorexic in relation to her
mother was provided, the results demonstrated that anorexics described themselves
significantly less often in term of their communicativeness than did healthy adolescents
girls. As the authors pointed out, no significant differences were found on the
definitional aspects of the self when the social or relational context was unspecified.
Levitt and Hart’s (1991) study is important because it demonstrates that
Damon and Hart’s theoretical framework can be successfully applied to an anorexic
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population. However, the proposed research project will expand upon Levitt and Hart’s
work by considering how depression, a disorder highly associated with eating disorders,
may also affect self development. In addition, self-understanding will be studied from a
relational perspective, examining self development in the context of all significant social
relations, not just the mother-daughter relationship.

Empirical Studies of Self-Concept in Anorexia

Several studies using other approaches have explored the self-concept in girls
with eating disorders. It is important to clarify that the study of self-concept is distinct
from the wide array of studies looking at self-esteem in eating disorders. Self-esteem is
best defined as the value or overall positive or negative feelings one has about one's self.
The self-concept is not necessarily assessing the valence of ones' feelings about the self
but attempting to directly assess how one describes different aspects of one self.
However, even within studies that assess "self-concept”, there is wide variability in how
the term is defined.’

Three sets of studies will be reviewed briefly. First, studies that compare
samples of anorexic girls to girls with eating disorders or to girls without eating disorders
will be reviewed. Largely atheoretical, these studies aim to document psychopathology
and eating behaviors and attitudes. Next, studies utilizing a cognitive psychology

framework will be reviewed. Cognitive psychology focuses on the study of internal

!This review will not include studies that simply examine how one feels, rates or values the self,
i.e. self-esteem studies. Additionally, there exists a wealth of literature that focuses on body image and
related disorders in the eating disorder population. Although body image is theorized as a component of
the self concept, it is just one aspect of the entire self.
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mental representations, beliefs, and attitudes. Finally, studies examining how
sociocultural values influence eating disorders will be discussed.

Eating behaviors and related psychopathology

Most studies of self-concept in anorexia utilize standardized self-report
questionnaires to document the subject's assessment of herself on various dimensions. A
number of studies have used the Offer Self-Image Questionnaire (OSIQ; Casper et al.,
1981; Steinhauser & Volrath, 1993; Swift et al., 1986). The OSIQ is a standardized,
reliable measure of the subjective sense of self, consisting of 130 self-referential items in
11 domains (impulse control, emotional tone, body image, social relationships, vocational
and educational goals, sexual attitudes, family relationships, mastery of the external
world, psychopathology and superior adjustment). Swift et al. (1986) found the
adolescent anorexic's self-concept to be characterized as a "mixed pattern" in comparison
to normal controls. Anorexics were found to have "good” adjustment in the areas of
morals, impulse control, educational goals and "poor" adjustment in emotional tone, body
and self-image and sexual attitudes. Casper et al. (1981) assessed self image in 30
acutely ill adolescent anorexics, ranging in age from 13-19, and found higher levels of
distressed affect, warped body image and self concept, inadequacy in social relationships,
and feelings of social inadequacy as compared to girls without eating disorders.
However, anorexic girls exhibited better adjustment in other areas—impulse control,
morals, family relations and educational goals. Steinhausen and Volrath (1993) assessed
40 German adolescent anorexic girls and found that they had lower scores than healthy
controls on the following subscales: impulse control, emotional tone, body image, social
relationships, sexual attitudes and psychopathology. With the exception of lower scores
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of impulse control, these findings corroborated those of the two American studies just
described. Interestingly, the authors suggest that these findings contradict clinical beliefs
about anorexia because the girls expressed—rather than inhibited--their negative mood,
social isolation, and feelings of inadequacy in acquiring an age-appropriate sexual
identity.

None of these studies included a control group of girls with other psychiatric
disorders to determine whether the findings were specific to girls with anorexia or to
psychopathology in general. These studies also relied on a standardized self-report scale
to assess problematic areas of self development as proposed by classic psychodynamic
theory, excluding important aspect of the self as defined by developmental and feminist
theory.

Engel et al. (1988) utilized a different approach. Using Kohut's self-system
model, they framed anorexia as a "narcissistic disorder" with fundamental problems of
self regulation. They utilized a self system questionnaire modeled after Kohut's theory
which differentiated four spheres of self-organization: the endangered self,, classic
narcissistic " self, the ideal self, and the hypochondriac self. Comparing 30 clinically
diagnosed anorexic patients with 64 healthy controls, they found that the anorexics
scored as more symptomatic in the “endangered self” and “hypochondriac self"
categories. The authors suggest that there is a link between these categories and
depressive emotions and social withdrawal. This study is of interest primarily because it
applies a "self psychological” approach to an empirical examination of self-conceptions
in anorexics. Although using this conceptual framework, the measure appears to be a
static symptom inventory, skewed towards psychopathology and lacking healthy or
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normative descriptions within the self spheres. Additionally, this study lacks a
developmental framework, without a clear discussion of how the various self-spheres are
appropriate for different developmental stages.

Studies from cognitive psychology

Another body of literature studies the self-concept among anorexics from the
perspective of cognitive psychology. Cognitive theorists believe that anorexia and
bulimia nervosa are represented in organized cognitive structures or schemas that unite
views of the self with beliefs about weight: That is, eating disordered patients connect
and associate weight with various psychological beliefs and attitudes, often equating their
overall worth or value as a person with their physical appearance (Vitousek et al., 1990).
Such schemas involve the "self" by affecting perceptions, thoughts, affect and behavior.
Cognitive structures provide the subject with information about what it means to be thin
or fat, rather than about the status of the self as thin or fat. For example, an associative
network may exist between thinness and self-control and virtue, whereby fatness may be
associated with negative traits. As a result, the meaning of weight will be more
elaborated and emotionally charged for eating disordered patients.

Two studies utilized repertory grids, a cognitive psychological technique to
explore the personal meanings of food, weight and self. Repertory grids provide
relatively unstructured and idiographic techniques that explore both surface constructs
and underlying structures and thinking styles within which these constructs operate
(Butow et al., 1993). Using such a repertory grid, Ryle and Evans (1991) found that
eating disordered subjects had a more negative self image than controls. Eating
disordered subjects are characterized more by their identification of a negative self image
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with the average and overweight body images than by their positive identification with
the underweight body image.

Butow et al (1993) compared cognitions among 53 anorexics, 45 normal
weight bulimics, 65 restrained eaters, and 68 normal controls. Eating disorder patients
talked more about control of weight and impulses to eat more often than did controls and
used more extreme language in doings so. Many patients also applied these constructs
very broadly to eating situations for which most controls believed were not appropriate
(in control, virtuous). Patients were prepared to go hungry, dislike the taste of food and
eat abnormally if this meant being able to maintain control over eating, remain
unconcerned about their weight, and feel virtuous. Both patient groups exhibited more
extreme and constricted thinking in relation to eating situations than the non-eating
disordered controls. Patients tended to see themselves as completely in control or
completely out of control, very virtuous or extremely indulgent and either perfectly
normal or very abnormal. Although bulimics appeared to associate low weight with
positive self attributes, anorexics were much more ambivalent about weight and wanted
to stay at their current weights. The authors also describe that the bulimics sense of
difference—or distinctness from others--appeared grounded in their weight. When weight
was equalized, bulimic patients saw themselves as fairly similar to others. Anorexics did
not exhibit this pattern, thus pointing to a stronger connection between deficits in the self
and social functioning among anorexics than bulimics.

Ryle and Evans (1991) also looked at self cognitions in the context of ideal
and actual self constructs. Eating disordered patients differed in how they construe the
relation of the body at different weights to their images of their feared and ideal self, the

32

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



importance of which is also emphasized by Higgins (1990). Patients construed an
example of an average weight body as further from their image of the ideal self and
nearer to their image their feared self. In other words, they construed both the example of
an average weight body and an overweight body as significantly nearer to their feared
self.

These cognitive approaches to studying the self in eating disorders allows us
to see disturbed or distorted thoughts and their link to disordered eating and behaviors
and suggest that deficits in the self are linked with such cognitions (Butow et al., 1993).
However, identifying such cognitions does not allow us to understand how they develop
from and relate to existing categories of self structures, or how girls see themselves in
relation to their social environment.

Influence of sociocultural values on anorexia

There exists a large body of literature that argues that the sociocultural
component of anorexia is the most important key or determinant of this illness (Bruch,
1985; Orbach, 1985; Selvini-Palazzoli, 1985). The emergence of anorexia has been
traced back to as early as medieval times, where women starved themselves in the name
of God, piety and female spirituality, often obtaining a saint-like status (Bynum, 1991).
A second re-emergence or awakened interest in anorexia was noted in Victorian times
(Brumberg, 1988), where women were described as presenting themselves as unusual,
sickly and requiring great care and attention. The popular press of the time referred to
these women as “fasting girls”, whose self-starvation and ensuing survival took on a

miraculous and “circus side show” quality.

33

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



However, the current or contemporary epidemic of anorexia is far greater than
any other historical period. Many studies and theorists argue that the increasing
prevalence in contemporary times is a result of the strong sociocultural emphasis on
dieting and a thin beauty ideal, in a culture ironically characterized by an abundance of
food (Bruch, 1985; Garfinkel & Garner, 1982; Selvini-Palazzoli, 1985). Bruch (1978)
has referred to the increased prevalence of eating disorders as a sociocultural epidemic
and has also suggested that fashion’s beauty ideal may indirectly affect vulnerable
adolescents who may come to believe that weight control is equal to self-control and will
lead to beauty and success. Interestingly enough, over the decades, there have been
changes in the characteristics of the females presenting with this illness. According to
Bruch (1985), the patients who were seen in the 1950s and 1960s were similar in that
they each believed they were the “original inventor of this effort at self-assertion” (p.11).
Bruch claims that certain changes seem to have occurred when anorexia became more
common and publicly discussed. She proposed a “copycat” theory arguing that as
anorexia became more publicized, there was in increase in individuals who deliberately
“tried it out” after having watched a TV program, or discussed it in class.

Many feminist theorists proclaim that eating disorders are not just diseases of
a certain individual but a growing social issue (Steinam, 1992; Orbach, 1985; Wolf,
1991). These writers make a poignant point about the prevalence of eating disorders and
the great difficulty in “curing” those suffering from them. Dieting and the enormous
emphasis on weight and beauty in our culture is socially acceptable and even socially
encouraged for women. According to Wolf (1991), 60% of all American college women
will struggle with some type of eating disorder and up to one-fifth of female students in
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the US are struggling with different extremes of anorexia. She cites statistics showing
that a generation ago, the average fashion model weighed 8% less than the average
American woman, whereas today she weighs 23% less. A contemporary Glamour
magazine survey found that 3/4 of women in the 18-35 age range believed they were too
fat, even though most were of normal weight or even underweight (Muuss, 1985).

The few existing cross-cultural studies on eating disorders have found that the
existence of such illnesses in non-western cultures is relatively rare and/or underreported
(Pate et al., 1992). Furnham and Alibhai (1983) point out the differing cultural
preferences for the ideal female body size and weight. Western culture highly values the
thin and fit beauty ideal. Moreover, although there have been brief historical flirtations
with a full, buxom female appearance in Western culture, more often than not the beauty
ideal has been on the thin side of the figure scale. There have been extremes such as the
acceptance of a fuller “Monroesque figure” in the 1950s and the emaciated look of the
model Twiggy in the 1960s. The 1980's focused on a more healthy, fit body, accepting
some curves as part of the beauty ideal, but with the 1990's we saw the return of the waif-
like emaciated ideal epitomized by the supermodel Kate Moss. Inthe West, as Nasser
(1988) states, thinness has come to symbolize certain cultural values such as self-
discipline, control, sexual liberation in the form of sexual attractiveness, competitiveness,
and aspirations towards higher socioeconomic status.

In opposition to Westemn beauty ideals, non-western cultures admire obesity
and consider it an important aspect of female sexuality (Furnahm & Alabhai, 1983). In
these cultures, obesity is often viewed as a marker of success and wealth, as well as
health. There appears to be a relationship between the lack of eating disorders and the
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preference for obese versus thin female figures (Nasser, 1988).

However widespread this notion of a socioculutral premise for eating
disorders, there are few studies that try to examine how socioculutral values and
pressures for women are tied to the onset of eating disorders. One study, examining how
social values may influence eating disorder (Steiner-Adair, 1990), will be discussed in
detail because it utilizes the relational model that is central to my proposed research
study.

Steiner-Adair (1990) has conducted research on girls’ identification with
cultural ideals from a relational perspective in an attempt to identify non-symptomatic
indicators of eating disorders. Girls who identify a female ideal that is in opposition to
female developmental needs are often then able to reject such stereotypes and choose
their own ideal. These girls are less prone to eating disorders. Those girls who do not
see the impossibility in attaining these stereotypes (and actually aspire towards them) are
at risk for eating disorders. Itis not that you are concerned with your looks (indeed, most
adolescent girls have such concerns) but the way in which you are concerned about your
looks that is linked to unhealthy behaviors. However, Steiner-Adair's research does not
address how adolescent girls understand their actual selves, and examines only one aspect
of the impact of social values on the self.

In conclusion, Damon and Hart's self-understanding theory and methodology
is useful for the study of anorexia for several reasons. First, it allows researchers to
address cognitions related to the physical body as in the cognitive theorists work, enables
one to examine the social aspects of the self as Steiner-Adair's study suggests research
should, and allows for the identification of levels of psychological self conceptions in
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relation to cognitive development, rather than focusing on psychopathology. Although
this method does not explicitly assess the "ought" self as emphasized in self-discrepancy
theory, it is simple to include. Damon and Hart’s theory also does not overtly examine
the impact of interpersonal relationships on self development, a notion that—according to
relational theory--is considered to be central to girls self development (Miller, 1991;
Surrey, 1991). It is possible to assess self-understanding in relation to various social
relationships by expanding the interview.

SPECIFIC AIMS

Relatively few studies have examined self-concept among girls and women
with anorexia nervosa. These studies vary in how self-concept is defined and measured,
with little or no application of developmental theories. Thus it is time to examine how
self development differs among anorexic girls using a clearly defined and relevant
conceptual model of the self.

The overall purpose of this study is twofold: (1) to confirm empirically what
has been described anecdotally in the clinical literature as deficits and developmental
delays in the self concept of young women with anorexia nervosa and (2) to use an
integrated theoretical model that bridges developmental and feminist approaches to
examine how such so-called deficits and delays in self development are related to
interpersonal relationships. To accomplish the first goal, the structure and content of self
understanding in adolescent girls with anorexia nervosa will be compared to
asymptomatic girls. By comparing the two populations, I hope to identify which, if any,
of the proposed "deficiencies" of self development are unique to AN and what
psychological mechanisms help explain these differences. The second goal examines self
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development in the context of interpersonal relations. There is strong support for the
notion that self development for females does not revolve entirely around separation and
individuation as those terms are traditionally used (Erikson, 1968). Often, disturbances
in the self and the way individuals perceive their experiences and interactions with others
are examined as separate issues. However, the integrated model proposed here
emphasizes that self development is inseparable from understanding and interacting with
others. This study will document how self development among anorexic and non-
anorexic girls is connected to one's interactions with others.

This will be one of the first studies to integrate feminist and developmental
theories on self development and then test the model empirically in a sample of
adolescent girls with anorexia. It is hoped that doing so will force us to rethink
traditional ways of viewing anorexia. Most theoretical models look at the anorexic’s
problems from the perspective of developmental deficits or deficiencies. Clearly an
anorexic’s behavior is maladaptive. This dissertation hypothesizes that there will be
deficits in the self-concept of anorexic girls. However, I am not solely interested in
framing the anorexic’s development and behavior from a deficit orientation, but wish to
note the many ways in which anorexics are speaking about their distress, though their
worlds, behaviors and bodies—hopefully uncovering a plurality of voices. Thus this
dissertation will attempt to understand both how the anorexic’s self development is
“different” and not just “deficient™. Through "bridging" Damon and Hart's model of self-
understanding with relational modifying the resulting methodology, we may get a more
realistic representation of how anorexic girls understand their "self" and how such
conceptions may vary depending of the relational context in which they are expressed
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and understood. By examining the connections that girls have about self and others, we
may get a more authentic and clinically useful picture of where deficits in the self occur,

and how such deficits develop.
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CHAPTER 2: METHOD
Forty-five girls diagnosed with anorexia nervosa and 25 girls without
diagnosed eating disorders were recruited for this study. The study methods will be
described in three phases: (1) sample recruitment and study procedures, (2) measures, and
(3) coding and analyses.
Sample Recruitment and Study Procedures

Anorexia (AN) Sample

Forty-five adolescent girls, ranging in age from 13-21 years, were recruited
from the Eating Disorders Center at Schneider Children's Hospital, Long Island Jewish
Medical Center. Participants either had been admitted for inpatient or outpatient
treatment or were obtaining a diagnostic evaluation. Participants all met DSM-1V criteria
for anorexia nervosa.

Outpatient Recruitment. The Principal Investigator (PI) made a presentation
to the entire staff that described the research study and enlisted the staff’s assistance in
recruiting eligible participants. After approval by the medical staff and by the Graduate
Center’s and hospital’s institutional review boards, the PI attended the outpatient eating
disorder clinic twice weekly for six months to recruit participants. Physicians and
residents identified appropriate research candidates. If the physicians or the unit social
worker thought that it would be upsetting to the patient to be approached by the PI,
recruitment was postponed to a later time.

The PI approached each patient and her parent(s), introduced herself, and
described the research study (see Appendix A for text of introduction and study

description.) Among other things, girls and their parents were informed that refusal to
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participate in this study would not affect their medical or psychological treatment. If
families were interested, informed consent was obtained from the participant and her
parent(s). If the participant was over 18, parental consent was not required. However, if
parents had accompanied older patients to the clinic, the PI would inform the parents of
their child’s participation. None of the parents of older participants expressed concerns.

As the medical evaluations lasted from 1 %2 -3 hours, the PI was able to
conduct the research interview in an empty office while patients waited for their
examinations. The PI worked closely with the physicians, nutritionists and social
workers not to delay any scheduled treatment or evaluation.

Inpatient Recruitment. Recruitment procedures differed slightly for inpatients
admitted to the adolescent medicine unit at Schneider Children's Hospital. Typically,
inpatients' days are structured with a morning school session, group and individual
therapy sessions, and supervised meals and snacks. Throughout the day, patients have
scheduled free time, and most of their evenings are free. Before approaching the
inpatient, the PI consulted with the patient's assigned nurse to see if participation in the
research study would interfere with any scheduled treatment or behavioral modification
plans. If permission was given, the PI introduced herself to the patient and described the
research study using the same script as for outpatients. If the patient agreed to participate
and was under age 18, she was asked to have both herself and her parents complete the
informed consent form, with the study description attached. The PI arranged a later date
to come back and retrieve the consent form and conduct the research interview. Often,
parents would visit each night and consent was obtained at that time. If the patient was
over age 18, parental consent was not required, so if the participant agreed, consent was
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obtained and the interview was conducted at that time. Inpatients were interviewed in an
empty conference room on the adolescent medicine unit.

In all, 54 anorexic girls (28 inpatients and 26 outpatients) were asked to
participate; 23 inpatients (82%) and 24 outpatients (92%) agreed to participate, yielding
an 87% overall response rate. Seven girls chose not to participate. One girl refused
because she was extremely shy and did not want to speak to anyone but the staff, one girl
did not want to be tape recorded, two girls refused to participate without explanation and
three girls refused to complete the written questionnaires. For all girls that agreed to
participate, no parents opposed their participation.

Interview Administration. The screening and assessment measures were
administered to inpatients and outpatients in the same manner. At the beginning of each
interview session, the PI described the study again and answered questions. Participants
were administered the measures in the same sequential order. The interviews lasted from
30-90 minutes, with most interviews lasting approximately 60 minutes.

The interview was described as an attempt for the researcher to understand
different ways in which girls understand and perceive themselves, and how such
perceptions and actions may be different across different relationships—for example,
how a girl perceives herself when she is with her mom, or her friends, or her teachers.
The participant was assured again that the interview would be tape-recorded for research
purposes only, and that the conversation would be strictly confidential unless the PI felt
the participant was in danger. In two outpatient cases, the PI was obliged to breech
confidentiality and report to the medical staff that the participant was actively considering
suicide. Prior to informing the staff, the PI told the participant that she was legally
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required to report this information and would break their confidentiality agreement out of
concern for the participant’s health and safety. In both cases, the participants understood
this breech of confidentiality.

Upon completion of the semi-structured interview, participants were given a
folder that contained self-report questionnaires that assessed eating behaviors, depressive
symptoms, social desirability, self-evaluation, and demographic information. When the
self-report questionnaires could not be completed at the same time as the interview,
participants were asked to complete the questionnaires that same day and return them by
mail or hand them back to the PI at the next office visit (for outpatients) or return them to
the PI when she came to the inpatient unit the next day (for inpatients). Eighteen percent
of outpatient respondents completed the questionnaires at the time of the interview, 55%
returned the questionnaires by mail, and 27% brought them back at the next office visit.
All of the inpatients’ questionnaires were obtained the day after the interview.

Afier the participant completed her interview and had asked any questions, the
PI asked if she could recommend two to three friends who did not have eating disorders
(as far as she knew) who might be interested in participating in a research study on
"adolescent girls and self-image." These friends would constitute the comparison group.
In order to compensate for participants who did not refer friends, each participant was
asked for two or three names. The participant was told that any girls she referred could
decline participation if they wished, that her friends would not be told about her diagnosis
or treatment, and that whether or not she provided any names would in no way influence
her treatment. The PI was also sensitive to the fact that the participant might not have
informed friends about her illness. If a participant was reluctant to give any names and
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addresses, the request was dropped immediately. Given this sensitivity to participants’
circumstances, only seven of the anorexic patients provided a friend’s name.
Non-Anorexic (NAN) Sample

Recruitment. Peer nomination and snowball techniques were used to recruit
the comparison sample of girls without diagnosed eating disorders (NAN group). These
methods were chosen in order to obtain a comparison sample broadly matched on
sociocultural and socioeconomic factors.

As just described, seven of the participants with anorexia provided names of
friends without a diagnosed eating disorder. Each friend was a mailed descriptive letter of
the research study requesting her participation, and asking for both her and her parents’
consent (see Appendix B). Five of the seven friends agreed to participate. These five
NAN participants also were asked to recommend friends who might be interested in
participating in a study of adolescent girls and self-image. Twenty additional comparison
group participants were recruited through this snowball or “friend of a friend” procedure.

The recruitment letter described the research study and how the girl’s name
was obtained, and included an informed consent form and a self-addressed stamped
postcard. If the girl was not interested in further contact from the researcher, she was
asked to mail the postcard indicating this. If the postcard was not returned within two
weeks, the PI phoned the potential participant. When the PI phoned, the study was
described again and the girl was asked if she was interested in participating. If she
agreed, the researcher scheduled an interview at a setting of the participant's choice (her

home or a community setting such as a local diner or library). Ifthe participant was
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under age 18, she was told to bring the informed consent form signed by both herself and
her parent(s). No interviews were conducted without signed consent forms.
Procedures

The interview format was similar to that of the AN group. About half (48%)
of the NAN interviews were conducted at the girl’s home or dorm room, one-quarter
(28%) at the girl’s school or campus cafeteria, and one-quarter (24%) at the PI’s home.
All NAN participants were given self-addressed, stamped envelopes to mail their
completed self-report questionnaires to the P1. All of the questionnaires were returned
within 10 days of the interview.
Sample

The demographic characteristics of the sample are presented in Table 1. All
participants were female, ranging in age from 13-21 years. Socioeconomic status, as
measured by the Hollingshead Index (1958), did not significantly differ between the
groups. Most of the girls’ families were with in the upper two levels. All participants
were Caucasian, with the exception of one Latina in the each group. Parents’ marital
status also did not differ between the two groups. Approximately 85% of the girls came
from two-parent families. In the AN sample, approximately half of the girls were
inpatients (48.9%) and were outpatients (51.1%).
Measures

Measures were administered to the AN and NAN groups in the same order:
the eating disorder and major depressive module of the Diagnostic Interview Schedule for
Children-Revised Version (DISC-revised); the Self-Understanding Interview (SUI); and
the self-report questionnaires: the Eating Attitudes Test (EAT), Beck Depression
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Inventory (BDI), Higgins’ Selves Questionnaire and a demographic questionnaire. The
measures will be described according to the construct(s) of interest and not in
chronological order.

Presence of an eating disorder. Two measures were used to validate the
presence of an eating disorder and to identify the presence and level of eating disorder
symptoms among all participants. The Eating Disorder Module of the Diagnostic
Interview Schedule (DISC-revised; Costello et al., 1984; Shafferet al., 1993)isa
structured diagnostic interview administered orally by a trained interviewer. Structured
questions requiring a yes/no response assess for the presence of specific eating disorder
symptoms. The revised version of the DISC corresponds to DSM-IV criteria and has
been shown to have good overall reliability (Shaffer et al., 1993) as well as sensitivity to
the diagnosis of specific disorders, including anorexia and bulimia nervosa (Fisher et al.,
1993).

The 26-item-Eating Attitudes Test (EAT-26;, Garner & Garfinkel, 1979, 1982)
is a widely used measure that assesses attitudes towards foods, eating, and the body as
well as related behaviors, such as exercising. The EAT-26 is a 26 item self-report
questionnaire where each item is rated on a 6-point forced-choice Likert scale (“Always
to “Never”). The extreme response in the “anorexic” direction (which is
counterbalanced between “Always” and “Never”) received a score of 3 points, whereas
the adjacent alternatives were weighted as 2 points and 1 point, respectively, with the
remaining three alternatives weighted as 0 points. The final score is the sum of these
weighted responses. A cutoff score of 20 has been determined to reliably identify eating
disordered patients in a female, adolescent population (Garner & Garfinkel, 1979, 1982).
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Clinical observations have shown that girls experiencing anorexia sometimes
deny the presence of symptoms on self-report inventories. Therefore, the diagnosis of
anorexia nervosa obtained from strict DSM-IV criteria is more valid and was used as the
primary inclusion criterion. Cross-tabulation of scores from the two measures indicated
that 88% of the girls in the AN sample scored above the clinical cutoff on the EAT-26.

Depressive Symptoms. Measures were used to identify the presence of clinical
depression as well as the level and presence of depressive symptoms. The Depressive
Disorder Module of the Diagnostic Interview Schedule (Costello et al., 1984) isa
structured diagnostic interview administered orally to the subject by a trained interview;
questions require a yes/no response that determines the presence or absence of clinical
symptoms for depression. Like the eating disorder module described above, it provides
scores that are in accordance with the DSM-IV criteria for depression. The Beck
Depression Inventory (BDI, Beck et al., 1961), a second measure of depression, has been
used widely in clinical research and has been shown to differentiate depressed from non-
depressed adolescents (Kashani et al., 1990). The scale contains items assessing
emotional and vegetative symptoms of depression, with five response representing 4
levels of severity. Each item is scored from 0 — 3. Scores are summed, to produce a
scale with a possible range of 0 - 63. A score of 13 or more has been shown to correspond
to clinical depression in outpatient adolescents (Ambrosini et al., 1991).

Self attributes. The Higgins' Selves Questionnaire (Higgins et al., 1985)is a
structured questionnaire that assesses different aspects of self: the “actual” self, the
“ideal” self, and the “ought” self. This measure is based upon Higgins’ (1985) theory
that discrepancies between individuals' actual (current) self-representations and their
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ideal (desired) or socially prescribed ought self-representations lead to emotional and
behavioral states such as depression, anxiety, and eating disorders (Avants et al., 1993).
The questionnaire asks subjects to generate up to 10 attributes to describe: (a) the kind of
person they currently perceive themselves to be ("actual self"); (b) the kind of person
they would ideally like to be ("ideal self"); and (c) the kind of person they feel they ought
to be like ("ought-self"). For each attribute listed, subjects rate themselves on a scale of 1
to 4 the extent to which they believe they currently possess the attribute (1=attnibute
slightly describes me to 4=attribute extremely describes me). Actual/ideal and
actual/ought self-discrepancy scores were calculated with a formula based on Study 2 in
Higgins (1990). Positive scores represent the magnitude of the discrepancy between the
two self-descriptions. A negative score indicates that the two self-descriptions are
congruent.

Self Understanding Interview (SUI). A modified version of Damon and Hart's

(1988) Self-Understanding Interview (SUI) was used (see Appendix C). This semi-
structured interview uses the clinical method (Piaget, 1969) to cover seven areas of self-
understanding: physical, active, social, and psychological selves, as well as a sense of
agency, continuity, and distinctness of self. Within each area, a question or set of
questions is followed by standardized probes in accordance with the subject’s line of
thought. The researcher is careful not to lead or direct the subject’s answer in any
particular direction. Although central questions must be asked, the wording can be varied
as needed so that the participant understands the questions; probes are added to expand
upon the participant's reasoning. In the chain of questioning, the subject must be allowed
and encouraged to express the meaning of the initial self-statement to the extent that the
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subject is will and able to do so—in other words, follow up probe questions to the initial
question must be asked.

The SUI addresses seven areas of “self”. The first four areas of the SUI
explore the “self-as-object™ in some of its most common manifestations: (1) self-
definition, (2) self-evaluation, (3) self-projected in past and future, and (4) self-interest.
Specific questions allow the researcher to assess the subject's use of objective self
schemes (physical, active, social, and psychological self) and the developmental level of
these self schemes. The last three areas of inquiry explore “self-as-subject” or subjective
self components, including the sense of continuity, agency, and distinctness in the self.

The SUI was modified for this study by asking not only how the subject
perceives the various components of her self, but also how specific significant others
such as friends, mother, father, siblings, romantic interest, view that domain of her self,
and what kind of person the participant thinks she should or ought to be. For example, in
the domain of self definition, one of the central questions is "What are you like--what
kind of person are you?" This was followed by the question, "What kind of person do
your parents think you are? Your friends, teachers, romantic interest?" These additional
questions reflect self-in relation theory and self-discrepancy theory, which underlie the
study's hypotheses.

Coding the Self Understanding Interview

Transcripts were coded in several stages. First, chunks of reasoning were
identified. Then, in accordance with Damon and Hart’s (1988) manual, self-schemas in
each chunk were identified. Next, the relationality of each schema was coded, assigning
it as either a self or relational schema. Then, the constructiveness of each schema was
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coded, assigning it as a constructive or unconstructive statement. Finally, returning to
Damon and Hart’s manual (1988), developmental levels of each schema was coded (see
below for more detail). For example, the following chunk was coded as social-other,
constructive at Level 2: “I’'m outgoing with my friends. I don’t really let things bog me
down. I’m a fun person.”

Three case examples were coded a second time using Brown and Gilligan's
Reader's Guide Method (1992). This coding scheme involves codes on three additional
dimensions: the subject's voicing of her sense of self; her sense of self in different
relationships; and the role of the body in speaking distress.

Demographic Data. The following information was obtained: date of birth;
zip code; grade in school; number and ages of siblings; ethnicity; parents' marital status;
education, and occupation. Socioeconomic status was calculated according to the
Hollingshead Index (1958) using the information about parents’ education and
occupational status.

Coding Schemes for the SUI

Damon and Hart’s Original Coding Scheme

The original coding scheme developed by Damon and Hart (1988) divides
responses into "chunks" of reasoning, which are then coded for developmental level. A
chunk consists of one self-characteristic mentioned during the interview and all
statements--whether spontaneous or in response to the interviewer's probes—that explicate
the meaning or importance of that characteristic. Appendix D provides the decision rules

for the original Damon and Hart coding scheme.
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After chunking, the percentage of chunks that fall into each category of self
schemas, within each domain, can be calculated. For example, for the objective self,
statements regarding the physical body or material possessions are coded within the
physical self-scheme ("I am fat and ugly", "I have a car that lets me go back and forth
between school and the doctor’s office™). Inter-rater reliability was calculated for the
identification of the seven self-schemas within each chunk, yielding an 83% rate of
agreement. Each chunk also was coded for developmental level, on a scale of 1 to 4, with
4 representing the most advanced developmental stage of self-understanding.

Damon and Hart’s original coding scheme was expanded by refining the
existing categories (see Appendix E). First, the original seven self-schemas included in
the original coding guide (physical, active, social, psychological, agency, continuity,
distinctness) were coded in two contexts—self and relational. For example, if a
participant was talking about how she liked to jog for the health benefits it gave her—that
was coded in the physical-self category. If she talked about how she like to jog with her
track friends because she like the time to talk and gossip with friends—that would be
coded in the physical-other category. The goal of this added coding scheme was to
determine the extent to which girls’ self-conceptions were self-based or relational-based.
These changes reflect the goals of the feminist theory used in this dissertation and are
congruent with Brown and Gilligan’s Readers Guide methodology.

Second, each self-conception was coded on the dimension of constructivity, or
positive versus negative valence. Constructive self-conceptions were defined as positive
self references, that reflect actions, thoughts and feelings in accordance with one’s true
beliefs. Unconstructive self-conceptions were defined as harshly critical self-references
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that signify ignoring, diminishing or silencing one’s true beliefs and/or feelings.
Therefore if a subject said she was pretty she would be given a code of physical-self
constructive. If a girl said she was fat and ugly, she would be given a code of physical-
self unconstructive. If she said she wanted to tell her friends how she really felt about
them but couldn’t because she was afraid, she would be given a code of social-self
unconstructive.

Third, coding scores were collapsed across categories for the objective and
subjective selves. Damon and Hart’s self-understanding categories are based upon
James’(1890) notion of a subjective and objective self. The physical, active, social and
psychological self conceptions are considered to be objective self components and the
agenic, continuity and distinctness self conceptions are considered to be subjective self
components. Thus, by collapsing scores across each of these components, I obtained a
quantitative comparison of subjective and objective self descriptions. (This is
demonstrated in the scoring sheet in Appendix F.) This echoes one of the important
themes in Brown and Gilligan’s Reader’s Guide (1988): whether the girl talks about
herself in subjective or objective terms, whether she sees herself as an object or as a
subjective agent, and whether this self view is dependent upon the relational context.

The modifications of Damon and Hart’s original coding scheme capture the
important relational context of self-understanding and self-development as discussed by
Brown and Gilligan, as well as the constructiveness of the subjects’ self-conceptions.
These modifications expanded the number of variables coded in each transcript, to

examine seven self schemas along two dimensions—self and other (creating 14 self

52

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



schemes)—as well as consider the constructive versus unconstructive nature of each of

these 14 self schemas, creating 28 self schemes in all.

Reader's Guide Coding Scheme

Three of the self-understanding interviews were coded a second time using
Brown and Gilligan's (1992) Reader's Guide (See also, Brown et al., 1988; Debold,
1995; Tolman, 1992.) This allowed me to compare Brown and Gilligan’s interpretation
of self with the interpretation that the modified Damon and Hart Self-Understanding
model provides. The Reader’s Guide coding scheme focused on the participant’s voicing
of her sense of self, her sense of self in different relationships, and the embodiment of
distress. It is an interpretive method that utilizes multiple close textual readings of an
interview narrative. This allowed me to document the complexity of a girl's experience
and the context of that experience, and to note the relationship between the girls'
"speaking self" and their level of cognitive and emotional development.

The method of “reading for self and knowing” involves a process of
interpretive readings done sequentially for each interview (Debold, 1995). The five
readings conducted are as follows:

1) Reading for self. The reader looks for self-representations, with the goal of reading
for the "self story" (Tolman, 1992) or "self poem" (Debold, 1995). Based upon
Elizabeth Debold’s (1995) method of reading for self, self poems were constructed
from the girls narratives. Places where the active “I” emerged were extracted to
create the self poem. It is through this reading that one notes examples of agency or
the absence of agency. For example, a poem compiled from an anorexic
participant’s transcript:
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I guess
I kind of act like everything is good
I am very unsure of myself
I'm more myself
I don’t know
I want to make everyone happy
I'm a people-pleaser
After compiling this self poem, the reader would state what about the self is clear,
what is confused and answer whether the self is positioned as a subject or agent. In
the above example, one can argue that the narrator is agenic, although in a
maladaptive way. She alters herself to the expectations of others. She is also a
subject in that she sees herself as an object to satisfy others needs.

2) Reading for silences. The reader examines the text for silences in the actual
narratives as well as where the girls note self-silencing in their own lives--what it is
that girls cannot or do not wish to speak and in what context this happens. The reader
underlines areas in text where the narrator says “I don’t know”, is unresponsive to
questions, or where she describes situations and times that she did not feel free to do,
say, speak or think what she thought, felt or wanted to do. For example: “I don’t let
people see my real feelings”, “I don’t really talk about my problems”, “ 1 don’t
express my emotions a lot”. These statements were spoken in the context of when she
is with friends and family.

3) Reading for embodied knowledge. Here the reader looks for the ownership of
thoughts, feelings and actions and identifies areas where there is no dichotomy
between how one feels and one thinks. This reading concerns an awareness and
expression of the full range of human feelings and responses, both in oneself and in

others. First, one identifies what the narrator knows about herself, her body, her
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4)

3)

relationships, and her world. Then one notes whether the narrator is acting, thinking
or feeling “false™ or “true” to her self. For example, statements such as “I know
myself, I know when I get tired I’ll be in a2 bad mood and I won’t be with people, or
“When I feel good and happy I love to be with my friends and go out™, indicate that
the narrator is acting “true” to her self.

Reading for disembodied knowledge. Here the reader notes and interprets incidents
where a girl abandons what she knows or feels. This is heard from places in the text
where girl’s erase, censor, negate, retract, or silence their feelings, their bodily
responses and their knowledge. Disembodied knowledge can also be located in
psychological defense processes such as intellectualization, minimizing, abstraction,
distancing and dampening of emotional intensity. Both embodied and disembodied
knowing are both mainly concerned with the relationship between the knower and the
known, what has been discussed in this proposal as the subjective self and objective
or definitional self. Similar to the reading above, one first identifies what is known
by the narrator about herself, and then note whether she is acting, thinking, feeling
“false” to her self. A statement such as, “I just kind of act like everything is good all
the time, even when it’s not. I’m less likely than others to acknowledge my feelings
myself provides evidence that the narrator is acting and feeling “false” to her self.
Reading for intellectual knowing. This reading looks for the presence of “oughts”,
“shoulds”, and ideals. First the reader must identify the oughts, should and ideals in
the girls language and then answer what her “moral code” is for herself—what she
feels she ought or should be in comparison to how she is now. It is important to note
the narrator’s ideals for herself in her body and her world. For example, “I should
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always be the ‘good girl’. Ishould be the person they want me to be,” or “I’'m a
people-pleaser” or “If the doctors want me to be healthy, then I should be healthy, be
the best patient ever”, all indicate that the narrator believes she exists to please others,
to make them happy, that she is an object.

The five interpretive readings were done sequentially. The text is interpreted
as evidence of a particular phenomenon and was underlined in a different color on the
interview transcript for each self feature. These pieces of text were transferred onto
worksheets with a brief interpretation by the reader, and an overall summary of readings
is written. Appendix G presents a sample worksheet. The Reader’s Guide coding
scheme is a more interpretive and less quantitative method than Damon and Hart’s
coding scheme, but the reader must provide a "trail of evidence" that supports the
interpretation that she develops from the text. By listening closely to the girl’s
description of self and holding that in relation to different ways of knowing, the reader
looks for patterns of self-understanding and self descriptions, self embodiment as well as

disembodiment, “voicing” of self as well as “silencing” of self.
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CHAPTER 3: RESULTS

I will first present the findings of my quantitative analyses and then the
findings of the qualitative analyses. The Discussion section will integrate these two types
of analyses.

Although two groups were sampled in the original design (anorexic and non-
anorexic girls), quantitative analyses were conducted with three groups. The group of 47
anorexic girls was subdivided into two groups based on the DSM-IV criteria for major
depressive disorder: girls with anorexia nervosa without co-morbid depression (AN-ND
group; n=21) and girls with anorexia nervosa and co-morbid depression (AN-D group;
n=26). Girls in the NAN group (n = 25) had no eating disorders or major depressive
disorder.

Depression originally had been conceptualized as a potential covariate.
However, in looking at the distribution of co-morbid major depression in the anorexic
sample, it was apparent that there were two distinct groups of anorexic girls. Participants
in the AN-D group had significantly greater Beck Depression Inventory (BDI) scores
than the other two groups (F = 41.2, p = .000). The mean BDI score for the AN-D group
was 18.9, which was significantly greater than the AN-ND group (M = 10.5) or the NAN
group; (M = 3.6; Tukey HSD test, p =.000). However, BDI scores were still
significantly greater in the AN-ND group compared to the NAN group (Tukey HSD test,
p =.001). Interestingly, group differences were also found between all three groups on
the EAT (F = 44.3, p = .000) with the AN-D group having significantly greater EAT
scores (M = 47.1) than either the AN-ND (M =37.2;Tukey HSD test, p=.065) or NAN
group (M =9.5, Tukey HSD test, p =.000). The AN-D group had slightly higher EAT
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scores than the AN-ND group (Tukey HSD test, p = .065). Thus, although the anorexic
girls were higher on measures of eating disorder and depression than the non-anorexic
group, there were significant differences in depression and eating behavior within the
group of anorexic girls. These data, combined with recent writings (Ivarsson et al., 2000)
suggest that anorexic girls with and without co-morbid depression be examined
separately.

There were no significant differences in age, ethnicity, or socioeconomic
status among the NAN, AN-ND and AN-D groups (Table 2). There was also no
significant different in inpatient versus outpatient status between the AN-ND and AN-D
groups (x* =.026, df = 1, p = .871). Girls in the NAN group had a significantly greater
Body Mass Index (BMI) than both anorexic groups (F = 53.7, p=.000). The mean BMI
score for the NAN group was 23.8, which was significantly greater than the AN-ND
group (M = 16.6) and the AN-D group (M = 16.6; Tukey HSD test, p = .000).

A Note on Significance Level

Because of the small sample sizes, statistical power is lower than originally
calculated with two groups, so I will include trend findings (group differences at p = .06
top =.10). At the same time, I will note the number of significant differences in any
family of analyses and where trend analyses do and do not conform to the pattern of
analyses at p = .05 or better.

Group Differences in Self-Discrepancy

It was hypothesized that anorexic girls would have greater discrepancies

between their perceptions of both their actual and ideal self as well as their actual and

ought self. Significant differences on the Higgins’ actual-ideal self discrepancy score
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were found between the AN-D and NAN groups (Tukey HSD test, p = .000) and between
the AN-D and AN-ND groups (Tukey HSD test, p=.025). In addition, significant
differences were found on the Higgins’ actual-ought self discrepancy scores between the
NAN and AN-D groups (Tukey HSD test, p = .010) and between the AN-ND and AN-D
groups (Tukey HSD test, p = .072). Means for each group are shown in Table 3. A
higher positive score indicates a greater degree of discrepancy between the subject’s self-
states (or fewer “matches” in adjectives used to describe one’s various self-states),
whereas a negative score indicates that subject has minimal discrepancy between self-
states (or more “matches” in their choice of self-descriptive adjectives).

Girls in the AN-D group showed the highest degree of discrepancy between
their conceptions of their ideal self (or how they would ideally like to be) and their actual
self (how they think they actually are), as well as between their conceptions of their ought
self (or how they feel they ought to be) and their actual self. The AN-D group also
showed the highest degree of discrepancy between their actual and ought self-
conceptions (M = 2.63), although this discrepancy was slightly lower than their actual-
ideal self-discrepancy (M = 3.94).

According to Higgins’ theory, discrepancies between one’s actual and ideal
self representations arouse feelings of shame and are related to depression. To examine
this relationship further, I explored the relationship between self-discrepancy scores and
BDI scores for the total sample. Interestingly, both actual-ideal and actual-ought self
discrepancy scores were significantly correlated with BDI scores. However, the actual-

ideal self discrepancy score had a stronger association with depression than did the
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actual-ought discrepancy score (r =.57, p = .000 for actual-ideal vs. r = .39, p=.002 for
actual-ought discrepancy scores).

The actual-ideal discrepancy was significantly smaller in the AN-ND group
than in the AN-D group (.82 vs. -.65, p =.025). Although the AN-D group had a high
amount of discrepancy between their actual-ought self perceptions, the AN-ND group
had a significantly lower actual-ought discrepancy score than the AN-D group (-.25 in the
AN-ND group vs. 2.63 in the AN-D group, p =.072). However, actual-ought and actual-
ideal self discrepancy scores did not significantly differ between the AN-ND and NAN
groups.

In sum, significant differences in self-discrepancy scores were found among
the three groups with the depressed anorexic girls having significantly higher actual-ideal
and actual-ought self-discrepancy scores than both the non-anorexic girls and the
anorexic girls without depression.

Unpeeling Layers of Self-Concept

I next examined differences between anorexic and non-anorexic girls in terms
of Damon and Hart’s (1988) conceptual schema of self-understanding. In accordance
with Damon and Hart’s original model, the self is conceptualized into seven different
components: physical self, active self, social self, psychological self, agency, continuity
and distinctiveness. These self components, or self schemas, were expanded for this study
to incorporate the relational context as well as constructiveness of self-statements (i.e.,
positive vs. negative valence). Thus, a total of 28 variables denoting different self
schemas or components of self were examined: Damon and Hart’s original seven, those

seven coded for relational context—i.e., others’ views—and then, these 14 schemas
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expanded again to consider positive or negative valence. In other analyses, the seven

original self schemas were collapsed into two broad categories: the subjective and

objective self (the “me” and the “T”). In addition to testing for group differences in
frequency of usage of each of these self schemas, I discuss how the modifications to the
original Damon and Hart measure add layers of context and provide a richer
understanding of the self among anorexic girls. I also examined group differences in
terms of developmental level. Specifically, group differences in self-understanding will
be examined and discussed in the following manner, each adding a new layer of
understanding to the previous analyses. To recap:

1) First I will examine self conceptions in accordance with Damon and Hart’s original
seven self schemas: physical, active, social, psychological, agenic, continuity and
distinctiveness.

2) Next, the relational context—self vs. other--will be added to the seven Damon and
Hart self-schemas, producing 14 schemas (physical-self, physical-other, active-self,
active-other, social-self, social-other, psychological-self, psychological-other,
agency-self, agency-other, continuity-self, continuity-other, distinctiveness-self, and
distinctiveness-other).

3) Next, constructiveness of self statements (i.e., negative or positive valence) will be
added to the 14 categories just described, producing a total of 28 self schemas. For
example, within the physical domain, I coded for physical-self constructive, physical-
self unconstructive, physical-other constructive, and physical-other unconstructive.

4) The 28 self schemas were then collapsed into objective and subjective self categories,
or the “Me” and the “T”. To do this, the physical, active, social and psychological self
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schemas were combined to calculate the objective self, or “me”, and the agenic,

continuity and distinctiveness self schemas will be combined to calculate the “T”.

5) Finally, modal developmental levels for each of the following schemas were
compared among the groups. For example, in the physical self domain, modal
levels were compared for the overall physical category and then for the physical-
self and physical-other categories. This was pattern was repeated for the
remaining six self schemas.

Damon and Hart’s Original Self-Schemas

There were few group differences in the frequency with which the seven
original schemas, as described by Damon and Hart (1988), emerged in the girls’
statements (Table 4). Significant differences were found in only the social and
distinctiveness schemas. The AN-ND group had significantly fewer social chunks than
did the NAN group (Tukey HSD test, p =.012). Both the AN-ND and AN-D groups
have significantly fewer distinctiveness chunks than the NAN group (Tukey HSD test, p
= .027 and .061, respectively).
Adding Relational Context to the Simple Self-Schemas

When the original seven self-schemas were expanded to include relational
context--talking about the self in the context of relationships with others vs. without
consideration of relationships--a more precise picture of group differences was detected.
Significant group differences were detected in 5 of the 14 self schemas (see Table 5):
Social-other, psychological-self, agency-other, continuity-self, and distinctiveness-other.
Tukey HSD comparisons indicated that the NAN group used significantly more social-
other and agency-other descriptions than either the AN-ND or AN-D groups (social-other
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p = .002 and .069, respectively; agency-other p = .000 and .001, respectively).
Interestingly, the NAN group used significantly /ess psychological-self descriptions than
either the AN-ND or AN-D groups (Tukey HSD test, p = .029 and .001, respectively).
The AN-D group used significantly more continuity-self descriptions than the NAN
group (Tukey HSD test, p = .029), but not more than the AN-ND group. The NAN group
also showed a trend for using significantly more distinctiveness-other descriptions than
the AN-ND group (Tukey HSD test, p = .072), but not more than the AN-D group.

More specific group differences were detected when considering the relational
context of self-descriptions than the original Damon and Hart schemas. In general, when
considering the relational context, there was a pattern of the non-anorexic girls using
more self-descriptions than the anorexic girls in the social-other, agency-other and
distinctiveness-other schemas, and fewer self-descriptions in the psychological-self and
continuity-self schemas. It appears that the non-anorexic girls were more “relational”
focused in several of the schemas, whereas the anorexic girls were more “self” focused in
several of the schemas.

Adding the Notion of Constructiveness

The dimensions of constructiveness and unconstructiveness of self-statements
were added next to the relational self schemas. A consistent and more complex pattern of
group differences emerges when the self-schemas are differentiated by constructiveness
as well as relational context. The nature of the differences, however, depends on whether
a constructive or non-constructive statement is made. These analyses are presented in
Table 6. Overall, significant differences were found in 24 of the 28 ANOVA’s. Tukey
HSD comparisons (p < .05) indicated that the NAN group gave more self-statements
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across most of the constructive schemas (nine out of 14) than either anorexic group.
Tukey HSD comparisons (p <.05) also indicated that the NAN group gave fewer self-
statements in four of the 14 unconstructive schemas than either anorexic group.
Significant differences were found between the NAN and AN-D group in the following
schemas: active-other unconstructive, social-self unconstructive, social-other
unconstructive, psychological-other unconstructive, agency-self constructive, agency-
other unconstructive, continuity-other constructive, distinctiveness-self constructiveness
and distinctiveness-self unconstructiveness. The pattern of differences followed those as
described earlier: the NAN group had more constructive and less unconstructive self-
statements than the AN-D group in all of the categories. Finally, in two schemas there
was a trend for differences between all three of the groups: continuity-self unconstructive
(Tukey HSD test, p =.003) and distinctiveness-other unconstructive (Tukey HSD test, p
= .082). As was predicted, the AN-D group had more negative statements than either the
AN-ND or NAN groups in both the continuity-self and distinctiveness-other
unconstructive categories.

In sum, both groups of anorexic girls—those with and without co-morbid
depression—had fewer constructive and more unconstructive self-statements in their self-
descriptions—regardless of relational context--than the non-anorexic group. Both
anorexic groups described themselves more negatively—regardless of relational context—
than the non-anorexic group. Significant differences in accordance with this same pattern
were found only between the NAN and AN-D group in 9 of these 14 analyses. In two of
the self- schemas (continuity-self and distinctiveness-other), the AN-D group described

themselves more unconstructively than even the AN-ND group. Although significant
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differences were found in several of the schemas between only the AN-D and NAN
group, the NAN group still appears distinct in patterns of self-understanding from both
the anorexic groups. In other words, although non-depressed anorexics differ from
depressed anorexics in several self-domains, healthy girls still see themselves much
differently than anorexic girls—whether they are depressed or not.
The Objective versus Subjective Self

Until now, I have been adding complexity to Damon and Hart’s original self
schemas. Next I collapsed the expanded schemas to comprise a different way of talking
about group differences. Self-understanding theory is premised upon James’ (1890)
notion of the self, which in essence has two categories—the objective and subjective self.
Damon and Hart (1988) based their theory on this notion, conceptualizing four specific
self domains that comprise the objective self and three specific self domains that
comprise the subjective self. Thus, group comparisons were made between the subjective
and objective self, or the “me” and the “I”, staring with the two “simple” broad categories
and then following the above process of adding layers of meaning to understanding the
self in relational context and the constructiveness of the self-statements. For all of these
analyses, the physical self, active self, social self and psychological self schemas were
combined to calculate the objective self or the “me”, and the agency, continuity and
distinctiveness schemas were combined to calculate the subjective self or the “T”.
Mirroring the analyses presented earlier, the finer coding for relational context and
constructiveness was analyzed next.

No significant group differences were found in the most basic “me” and “T”
comparisons (i.e., those using Damon and Hart’s original self-schemas). However,
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group differences were found in all of the more refined “me” schemas, which included
the relational and constructiveness dimensions (see Table 7), and in seven of the eight “I”
schemas (see Table 8).

The Objective Self. When considering the relational context, the NAN group
used more “me-self” schemas than the AN-D group (Tukey HSD test, p =.016), and
more “me-other” schemas than the AN-ND group (Tukey HSD test, p = .048). When
considering the context of constructiveness, the NAN group had more positive self
statements than both anorexic groups (Tukey HSD test, p = .000) and fewer negative self
statements than both anorexic groups (Tukey HSD test, p = .000). When considering
relationality and constructiveness together, the NAN group had significantly more “me-
self positive” and “me-other positive” variables than borh anorexic groups (Tukey HSD
test, p =.000). Conversely, the NAN group had significantly less “me-self negative”
schemas than both anorexic groups (Tukey HSD test, p = .000), and less “me-other
negative” schemas than the AN-D group (Tukey HSD test, p=.000). In sum, both
anorexic groups had less constructive, objective self and other statements than the non-
anorexic group. Only the anorexic girls with depression had more unconstructive,
objective self and other statements than the non-anorexic group.

The Subjective Self. When considering the context of relationality, the NAN
group had significantly more I-other statements than both the AN-ND and AN-D groups
(Tukey HSD test, p=.000 and .006 respectively). When considering the context of
constructiveness, the NAN group used significantly more subjective positive and less
negative statements than both anorexic groups (Tukey HSD test, p = .000). Overall, the
AN-D group used more subjective negative self statements (I-negative) than the AN-ND
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group (Tukey HSD test, p = .000). When considering constructiveness and relationality
are considered together, the NAN group had more I-self positive statements than the AN-
D group (Tukey HSD test, p = .000) and more I-other positive statements than both
anorexic groups (Tukey HSD test, p = .000). Conversely, the NAN group had
significantly less I-self negative than the AN-ND and AN-D groups (Tukey HSD test, p =
.005 and .000, respectively). Interestingly, the AN-ND had significantly fewer I-self
negative statements than the AN-D group (Tukey HSD test, p = .002) and fewer I-other
negative statementsthan the AN-D group (Tukey HSD test, p = .023). The NAN group
also had significantly fewer I-other negative statements than the AN-D group (Tukey
HSD test, p = .000).

When looking at group differences in objective self conceptions or the “me”,
both the notions of relational context and constructiveness add layers of meaning.
Examining only the most basic objective sense of self (the “me”) yields no significant
group differences among anorexic and non-anorexic girls. Once the relational context is
added, however, group differences emerge. In the me-self schema, significant
differences were found between the AN-D and NAN groups; depressed anorexic girls
made more subjective self statements than the healthy girls. When this relational coding
was expanded to include constructiveness, we can see that the non-anorexic girls make
significantly more self-positive statements and fewer self-negative statements than both
anorexic groups.

At first, it looks as if the depressed anorexic girls are making more self
statements, but upon closer inspection, they are making many more negative self
statements. And, when looking at the objective self in the context of relationships, it
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appears non-anorexic girls are making more me-other statements than the AN-ND group
(Tukey HSD test, p =.045). But when the notion of constructiveness is added, it
becomes clear that they are making more other-positive statements than either anorexic
group (Tukey HSD test, p = .000) and significantly less other-negative statements than
the AN-D group (Tukey HSD test, p = .000). In other words, the AN-D group is making
the most other-negative statements.

The notions of relationality and constructiveness also add layers of meaning to
subjective self conceptions. No significant differences were found in the most basic
subjective sense of self, or the “T”. However, once the relational context is added, group
differences were detected in the I-other schema, with the NAN group making
significantly more subjective-relational statements than both the AN-ND and AN-D
groups. When constructiveness is added, the NAN group made significantly more I-other
positive statements than both anorexic groups and fewer I-other negative statements than
the AN-D group. Interestingly, in this I-other negative schema, the AN-ND group had
significantly less negative statements than the AN-D group.

Although there were no group differences in the general I-self category, when
further distinguished by constructiveness, the NAN group had significantly more I-self
positive statements than the AN-D group only. Also, the NAN group had significantly
less I-self negative statements than both the AN-ND and AN-D groups (Tukey HSD test,
p =.005 and .000, respectively). Again, in the I-self negative schema, the AN-D group
made significantly more negative statements than the AN-ND group (Tukey HSD test, p
=.002). Overall, in the subjective self categories, it appears that the AN-D group made
significantly more negative statements than both the AN-ND and NAN groups.
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In sum, adding relational context to the subjective and objective notions of
self helps to denote where group differences lie. Accordingly, also adding the context of
constructiveness, we get a richer picture of the meaning of these group differences.
Modal developmental levels

Damon and Hart’s model also suggests that researchers index the individual’s
developmental level of self-understanding. Thus, one can compute a developmental level
score for each of the self schemas. The scale ranges from 1 to 4, with 1 representing the
lowest developmental level and 4 representing the most advanced level. A Level 1
understanding of the self usually corresponds with early childhood self conceptions.
Level 2 typically corresponds with middle and late childhood, Level 3 with early
adolescence and Level 4 with late adolescence and early adulthood.

Because developmental levels were not hypothesized to relate to
constructiveness of self statements, but may theoretically be linked with relational
context, modal developmental levels were calculated and analyzed for the seven “basic”
self schemas as well as for the 14 modified schemas that include relational context (f the
constructiveness context were added, the number of subjects in each category would be
very small, so these analyses were not done). That is, an overall modal level was
calculated for each of the self schemas, without consideration of relationality, and then
with inclusion of relationality. For example, developmental level scores were computed
for “active™, “active-self” and “active-other”. Modal level was analyzed as a continuous
rather than a categorical variable, given the small number of girls at any developmental

level.
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Group differences in modal levels were found in 10 out of 21 self schemas, as
shown in Table 9. The NAN group had the highest developmental levels. In the overall
physical and physical-self schemas, the NAN group had significantly higher modal levels
than the AN-ND group (Tukey HSD test, p=.011 and .001, respectively). The NAN
group also showed a trend for higher physical-self modal levels than the AN-D group
(Tukey HSD test, p = .080). For the overall active and active-self schemas the NAN
group had significantly higher modal levels than both anorexic groups (Tukey HSD test,
P <.05). In the social-self schema the NAN group had significantly higher modal levels
than the AN-D group (Tukey HSD test, p = .046), and showed a trend for higher modal
levels than the AN-ND group (Tukey HSD test, p = .083). In the overall psychological
and psychological-self schemas, the NAN group once again had higher modal levels than
both anorexic groups (Tukey HSD test, p <.05). In the overall agency schema, the NAN
group showed a trend for higher modal levels than the AN-ND group (Tukey HSD test, p
= .058). Similarly a trend was detected for group differences in the overall continuity
schema (p = .086), with the NAN group having higher modal levels than the AN-D group
(Tukey HSD test, p = .077). Finally in the only “other” schema where differences were
found, the NAN group had higher modal levels than the AN-D group in the continuity-
other schema (Tukey HSD test, p = .004).

Considering the relational context helps us understand differences in
developmental levels across the three groups. Significant differences were found in five
of the seven “basic™ categories (i.e., self-schemas without relational consideration). In all
five, non-anorexic girls showed more advanced conceptions of self than either group of
anorexic girls. Include relational context, and it becomes clear that the anorexic girls’
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self-conceptions were less advanced developmentally than healthy girls’. For example,
when talking about their psychological-self understanding, anorexic girls appear less
developmentally advanced than the healthy comparison group. In other words, when
talking about the independent self, anorexic girls’ conceptions are less mature. The
following chunk from a girl with anorexia would receive a code of psychological-self at
Level 2: “I used to not worry as much about thing. I just went out and did things that
made me happy. Now, I don’t do anything that makes me happy.” The following chunk
from a girl without anorexia would receive a code of psychological-self at Level 4: “T’ve
experienced a lot of emotionally painful experiences—I went through a lot of tough
things. But I dealt with them and used them to develop a stronger self image—better
self-esteem—of myself, and you know, and whatever I was told that was bad I never
believed and strived for something better.” However this difference disappeared when
girls are talking about the self in a relational context. It should also be noted that there
were no significant differences in developmental levels of self-understanding between
anorexic girls with and without co-morbid depression.
Summary of Self-Understanding Findings

Differences were found between anorexic and non-anorexic girls in both the
types of self schemas they hold, and the developmental level of self-understanding. Most
of these differences were revealed when one moves past basic “content-focused”
dimensions to the more complicated notions of self in relation to others and the positive
and negative tone of those statements. Few group differences were detected in Damon
and Hart’s (1988) original self-schemas or in developmental level. Where differences
were detected, it appears that both groups of anorexic girls were more “self” focused and
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less “other” focused than the non-anorexic girls. Moreover, there were few distinctions
in self-understanding between depressed and non-depressed anorexics.

The most compelling pattern of group differences occurs when the
constructiveness of self statements is considered in addition to the relational context. In
general, anorexic girls made more unconstructive and fewer constructive statements than
non-anorexic girls—-regardless of relational context. Interestingly, in two of these
categories—continuity-self unconstructive and distinctiveness-other unconstructive, the
depressed anorexic girls made more negative statements than the non-depressed anorexic
girls did.

However an interesting picture of group differences emerges when the self
schemas are collapsed into broad categories of objective and subjective self. Without
consideration of relational and constructiveness context, no group differences were
found. However, once expanded to include these notions, clear group differences
emerged. In the objective self Gomain, group differences were found between the non-
anorexic and anorexic girls, but no differences were found between the depressed and
non-depressed anorexic girls. Again, in the subjective self domain, group differences
were found between the non-anorexic and both anorexic groups. Interestingly in this
domain, group differences did emerge between the two anorexic groups, with the
depressed anorexics making more overall negative subjective statements than the non-
depressed anorexics.

Finally, as was expected, the non-anorexic girls had higher developmental
levels across several of the self schemas, with a clear pattern for higher modal levels than

either anorexic group when discussing the self alone—without the context of
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relationships. In other words, when talking about the independent self, the anorexic girl’s
self conceptions are less mature than their healthy counterparts. Overall, it seems that the
anorexic girls are more self focused than relationally focused and make significantly
more negative self statements than their healthy counterparts.

Interestingly, the social and psychological self schemas were the most
frequently discussed by all of the girls in this study, with the frequent discussion of
agenic self schemas not far behind. It is not surprising that the strongest group
differences were detected within these three categories. Generally, the non-anorexic girls
were making more social and agenic statements than either anorexic group, whereas the
anorexic girls were making more self-focused psychological statements than their healthy
counterparts. So in the areas that appear to be the focus of adolescent girls” self talk, the
anorexic girls were the most “weak™ or deficient.

The strongest difference detected between the two anorexic subsamples was in
the discrepancy between the actual self and the self as it should be or was desired to be.
Overall, the depressed anorexic group had more actual-ideal and actual-ought self
discrepancies than the non-depressed anorexic group. Anorexic girls with depression saw
their actual selves as very different from what they wanted to be like (ideal self) or feel
they should be like (ought self). Depressed anorexic girls also have more negative
subjective and less positive self conceptions (agency, continuity, distinctiveness) than the
anorexic girls without depression.

Expression through poetry: Themes of study emerging from a struggling girl

I now turn to the qualitative data from three girls in the study, one from each
group, that were coded using the Reader’s Guide. These data support some of the points
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made in the previous sections, but uncover a number of other issues that the interviews
did not or could not.

The following 1s an excerpt from a poem than an anorexic patient wrote and
shared with me: “The night is still and the silence is screaming. I walk down a black,
windy road. I do not know where I am or how I got here. How did I get lost? Will
anybody be able to find me? I need guidance—somebody to direct me home. I hear
voices, some loud and some very, very soft. They are calling me, from all around, each
one pleading for me to look its way. Why can’t I see anybody? My senses have left
me...My mouth opens to scream for help, but no sound comes forth. I try again, but to
no avail. Is my will not strong enough? Do I really believe that I will not escape this
terrible, evil doom? Oh where is the light?”

This except reverberates the story that this dissertation is trying to tell. This
girl has lost her voice (the silence is screaming); she looks for healthy, guiding
relationships that she does not have (I need guidance—somebody to direct me home); she
feels the pull of different relationships, giving in to the needs of others and denying the
needs of her self, losing her own self-direction to follow that of others (I hear
voices. . .they are calling me from all around, each one pleading for me to look its way);
she feels a lack of agency and efficaciousness (Is my will not strong enough?) and is
confused as to what path to follow, what voice to listen to, and from whom and where to
seek guidance (Why can’t I see anybody...My mouth opens to scream for help but no
sound comes forth).

The themes emerging from this poem brings the theoretical to the personal.
How do girls with anorexia nervosa see themselves? Do they see themselves as separate
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individuals with unique feelings, thoughts and desires? Do they see themselves as agenic
beings, able to set goals and realize them? Do they see themselves as relational beings,
struggling to define themselves in connection with the needs, expectations and desires of
others? If all these self-views exist, how do they integrate these individual and relational
notions of self? Does one way of seeing the self—or defining the self~—overshadow or
outweigh the other?

The findings discussed earlier suggest that the anorexic girl’s self-view is
unique and distinctive. I identified specific domains—structurally defined components of
the self -- where anorexic girls were unique from girls without eating disorders.
Furthermore, there were distinctions in self~understanding between anorexic girls with
and without clinical depression. So yes, one can suggest that girls with anorexia, have
more unconstructive, less subjective, less relationally-oriented self-conceptions that their
non-eating disordered peers. Moreover, girls with anorexia and co-morbid depression
have even more unconstructive and less subjective self-conceptions than even their non-
depressed, anorexic peers. These differences speak to the phenomenology of girls’
experiences. I believe that the words of these girls speak volumes. To supply the
poignant sounds of self-expression and attempt to qualitatively answer the questions
identified in the above poem, narratives from three study participants were analyzed
using the Reader’s Guide Coding Scheme (Brown et al., 1988). Each of these readings
was chosen to bring voice to each of the three groups discussed in this dissertation: one
narrative is from a girl with anorexia nervosa with co-morbid depression; one is from a
girl with anorexia nervosa without co-morbid depression; and one is from a girl without
an eating disorder or depression. These three girls were similar on many dimensions—

75

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



socioeconomic status, education, intelligence, beauty, and athletic achievement. Yet
there is something different about each of them—different about how they perceive their
achievements, gifts and role in the world--that hopefully points to why they are different
along eating and mood disorder symptoms.
Reading a narrative from a girl with anorexia nervosa and depression

This narrative is from “Ann™?, a 20 year old, white girl who had been in
treatment for her eating disorder for several years. She had been hospitalized twice and
when I met her was an outpatient. Unfortunately, a few months after the interview, Ann
was re-admitted to the inpatient unit. She was enrolled in a local college, but was forced
to withdraw several times due to her illness.

Prior to the onset of her eating disorder, Ann was a popular, overachieving
adolescent girl. At the time of the interview, she is still strikingly beautiful, although
extremely emaciated, and was quite friendly with the other eating disorder patients at the
clinic. Many of the girls at the clinic had been inpatients together and have gotten to
know each other and their stories quite well. Ann was more than happy to speak with me
about her illness especially if it meant “helping to keep someone from suffering like I
am”. She had been in individual therapy for several years and had been on several
antidepressant medications.

Knowing vs. Not Knowing the Self Embodied vs. Disembodied Knowledge
Ann was quite forthcoming with sharing her self-doubts, insecurities and

fears. It was noticeably difficult for her to make any positive self-statements in the

2 All names are fictional in order to protect the identities of the girls being discussed.
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interview, and she would reluctantly do so when encouraged. However, whatever
minimal positive self statements she made were either oriented towards how good she
was in serving the needs of others, successful in silencing her own wants and desires, or
were eradicated by another negative statement countering the positive one. For example,
when asked to describe her self, one of her first descriptions was that “I think I’m smart™.
Later in the interview she states, “I’m not smart...I’m like a failure at school”, and “I
don’t always act smart with my boyfriend”.

Ann talked a lot about wanting to be exceptional in one area—to have a
special gift or be different from others. Many adolescent girls experience this same
desire to a certain degree—wanting to be special or distinctive. Perhaps they want to be
the best student or soccer player or dancer—they aspire to dreams and goals. Identity
formation, developing independence and distinctness are considered to be developmental
tasks of the adolescent period. However, teens must often grapple with this appropriate
desire of wanting to be unique with the opposing desire of wanting to fit in with peers as
well as meeting the expectations that society and family have for them.

Many of the issues that Ann was struggling with—self-definition, satisfying
the expectations her parents and society had for her—are common amongst most teens
and young women. However it is the way in which Ann struggled with these conflicts,
by focusing on her body and her inadequacies with no awareness or articulation of her
own specific dreams or desires that distinguished her from the girls without eating
disorders. For example, she states that “I always have that need to have my thing when
I’m out with my friends...my one thing that I’m good at and what makes me different

from anyone else. I don’t have that one good thing so I have my anorexia.” Ann was
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quite appropriate in expressing her desire for distinctiveness, but unfortunately the only
thing she felt she “knew” about herself that was unique was her eating disorder.

Ann was also quite articulate about “knowing” where and how she fit in
socially. She felt most comfortable with her friends who also had eating disorder—
whom she felt she understood and in whom she felt she saw herself. She states that that
when she is at the Eating Disorders Center, “I don’t have that need to want to be different
as much when I’m in the hospital. I can just feel like I'm here and we all talk about the
eating disorder...I see the other eating disorder patients playing with their food, or look
around feeling lost and I’m like wow, that’s like me”. This commentary about her only
feeling comfortable with her self, in her own body, when she is in the hospital with other
“lost patients™ is quite tragic. Perhaps this speaks to her many relapses and frequent
hospitalizations. It seems she feels at “home™ with other girls sharing the same kind of
pain, not having to put on a front or false face in her interactions with others. It is with
these girls, at that place, that she can be her true self—as ill as her true self is. It may be
the only place where she feels safe to share the internal pain she is experiencing. Perhaps
in that setting she is able to use her voice to make her internal world external. In the
hospital, with other suffering girls, her body is not her only mechanism of
communicating her internal state—she is actually able to give voice to her pain, self-
doubts, insecurities, and self hatred.

In other words, one can surmise that when she is with her “healthy” friends,
she can’t express with words how she feels and thinks differently, so she does so with her
body. With other anorexic girls, she doesn’t feel the pressure to assert her distinctiveness
through her body—there is emotional understanding and feelings of similarity between
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the girls. “I get scared and sometimes I deny that I have an eating disorder and that I
shouldn’t be in the hospital. I see myself in these other people and then I realize I kind of
have a problem.” Interestingly, after each of her hospitalizations she maintained a healthy
weight for about a month or two. Then she would slowly descend into the anorexia. She
explained to me how she starts out strong, able to articulate her wants, but after a short
while, she loses hold of her own beliefs—is no longer to able to assert her own self. “I
thought I was better with my eating disorder, I thought I was doing good. Ithought I
found my self and what I wanted to do. I just lost it and became the person who I was
before. I'm very afraid of being what I wanted to be. Maybe I’'m afraid of being
responsible or like an adult. I just want to be happy and enjoy life, but don’t think life 1s
really like that”.

Hopelessness, pessimism and living to serve the needs of others are the
overarching themes of her narrative. “I’m very afraid of being what I want to be. Like I
want to achieve things, but not have to worry about being thin or being a certain way.

I’m afraid of being productive—I hate that word. Like I want to be productive for
myself. Like I want to do what I like to do and I do want to do it for anything or anyone
else. And I don’t know if that can happen. Like I feel like you have to be thin to be a
successful woman. Like I don’t want to be an adult it’s too scary.” Interestingly, her talk
about wanting to do and be what she wants evolves into talk about how one must be thin
to be a successful woman. The only clear desire she articulates is her want to be thin to
be successful. I asked her why being an adult is scary to her. “Like being an adult for
me, is just being who I am. If I’m thin, or I’m my normal weight or whatever, I just want
to be happy and enjoy life. ButI don’t think it’s really like that. Like I’ll look at my
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parents and you know, I don’t feel like they’re doing that. It doesn’t make sense. To live
to pay taxes. And they’re like living such a logical life and I want to live a rewarding
life...I want to follow my own direction and not follow what society expects. Like
society expects that you get a good job and make a lot of money and they always talk
about the pay you get up to—that’s all they talk about. So basically I don’t want to be
what others expect an adult to be like.” It seems as if Ann does have some idea of how
she wants to live her life and what she wants to be in the future, but she also has some
awareness of how her desires are different from what others expect for her. Instead of
running towards defining and pleasing herself, she retreats into a world focused on
weight, food, calories and exercise.

Unfortunately, there are many places in this narrative where we can see that
Ann is not acting “true” to herself and often does not feel free to do say speak or think
what she thought felt or wanted to do. Even more unfortunate, is that when Ann does
assert some knowledge about her self or her world, this knowledge is peppered with
hopelessness and negativity. For example, when I asked Ann how she was with her
family she stated: “I pretty much like please them, like I do a lot to make them happy. I
always like talk bout the good things and don’t let them see the negative things...I project
the person that I feel they want be to be.” When I asked her if she often projects a certain
image of how she wants people to see her, she replies: “Yeah. Umm, I usually like, can
tell what other people expect or like and I act like what they expect. It’s like I have a lot
of surface relationships and it’s exhausting. I feel strained, you know, to be a certain way
all the time, to be happy, to athletic or outgoing, but it just not how I was. I always had
to act to be like happy or like superficial—like talk about clothes or guys or whatever—
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and that’s not what I felt or liked to talk about...I’m always trying to be what I feel
someone else wants me to be.” When asked about what she was proud of about herself,
she was silent for quite a while. Then she finally responded that, “I don’t really like that
much about myself; but I don’t know, I like that I know what’s going on that I see what’s
really happening.” So it seems as if her knowledge only involves knowing the needs of
other, or seeing the sad reality of the world and her situation.

Interestingly, Ann’s only sense of agency emerges when she talks about her
ability to serve the needs of others--almost like it’s a gift, or her calling. “I think I was
born with a certain personality. I was always good to other people since I was little. I
caught on really quick at what would make somebody happy and what they liked. I also
learned what wouldn’t be good enough. 1wanted to make them happy all the time, so I
pushed myself to be and do what they wanted”. There is no sense of self-creating, of
setting her own goals that pleased her, and reaching them. Even when she talks about her
“gifts” of sensing other people’s needs, it sounds as if it is something she was born with—
not something she taught herself to do or chose to do because she wanted to. 1
specifically asked her how she got to be the person she is, or the way that she is. She
responded: “Probably by doing what others expected all my life and just winding up with
an eating disorder because of it.” Again, Ann has an intellectual awareness about both the
physical and personal price she has had to pay in order to fulfill the complex,
contradictory expectations others have had for her. However, this awareness is not
enough to help her let go of the anorexia—to let go of the comfort and safety it provides

her—and jump into the real world around her.
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Much of Ann’s narrative is focused on what she feels she should be like or
what she feels she ought to be like: “I should be like way ahead of where I am in school,
and I should have like good grades, I should have a job, and should have a boyfriend,
maybe get married.” When I asked her how all these “shoulds” were different from what
she really wants, she replied, “cause I don’t want anything. Idon’t know. Ijust really
want to wait and see what happens, but like right now I feel like I should be married,
should be perfect.”

Finally, when I asked her how she was different from other girls her age she
said that, “as much as I’m selfless and I can’t say what I want—I know a lot more than
most people my age...also, the eating disorder makes me different, it gives me my
identity. It always comes down to that’s the one thing that I know I have.”

Self Summary

Overall, it seems that Ann sees her self as existing to serve the needs of
others—subjugating her own needs and desires to meet the expectations and needs of
others. Her only sense of distinctness or individuality is experienced through her
illness—she believes her anorexia is all that she has to make her different and that it
defines her very existence. What she “knows” about herself as a physical, active, social,
psychological being is characterized by unconstructive or self-deprecating statements.
Also, with the exception of “being” with her eating disordered peers, one can argue that
Ann does not even have a true social conception of her self. All of her social
interactions, and the objective components of herself that she exposes to others, are
simply reflections of their expectations. In other words she reflects what others want to
see in her, her true self shielded with an all-encompassing mirror.
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Self Poem: Ann’s Own Composition

Based upon Elizabeth Debold’s (1995) method of reading for self, self poems
were constructed by the PI from the girls® narratives. Places where the active “T”
emerged were extracted to create the self poem. Following is the self poem extracted
from Ann’s narrative.

I think I’m pretty quiet

I think ’m smart

I’m not like very outgoing

I’m not itke gossipy

I don’t go to bars, I don’t think that’s fun

I’d think I"d be shallow if I were gossipy

I pretty much please my family

I do a lot to make my family happy

I don’t like them to see negative things

I always like talk about the good things that are happening at school and stuff
I don’t really like them to say negative things

I feel like they want me to be successful so I won’t have to rely on them
I actually fell like the most relaxed when I’m in school

I like to participate in class

I’m like there for other people or like act happy or whatever

I don’t trust them

I don’t feel comfortable

I like felt comfortable being assertive with him

I’m like myself when I feel comfortable

I’'m just afraid of like sharing my feelings

I usually like, can tell what other people expect or like and I act like what they
expect

I have a lot of surface relationships and it’s exhausting

I felt strained—you know to be a certain way all the time, to be happy, to be
athletic, outgoing

I always had to act happy

I don’t really like that much about myself

I see what’s really happening

I don’t like my physical appearance that much

I don’t like that I let people down

I feel like a failure about certain things

I’m like a failure at school

I’m not smart

I want to see myself as smart but I don’t

I like that ’'m closer with my sister

83

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



I’m always there for my friends.

I used to like being the person they turned to, now it’s too much

I never let anybody be there for me

I hate the way I always listen to what my parents say

I hate the way like I don’t try to face my parents

I like being there for my friends

I don’t like how my friends kind of use me when they just need me

I didn’t always act smart with my boyfriend

I always acted like myself for the most part

I wasn’t ready to do a lot of things and I’m not ready for a relationship, I wish I
could be

I am different in different relationships

I’m always trying to be what I feel someone else wants me to be

I read into things too much

I always feel like my parents want me to be a good student but they never actually
said it

I hope to be sure of myself, to know how I am

I want to be like thin, smarter, and not worry about what others think

I want to be successful—like doing what I want to do

I want to work with eating disorders because I have my own beliefs about that
1 think behavior modification is stupid

I see that they throw people out of the eating disorder program if they don’t
change their behavior

I should be like way ahead of where I am in school

I should have like good grades

I should have a job

I should have a boyfriend, maybe get married

I want to just wait and see what happens, like in 10 years if I want to get married I
will, but right now I feel like I should

I realized that I haven’t changed

I thought I was better with my eating disorder

I thought I was doing good

I thought I found myself and what I wanted to do

I just lost it and became the person who I was before

I’m afraid of being responsible or like an adult

I’m very afraid of being what I wanted to be

I want to achieve things but not have to worry about being thin or being a certain
way :
I’m afraid of being productive—I hate that word

I want to be productive for myself

I want to do what I like

I don’t know if that can happen

I just want to be happy and enjoy life

But I don’t think it’s really like that

I don’t feel like my parents are doing that—being happy
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I feel like my parents are working for benefits, money and to pay taxes

I want to live a rewarding life

I was always like good to other people since I was little

I caught on really quick at what would make somebody happy and what they liked
I think I was born with a certain personality

I also learned what wouldn’t be good enough

I wanted to make them happy all the time, so I pushed myself

I hate the word productive—it’s like a machine

I don’t know, I just want to be human

I’m like selfless and I can’t say what I want

I know a lot more than most people my age

I know I have my eating disorder, it makes me different, gives me an identity

I don’t have the need to be different when I’m with my eating disorder friends

I always have that need to have my thing when I’m out with my friends—my one
thing that I’m good at and what makes me different from anyone else

I don’t have that one good thing, so I have my anorexia

I don’t have that need as much when I’m in the hospital

I can just feel like I’'m here and we all talk about the eating disorder

I just don’t have that need to want to be different

I see the other eating disorder patients playing with their food, or look around
feeling lost, I'm like wow, that’s like me

I get scared

I deny that I have an eating disorder sometimes and I shouldn’t be in the hospital
I see myself in these other people

I kind of realize I have a problem

I never answered questions like this before—it was good.

Reading a narrative from a girl with anorexia nervosa without depression

This narrative is from “Robin”, a 16 year old, white girl with anorexia
nervosa. At the time of the interview she had been struggling with the illness for about a
year. When I interviewed her she had just been transitioned from the inpatient unit to the
day hospital unit. She had made steady weight gain and seemed to be improving. After
reading this narrative, I found myself struggling to see how it was distinct from the Ann’s
interview. How did this narrative differ from the one above? Can we clearly see how
depression manifests itself in the girls’ discussions about the self? At first, it wasn’t clear,

but after several readings I was left with a different feeling about this girl. Although
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there was much that she did not like about herself, there was not a pervasive sense of
hopelessness. There were glimmers of happy encounters with other people, with working
hard to try to achieve goals—even if the goals were based on unrelenting standards of
perfectionism. Robin does indeed have more of a sense of agency than Ann and that she
has some influence on who she is and who she can become. She even has a glimmer of
hope in what the future holds for her.

Knowing vs. Not Knowing the Self: Embodied vs. Disembodied Knowledge

Like Ann, Robin finds it hard to identify any good or positive characteristic about
herself. She talks about her perfectionism and drive to be the best in school as a negative
quality, “like I want perfectionism so badly that I put everything that I have into it. LikeI
do it to the point of a breakdown. Like we got assigned to do a do a poster and I got all
my friends together, I got the poster board, I typed up the stuff to go on the poster and
decided to make a few different posters. I worked hours and hours on this. I got the best
grade.” When I asked her why she felt badly about this, that this was something many
students would be proud of she claims that she feels she has to put more effort into her
work than most people do. She asserts that she feels “that I’'m not good enough to be in
advanced classes. I hate feeling that I could do better, that I’m not the best—even at
sports”. Again although she identifies that she wants to be the “best” at academics and
sports, and when she actually does achieve the high standards she sets, this is still not
good enough. It seems that for Robin, being is doing. She talks about all the sports she
plays, work she does and goals she has for herself. Although perfectionistic in her
unrelenting standards, there is some sense that she is doing and accomplishing—though

never enough. This sense of accomplishment or “doing” was something that was
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completely absent in Ann’s narrative. The only “doing” involved things specific to her
eating disorder.

There are several incidences in this narrative where Robin talks about
positive relationships—ones that she feels engaged in. Although at times she claims she
is shy and quiet around friends she doesn’t know that well, she can be herself and joke
around with good friends and her dad. However, like with Ann’s narrative, there are
many times where she refers to the importance of caring for others needs above and
beyond her own. To Robin, being a good person is being “helpful to everyone, caring,
giving all of your self...I guess I like to help people, I care about people. I care about
people but I’m not so sure other people care about me. That’s OK. I guess my parents
always say they’ll be there for me but I never really asked them for help. I don’t know if
my friends really care about me.”

Interestingly, Robin articulates quite clearly why the needs of others
surpass her own. She recognizes the fear that if she stands up for herself and claims her
true thoughts and desires, that she might lose relationships she considers important. “I
just can’t stand up to anyone for what I want. I guess I can be a little more assertive at
times with my parents because ultimately I know they won’t reject me. Where I worry is
that if I assert myself with my friends they might reject me—or not like me. But I still
won’t make my parents mad, I’m still afraid of conflict. Ilike run from conflict or
fighting.” When I pointed out to her that I’m sure there were times her friends were
assertive with her and she didn’t reject them she replied, “I just can’t imagine it being

»

even.
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Much of Robin’s self-descriptions are about things she doesn’t like about

herself or fears she has of letting other people down. “I have really low confidence, I
don’t really talk in school and I don’t really express myself to people and I’m afraid of
letting down other people. I can’t think of one thing that’s good about me.” Like Ann,
there are many instances where Robin describes actions or thoughts that are “false” to her
self, with minimal reference to any actions or thoughts that are “true” to her self. “My
parents are proud of me, I think, because I’m a good person. I kind of hope they see me
as a good person...I really don’t really believe I am, but I try to act like that.” Also,
Robin acknowledges that it is hard for her to say what she wants or say no to doing things
with friends. "Like I’ll just go along with whatever my friends decide. And I have
problems saying no to things. Sometimes I won’t want to do something but I won’t say
it. Like I’m afraid to do certain things. My friends wanted me to go with them to this
club, but I didn’t want to go but didn’t tell them. I got out of it by saying I had to do
something with my family, but I just didn’t’ feel comfortable going to a place like that,
but I couldn’t tell them that.”

She also is weighed by the pressure of many things she should or ought to be.
“I always feel like I should be a really strong person who doesn’t really need anything
and be able to deal with any problems on my own and always be happy. I used to think
that my parents always wanted me to be strong and independent, but in family therapy I
learned that my mom still wants to help me, she’ll still be there for me even though she
just wants me to be strong and healthy”. Here, Robin confronted a belief that she may
have misinterpreted or exaggerated from her parents. She confronts the misconception
and makes room for the notion that her parents wanting her to be strong and independent,
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does not mean that they will abandon her and will support and help her whenever they
can. It seems like she is trying to understand that a woman can be strong and
independent within relationships—independence of thought and action does not mean one
is alone. Instead one can seek strength and support from those around her.

Although there were several instances where Robin referred to her primary
wish or goal to be “thin”, unlike Ann she was able to express some other, specific goals
she had for her future. When I asked her what she wanted to be when she grows up, she
claimed, “A lot of things. I want to be either a journalist/writer or I want to go into
sports, like writing/coaching.

Robin also talked about how she feels she is growing up, becoming more
serious in a way that was less fearful than Ann. Ann quite clearly asserted that she did not
want to be an adult, that it was too scary. In contrast, Robin acknowledges a clear
awareness that after age 14, anorexia took hold of her. She used to care, of course about
her appearance, but could look at herself in the mirror. After the anorexia “took charge
of my life, I like couldn’t look at myself.” Despite this sad awareness about an increase in
body concern and self-hatred, she shared positive beliefs about her maturation. “Like
now I think about things, well not like an adult, but much more mature. I’ll like analyze
life a lot more where I didn’t’ reaily think about those things before. I feel like I'm
growing up and can’t take things for granted and have to be more serious. You know,
what you do now influences your future, and I realize that now.” However, with the
anorexic there is always a disclaimer. Though this could be a positive, self-realization,
Robin takes it to the extreme. She notes that she used to care about school and stuff, but
now “I take it to the extreme. I get scared that my work isn’t good enough I worry about
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things being good enough, that not doing enough now will affect me in a bad way in the
future.” She also acknowledges that she wants to change and become more mature but
like Ann, she acknowledges that it does scare her. “In a way I want to mature, but in a
way I also don’t—I wish I didn’t have to think about all this, about the future, about
being so serious.”

Similar to Ann, when Robin was asked how she was different from other girls
her age she claimed, “well my eating disorder, I guess, makes me different from people at
home and I just don’t feel like I’m good enough. My friends don’t worry about these
kinds of things. Like they have pretty good self-esteem.. Like when we go shopping they
can try on clothes and be like, you know, this looks good on me. I could never be like
that.”

Much of Robin’s self descriptions were active—though one can argue her
actions are in pursuit of unrelenting and unrealistic standards. For Robin, “being” is
“doing”. When I asked her how she got to be the person she is—a hard-working, great
student, caring but unconfident girl, she simply replied that “I guess it’s just how I was
brought up.” When I asked her about how she thinks she can become different, how she
can become a person who likes herself, she struggles to answer. “Like when I think about
myself I don’t like anything—there’s nothing really good in me. I guess once I find
something that I do really well, that I’'m good at, I might start liking myself.”

Self Summary

Quite clearly, Robin’s self-awareness is characterized by action and doing. It
seems that much of her self-knowledge--whether talking about her physical,

psychological or even social self—is derived from action. However, even though she

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




seems to reach the goals she sets for herself, her actions are never “good enough”, or
even just “good”. In addition, the goals she supposedly sets for herself seem to be in
response to the goals she perceives others want her to achieve. “My parents are proud of
how well I do in gymnastics and school.” She also talks about hoping that her parents see
her as a good person, “because I try to act like that... helpful giving, sharing what you
have...but I don’t really believe I am.”

Though it is quite apparent that Robin’s “actions™ are in the service of what
she perceives others expect from her, she has less self-awareness than Ann in realizing
how much she silences her own thoughts and desires for the service of others. Like Ann,
Robin feels that the one thing that makes her different is her “eating disorder. I guess it
makes me different from people at home. And I also don’t feel like I’m good enough.
My friends don’t worry about these things.” So although Robin claims that her eating
disorder is something that distinguishes her from others, she does not appear to use her
illness as her sole identity to the same degree that Ann does. Her illness is part of her,
but it does not seem to be her. Perhaps this is because Ann has suffered with her illness
longer, or perhaps it is that Ann hold on to that part of her self more strongly—that it is
this omnipresent illness identity is somehow linked to her depression or what I see as
extreme self despair and self abandonment

Though much of Robin’s narrative is indeed characterized by self-hatred, fear
of self-expression resulting in lost relationships or abandonment, there was still a
glimmer of hope for what may lie ahead for her. “Like when I think about myself, I don’t
like anything—there’s nothing really good in me. But I hope that one day I can look at
myself and be like finally, wow, look at what I’ve done or what a good person I am.”
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Self Poem: Robin’s Own Composition

I’m very shy and quiet

I get uncomfortable in new situations

I know that I have really low self-esteem

I have really low confidence

I don’t really talk in school

I don’t really express myself to people

I’m afraid of letting down other people

I want perfection so badly

I put everything I have into having perfection

I do it to the point of a breakdown

I got all my friends together

I got poster board

I like worked hours and hours

I always do extra

I don’t know

I’d feel really bad

I"d feel lazy

I’m not good enough to be in advanced classes
I’m not the best—even in sports

I stopped eating

I was depressed I wasn’t running as fast

I though I would lose weight to make myself go faster
I don’t know

Id feel like more horrible

I’d be different if I was confident—I’d probably get more of what I want
I see girls in school that are confident and get what they want
If I was more confident 1 wouldn’t starve myself
I’m really friendly

I like to joke around a lot

I’ll be open with people that I’'m comfortable with
But I’ll be shy around friends I’m not sure of

I don’t know

I like to joke around with my dad

I feel the same

I’m really shy when I’m around the guy I like

I don’t really talk to him too much

I'll feel good only if I work hard

I’m proud of my brother

I guess I’m not proud of myself

I don’t really see that I’'m smart

I don’t feel that

I don’t know

I kind of hope my parents are proud of me
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I kind of hope they see me as a good person

I try to act like a good person, but I don’t really believe I am
I guess I like to help people

I care about people

I care about people but I’m not so sure other people care about me
I never asked them for help

I don’t know if my friends really care as much about me

I don’t think I am different in different relationships

I hope I’ll be more open with people

I want to be able to like be more comfortable around people
1 want to always be able to give everything my best shot

I want happiness for my family

I don’t know. I guess I want to be think forever

1 want to be either a journalist/wniter

I want to go into sports—writing or coaching

I always feel like I shoud be a really strong person

I used to think that my parents wanted me to be strong and independent
Ilearned in therapy that my mom still wants to help me

I think friends think I should be the strong one

I don’t think my friends see me any other way

I don’t care

I won’t want to do something but I won’t say it

I’m affaid to do certain things

I didn’t want to go but I didn’t tell them

I got out of it

I didn’t feel comfortable

I couldn’t tell them that

I think I’ve definitely changed

I didn’t care about what I ate when I was 14

I ate pretty much whatever and didn’t work

I like had to be careful but it wasn’t a big deal

I could walk up to the mirror in my leotard and not care

I like couldn’t like look at myself after the anorexia took charge of my life
I guess I've always had bad self-confidence

I like feel the same but my ideals about stuff are different

I sued to care about school and life

I used to not be worried about writing a major paper

I look at it now, analyze it differently and work hard

I have to get into a good college in the future

I get scared that my work isn’t good enough

I think about things, not like an adult, but more mature

I’ll like analyze life a lot more

I didn’t really think about things before

I feel like I’m growing up

I realize that what you do influences your future
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I wish I didn’t have to think about all these things

I guess it was how I was brought up

I think about myself and don’t like anything

I hope I can look at myself and be like wow, look what I’ve done or what a good
person I am

I’m like so down on myself

I guess I can be different once I find something I’'m really good at

I had to give up gymnastics

I don’t really have anything else now.

I guess I feel that it’s not good enough

I do well in school but it doesn’t make me feel special

I didn’t have to try that hard at gymnastics

I guess my eating disorder makes me different from people at home

Ijust don’t feei like I'm good enough and my friends don’t worry about inese
things

1 cold never be like that—try on clothes and be like this looks good on me

I just see people who are confident

I wonder why I can’t be like that

I’m sure they have doubts but they like push through it

I don’t know why I can’t push through it

I just can’t stand up to anyone for what I want

I guess I can be a little more assertive to my parents

I know my parents won’t reject me

I worry that if I assert myself with friends they might reject me or not like me
I still won’t make my parents mad

I’m still afraid of conflict

I run from conflict or fighting

I just can’t imagine it being even

Reading a narrative from a girl without anorexia nervosa or depression

In contrast to the self-deprecating narratives described above, “Karen’s
narrative was filled with enthusiasm, hope, and a tremendous sense of efficacy. Although
one can argue that Karen was not a good choice to represent the “non-eating disordered
girl”, 1 feel she is quite comparable. Both of the anorexic girls described above were
beautiful, bright girls, excellent students and athletes—stereotypical overachievers in a
sense—but they couldn’t recognize or “own” their talents or abilities. Karen, instead, is

able to “own” the active role she played in achieving her goals and allows herself to

9%

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




enjoy the fruits of her labor, feel the fun and laughter in life, in addition to the hard work
and struggling that goes hand-in-hand with the joy.

Knowing vs. Not Knowing the Self: Embodied vs. Disembodied Knowledge

Karen, an 18 year old, white girl, talks about not always acting true to herself, as
did Ann and Robin, but it is in very specific, appropriate contexts. Karen has strict
parents and acts in a way to please them. However with her friends, she allows her
effervescent personality to be expressed. “Well, I act really prim and proper with my
parents. And polite, just because they’re really strict, so I’m very nice with them. With
my friends, I’m off the wall, I’m totally wild and loud.” Here I sense that it is not so
much that Karen is not acting true to herself, but just deciding when to show the different
facets of her self. This is something I noticed in many of the non-eating disordered girls’
narratives. They knew they should show a certain side of their personality to some
people and not others. But they never completely “opposed™ their core beliefs. They just
let different facets of their self show to different people. “With my friends my real self
comes out. With my parents, they just couldn’t handle everything. With my friends I
don’t have to hold back anything. They’ve known me for so long they know all sides of
me. They know how I get when I’m mad they know how I get when I’ve had too much
sugar. They just like me all around. They respect when I can play and when I have to be
very focused on something ™

Karen also has an extraordinary sense of efficacy. When asked what she was
especially proud of about herself, she replied, I like that I can achieve goals and reach
them. It’s all like the little steps you take that get you to the bigger goals. It’s amazing
when you achieve a goal. Cause then you know you can keep reaching for higher things.
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Like I want to go to the Olympics. 1 know it’s a big stretch, but if I work towards the
little goals on the way, I might just get there... Sometimes I do reach for think that are a
little too high and 1 have to accept that I can’t reach them. Like getting 100 GPA. It just
can’t happen—it’s almost impossible. I’m not that hard working or that smart.”
Although Karen had lofty ambitions and works towards big goals, she also has a realistic
perspective about what can and cannot be achieved. Yet this “reality awareness™ did not
keep her from striving to get as close as possible to the impossible goals or standards.

Karen also acknowledged that this strength, self-confidence, and identification of
personal wants and goals, was not always something she had. “I’'m a lot more outgoing
that when I was younger. I express my feelings more and tell people if I don’t like
something. Like when I was little I just used to go along with everybody else. I didn’t
make my own decisions. Now if a group of people are doing something that I don’t like, I
just won’t do it. It’s no big deal.”

At the time of the interview, Karen was preparing to start college in the fall.

She was excited because it was a chance for her to recreate herself to start over. Her talk
of “recreation” had developmentally appropriate context—getting cooler clothes, being
able to be more expressive and to break away from preconceived notions of herself that
existed amongst peers she has known since kindergarten. I noticed that when girls with
anorexia talk about similar notions of “recreation” it is more fixated on losing weight and
physical appearance. With Karen one can see an enormous sense of efficacy and control
over her life and what she wantsto be. She says that she’s excited to “be different but not
extremely different. But I won’t have the preconceived notion that I had in high school
with everyone knowing me from elementary school. Not everyone is going to know me
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as the ‘goody-goody’. It’s appealing that it’s a new start, that if you want to, you can start
differently—be who you want to be and who you are.”

When I asked her how she was different from her friends or other girls her age
she claimed, “Other girls fall to peer pressure a lot. And they do what people expect of
them but it’s like superficial. And I just do my own thing. No one tells me what to do
except my parents, or how to act of how to be. I get frustrated because like if some
people would change like one little thing they would be so much happier. My friends,
like, complain to me every day but they don’t know how to change that one little thing.
But it’s their life, not mine. It really bothers me when I see them try to change for other
people though. I would never be that way. Sometimes I don’t always show every part of
myself to every person, but at least what I do share is real. It’s me.”

Self Summary

The most resonant difference in Karen’s narrative is her sense of agency and
acknowledgement of the active role she has taken in defining her self and setting
independent goals. It seems that for the most part, she acts, thinks and feels in a way that
is “true” to her self. Interestingly, she expresses no concemn that acting true to her self
will sever important relationships. Instead, she quite clearly acknowledges that
sometimes she doesn’t act how people expect her to. For example, her boyfriend “wishes
I would party more, or be more mellow. That’s just not me.” Of course, Karen does
worry about how others perceive her, particularly her parents. So though she defines her
own goals, she clear not to disobey the morals of her parents. If she does rebel, she hides
her rebellion, knowing it’s not something her parents really need to know. She also
doesn’t like being perceived as a “goody-goody” and looks forward to having the chance
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to erase that perception once she begins college. So, of course, Karen does have some
normal adolescent insecurity about fitting in and doing the right thing. However, unlike
her anorexic peers, she feels she has some control over what she becomes, what
relationships she chooses, and faith that proclaiming her unique goals, desires and
ambitions will not sever the relationships she so clearly values. She does not feel she has
to “win” anyone’s love or approval. Although there are some things Karen does not
know about herself and many questions unanswered, she seems to, for the most part,
“know” herself, leave room for discovering the answers to her questions, and has no

problems with other’s knowing that very same self.

Self Poem: Karen’s Own Composition

I’m athletic

I’m always happy

I’m always off the wall

I’m majorly hyper

I’m well rounded

I have priorities

I achieve to be good at something

I’m not cranky and grouchy all the time

I’m not superficial

I’m not a goody-goody like everyone says I am

I do get straight A’s

I don’t party until like three o’clock in the morning

It makes me feel uncomfortable

I act like really prim and proper with my parents

I’m very nice with my parents

I’m off the wall with my friends—totally wild and loud

I’ll only talk about school and work and stuff my parents want to hear
I would be very loud and friendly and all around have a good time with friends
I’m usually loud with my boyfriend

I’m very relaxed

I’m just like relaxed and quiet and mellow

I’m usually loud to a point, until they kill me

I don’t have to hold anything back with my friends

I have to be serious and I have to focus

I think I should be pretty good at making new friends at college
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I get along with people really well

I think I should get along well

I’ve already talked to my roommate
I’m like the teacher’s pet

I’m kind of like very serious

I take school very seriously

I don’t talk back to teachers

I’m not late to class

I don’t cut classes and stuff

I don’t start food fights

I went to do a back flip and my teacher picks me up
I was so excited

Tloved it

1 like teachers to see what I like to do, so they get to see what 1 iike to do instead

of just schoolwork

I like that I can achieve goals and reach them

I was ranked 13" in the nation last year for diving

I wanted to move up

I want to go to the olympics

If T work towards the little goals that will get me to the bigger goal
I don’t know

I reach for things that are a little too high

I’m not that smart

I’m not that hard working

I don’t work that hard

I feel like going back and laughing in my teachers face
I feel nice now

I kind of like if I got the highest score it’s not that big of a deal
I wasn’t gonna be upset if I didn’t get it

I really knew

I proved something to myself

I want a 4.0 my first semester

I don’t know

I’ve always strove to get the highest I could

I took college courses in high school

I work so hard towards things

I can’t do two sports in college

I could do lacrosse

I’m not really that good at it

I like contact sports

I’m very hard on myself

I wish I could get a C and be good with it

I'd be like the girl in class that cries when she getsa C
I'd probably have a lot less pressure on my

I guess being hard on myself is what makes me do better
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I’1l sit in practice and cry if I can’t get something

I knowIcandoit

I wouldn’t achieve as much as I do

I told my boyfriend

I’m on a full scholarship

I always want to do best

I knowI can

If T work hard enough

I can

I give the best advice, so they say

I know that if I’m that way to some people then they’ll be that way to me
I have some friends that would be there

I’m always there for my brother

I’li have college

I want to make the Olympic team

I won’t put so much pressure on myself in 5 years

I won’t have to put pressure on myself once I’m in med school
I’ve already achieved it

I’m gonna be in medical school

I’m a lot more outgoing

I express my feelings

I tell people if I don’t like something

When I was little I just used to go along with everybody else
I didn’t make my own decisions

I just won’t do it now

I want happiness

I want to like get married and be successful

I just wish I had more time to spend with my grandfather
I just wish he was around a little bit longer

I could get to know everything about him

I dove on his birthday

I think it would have been good to grow up with him
I’ve always worked so hard at it

I might find that I just can’t handle it

I might find it might not be what I want to do

I might want to do something else

I’ve worked so hard

I haven’t worked hard as a doctor yet

I have room to change my mind

My parents think I should be prim and proper

I’m scared

I relate because you want to rebel

I lie to my parents sometimes

I don’t see the difference

I’m scared of my parents if the ever find out
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I don’t drink or smoke

I don’t need all that stuff to have a good time

I’ve never

I guess he wants me to

I guess he wants me to go out and get drunk or something like that
I’m still not gonna do it

I decided to stay home

I just wanted to relax

I can’t go out every night

I was like just because you go out every night doesn’t make me
I don’t think that’s fun

I was like skipping around and was loud

I was like, no leave me alone

I can be the biggest flirt

Sometimes I wish I wasn’t with Stephan so I could be my true self-flirtatious
I’m always like the same person

I got a little lazy and didn’t do very much work

I met my boyfriend

I changed a little bit there

I wasn’t hanging out with people my own age

I was hanging out

I didn’t really change that much

It opened me up

I won’t have that preconceived notion I had in high school

I want to start kind of a fresh

I like that trendy look

I didn’t have any money

I don’t know, it’s a whole new start

No one will have preconceived notions of how I have to act or have to be
I’ll be able to do what I want

I won’t have to be home at nine o’clock

I won’t have to worry that my parents might catch me

I don’t have to worry about that

I think I’Il handle freedom pretty well

I’ve always handled freedom well

I think

I might be able to manage my time

I set for myself

I have to credit my parents

I still wish I could have more of a life

I’m looking forward to that in college

I did a lot of that myself (who you became the person you are)
I’m looking forward to moving into a dorm

I think I’ll have a lot better time

I don’t have to make my bed
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I wanted to go out this morning

I’m kind of scared I might go overboard

I don’t know how I’m going to handle it

I’ve never handled it before

I think I might be able to manage my time and achieve the goals I set for myself
I don’t follow everyone else and stiff

If I did, I’d be in a lot of trouble

I think the environment has a lot to do with it

I’m my own person and set my own ways and do my own thing
I just do my own thing

I can hold a relationship

It really bothers me when I seek them try to change for other people
I would never bet that way

I can’t teii someone how to be

I’ve tried to tell my boyfriend how to be

I was getting frustrated

I tell my mom every day

I don’t know

I guess I’'m more outgoing

I can go up and say hi to someone

I think it’s more my personality

The way I react to different situations

I’'m only like that sometimes

I’m not like that at all

I can just go in and not have a game plan

I get stuff done

I told her to get out

I was organized

I got like, so frustrated when people don’t do things organized
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CHAPTER 4: DISCUSSION

The overall purpose of this study was to examine how girls with anorexia
nervosa conceptualize their self and to see if their self-concept is distinctive, both
developmentally and structurally, from girls without anorexia nervosa. Moreover, 1
sought to examine how these distinctive conceptions of self are related to interpersonal
relationships among girls with anorexia nervosa. Briefly, I found that both relational
context and constructiveness (or positive valence) of the girls’ self-descriptions were
different between girls with and without anorexia. Overall, girls with anorexia had a
more unconstructive, less “developmentally advanced”, view of themselves than their
non-anorexic counterparts did. I also found that the subgroup of girls with dual
diagnoses of anorexia and comorbid major depressive disorder had more severe eating
disorder symptomatology and more unconstructive—or negative--self conceptions than
their anorexic counterparts who did not have major depressive disorder.

Limitations of the Study

The limitations of the study may affect the interpretation of the data, so I
present them up front. The major limitations were in the realm of sampling. First was
the small sample size. This study was originally conceptualized as a comparison of two
groups, and estimated statistical power indicated that the sample size would have been
sufficient to detect differences. By using a three group model, statistical power to detect
even a medium-sized effect was extremely low (.45), though it would be more than
adequate (.86) for large effects.

Another limitation was that the anorexic girls were being treated (medically,
psychologically or both) for their eating disorder. Untreated anorexic girls might present
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a different picture of self-understanding. Given the fact that some of the anorexic girls
were interviewed at their first office visit or early in their treatment, the effects of
treatment may have been minimal. Also I recruited both inpatients and outpatients, thus
having a sample of subjects with different degrees of illness severity. Balancing the self-
referred nature of the anorexic sample, however, was the fact that the participation rate
was very high, as almost all of the girls approached agreed to be in this study.

Third, because the anorexic girls were asked to suggest friends without eating
disorders (to their knowledge) that might be willing to participate in the research study,
this sampling strategy might have resulted in a comparison group that was similar
psychologically to the target population. However, only seven anorexic girls provided
names of friends, and most of the comparison sample was friends of these friends.
Moreover, the anorexic and non-anorexic groups differed substantially on the two eating
disorder measures. So in the end, the “friend-of-a-friend” referral strategy may have
compensated for sampling bias.

A fourth limitation lay in the ethnic and socioeconomic homogeneity of the
sample. Recruitment of girls with anorexia was conducted at an eating disorders clinic in
a middle to upper-middle class suburb on Long Island. Reflecting the ethnic and
socioeconomic composition of this area, most of the participants were middle class,
privileged, Caucasian girls. Early literature (Selvini-Palazzoli, 1985) suggested that this
was the population with the highest prevalence of anorexia. More recent research,
however, suggests that eating disorders are pervasive among many ethnic groups and
social strata (Thompson, 1994). Thus, this dissertation speaks only to differences in self-
understanding among anorexic, privileged, Caucasian, middle-class girls.
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A second set of limitations involves the coding scheme and its many
variations. Although based on a validated measure of self-understanding and reliable in
this study, the expanded coding schemes needs further reliability testing. And given the
interpretive coding required by the Reader’s Guide, it is possible that other readers would
have interpreted Ann, Karen, and Robin’s narratives in a different way. Similarly, by
knowing the eating disorder status of these three women, I may have interpreted their
narratives with that knowledge in mind. Interpretative qualitative analysis is always
reflexive however, as the coder’s perspective interacts with the interpretation

There were also strengths of this study. First, eating disorder and depressive
symptoms were measured both by self-report and by a structured, clinical interview.
Using two measurement methods strengthens the classification of the clinical diagnoses.
Second, the research design included both qualitative and quantitative assessments of the
self. Although the qualitative data were not examined as fully in this dissertation as I had
hoped, more narratives will be analyzed in the future.

Building bridges: Bringing existing theory into uncharted territory

I began this dissertation with the goal of trying to distinguish differences in self-
i conceptions in girls with and without anorexia nervosa. Ilooked to existing
' developmental and feminist theories on the self to help me conceptualize this construct,
l and found that there was not one theory alone that captured the essence or meaning I
wanted. Damon and Hart’s (1988) multidimensional, developmental model of self-
understanding identifies multiple levels of functioning of specific objective and
subjective self schemas. Although this model has been applied to children and
adolescents, even girls with anorexia, I felt this model was missing an essential “piece”
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that would capture subtle differences in adolescent girls’ self-concept. Specifically, it
does not overtly address the important role that interpersonal relationships play in

adolescents” developing sense of self.

Thus, I also drew on a more feminist approach, self-in-relation theory
(Gilligan et al., 1990; Jordan et al., 1991; Miller, 1991), which has as its central tenet that
girls’/womens’ self-concept is developed and defined within the realm of their
interpersonal relationships. Within self-in-relation theory, traditional male-oriented
definitions of the self as an individualistic and self-centered construct do not apply to
women’s self-understanding self-construction. Thus, I felt that integrating these two
theories would best address not only the structural and developmental components of the
self, but also would address the important relational context in which the self develops.

Bridging these two models posed a bit of a methodological challenge. Both
use detailed open-ended coding schemes applied to interview data, but the interpretation
of the data is very different. Damon and Hart’s method is based on a quantitative
analysis of different categories and levels of self-understanding that are arranged
hierarchically, reflecting more mature or more adaptive levels of self-understanding. In
contrast, the self-in-relation method, as exemplified by the Reader’s Guide, utilizes a
more interpretive analysis of self narratives. What I wanted to draw from the more
interpretive coding of the Reader’s Guide was not simply the emphasis on the relational
context of the girls’ self-conceptions, but also the fact that it locates the places in their
narratives where they did and did not speak, act, or acknowledge their true thoughts,

feelings and desires.
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Early on in the data analysis phase, I felt that I could capture these notions by
expanding Damon and Hart’s existing coding scheme to capture the self versus other
distinction. Thus, I modified the original categorical coding scheme to differentiate
selves in the context of different relationships—-to what extent the self-statements
included explicit references to relationships or were independent of relational references.
I also expanded this schema to include the property of of constructiveness--i.e., whether
self-descriptions were constructive, positive self references as well as acting, thinking
and feeling in accordance with one’s true beliefs, or unconstructive, harshly critical self-
references or statements that ignored, diminished or silenced the girl’s true beliefs or
feelings.

Few differences in self-understanding emerged between the anorexic and non-
anorexic girls when I did not consider the relational context or the constructiveness of
their statements. This contradicts much of the clinical as well as empirical literature that
argues that the anorexic girl’s overall self-concept is quite distinct from non-anorexic
girls (Bruch, 1988; Crisp, 1984; Engel et al., 1988). Considering the relational context of
the girls” self-descriptions did uncover specific group differences that the simple scheme
missed. Differences between anorexic and non-anorexic girls were dependent upon
whether the girl was speaking about herself in self or what could be called “independent
of other” terms. Anorexic girls’ had more statements that reflected a sense of distinctness
in less relational or other-oriented contexts to a greater degree than non-anorexic girls’
statements. At first glance, these results reflect in the clinical literature (Bruch, 1984;
Casper et al., 1981; Crisp, 1984; Gamner & Garfinkel, 1980) that describe anorexic girls
as socially focused, more withdrawn, and less than non-anorexic girls. However, I
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believe that this interpretation misses the critical aspect of agency that appears in
anorexic girls’ voices when one looks beneath the surface.
Different Ways of Expressing A Sense of Agency

The anorexic girls in my study spoke about their sense of agency less than
non-anorexic girls only in the context of interpersonal relationships. Thus, it is not a
“more or less” interpretation, but a contextual one: it wasn’t that anorexic girls have a
less developed sense of agency, but a clearly different one. Their agency was quite
actively fixated on how they appeared to others--not only controlling the appearance of
their physical bodies through diet and exercise, but also controlling their personality, for
example, projecting a “false self” to accommodate what they felt were the expectations of
others. The findings from the more interpretative reading of the narratives, combined
with the more quantitative data, suggest that anorexic girls are indeed exerting a sense of
agency, but it is a different type of agency, a more maladaptive agency in terms of health,
more body-focused than relationship-focused, and more inward than outwardly- focused.
This is not equivalent to saying that anorexic girls are solely focused on the self (vs. the
other); indeed most anorexic girls pride themselves on their selflessness.

With their self-understanding framework, Damon and Hart (1988) define
agency as the sense of control an individual has over her world and herself as well as
awareness of control over your own destiny. This awareness determines the extent to
which one feels that events are subject to “one’s volitional intent as opposed to
uncontrollable forces beyond of within the self...it therefore underlies one’s sense of
personal freedom and self-determination. ..or in some cases, the lack of such a sense”
(p.124). Anorexic girls feel little control over their relationships, often feeling that they
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have to portray what they feel others expect of them in order to maintain valued
relationships. A strikingly similar notion is asserted by relational theory: adolescent girls
feel it is important, or even necessary, to suppress their “voice”, thoughts, wants and
desires in order to maintain valued relationships and embrace traditional notions of
feminine identity (Brown & Gilligan, 1992; Gilligan et al., 1990).

My data suggest that anorexic girls perceive little control over their social lives,
when compared to girls without anorexia. They feel they have little to do with their own
self-formation in the social world. Damon and Hart’s conceptualization of agency
assumes that with more advanced development comes ways to exert control over life
choices, control over relationships, and control over the places and roles in society they
can explore and embrace. Yet this supposedly developmentally-appropriate conception
of agency is in direct opposition to relational theories’ assertion that girls do nof feel they
can and should exert that type of control. In order to conform to societal expectations of
femininity, adolescent girls feel they must suppress or deny agenic experiences.

It is in this contradiction between the two theories that the important message
from anorexic girls is heard. My data lead to the conclusion that anorexic girls are
extremely agenic, controlling their cognition, actions, and emotions, in the form of eating
behaviors. They control the appearance of their body as well as what parts of their inner
selves they want others to see — in essence creating masks of their own design for others
to see. Though this expression of agency is clearly unhealthy and even life-threatening,
anorexic girls are clearly being agenic and making choices. They are arguably rejecting
traditional paths of female development and replacing them with what seems, on the
surface, to be a somewhat “age-appropriate” path of embracing the feminine beauty ideal,
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but is a much more extreme, destructive assumption of this ideal—the feminine beauty
ideal gone awry.

One girl with anorexia stated matter-of-factly, “I’d rather be dead than fat™—a
comment that most anorexic girls would nod in agreement with. From this qualitative
interpretation of the data, we must question what it means that these girls are more
willing to embrace a life-threatening illness rather than be “fat”. One needs to interpret
what “being fat™ means to the girl with anorexia. Fat often still means relatively thin or
average weight. When asked to examine silhouettes of female figures, girls with
anorexia rate the average or “healthy” weighted person with appropriate curves as “fat™
or “overweight” (Thompson, 1990; Touyz & Beumont, 1987).

One could argue that in rejecting the typical” female body, these girls are
rejecting typical or traditional roles and expectations for women. This rejection or
resistance of traditional societal expectations is strong, but unfortunately, is played out
with the body rather than words. Perhaps anorexic girls believe they cannot or should not
comment on what they see and feel to be the injustices and conflicting messages of their
social world, but they cannot remain silent. Their body becomes their voice, planting
itself firmly in the ground of their beliefs or rejection of what others expect them to
believe—screaming to be heard®.

My research findings can be interpreted that anorexic girls’ experience of

agency is much stronger—albeit severely unhealthy—than non-anorexic girls. Their

3 ] am indebted to Michelle Fine and Suzanne Ouellette for this insight.
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rebellion needs to be recognized, their rejections affirmed, and redirected into another
voice—a speaking voice, or a voice found in a more healthy form of rebellion.

After listening to anorexic girls’ narratives, I believe the “speech” and active,
agenic assertion of the anorexic girl’s body is not captured by either developmental
theory or self-in-relational theory. These girls have an astute sense of awareness of the
world, their role in it, and the impossibilities and possibilities they face, what could be
construed as an advanced noﬁon of agency. Although they are focused on their bodily
self—the body separate from the world—is it fair to say that they totally self focused,
selfish instead of selfless? Again I would argue that though it appears on the surface that
they are only fixated on their “self”, separate from relationships, this fixation is indeed in
reaction to the very complex relationships around them. It’s as if they can go either
way—partake in the age-appropriate social world (i.e., don their “mask’) or withdraw
from that same world. Indeed, in the narratives, we hear how anorexic girls often
describe putting on a “false face”, being in relationships in accordance with how they feel
others want them to be. As one girl said to me, “T usually like, can tell what other people
expect or like and I act like what they expect...I project the person I feel they want to
be.” So although anorexic girls may appear “self”- focused, this service and
manipulation of the appearance of the self is really in the service of others. It’s not that
they don’t experience their social selves, or have the capacity to understand themselves in
social terms, it’s that they choose not to. The question to ponder - should be why - they

make this choice.
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Revisiting the Self versus Other Dichotomy

This observation of “self” focused as really being self-focused in the service
of others brings into question the dichotomy that has been set up in this dissertation.
Does this self-other dichotomy really exist, especially for women? The results of this
study indicate that anorexic girls are more “selfish” perhaps than their non-anorexic
counterparts, but this contradicts existing clinical literature as well as the internal
experiences that anorexic girls described. Most current modalities of psychotherapy for
anorexics is directed towards getting the patient to be less selfless and more selfish—to
assert her own wants and desires and to be less other-oriented (Bruch, 1985; Crisp, 1984;
Engel et al., 1988). The non-anorexic girls’ narratives sounded more “social”, or other-
focused than the anorexic girls’ narratives, voicing more specific goals, wants, needs and
hopes. Perhaps the critical difference is not in self vs. other, but #zow the other is
addressed, understood, and interacted with. I question whether there really was such a
thing as an “independent self” for the anorexic girls in this study. Instead it seems that
“self” conceptions—independent of relational content -- are not independent of social
expectations but are in reaction to them. Others’ expectations become internalized and
less overtly addressed, with fewer boundaries between self and other. Perhaps this could
be considered a withdrawal from relationships, but it is certainly not a separateness from
relationships.

Indeed, what I was identifying as “self”, may be more other in nature than
what I was calling “other”. When there is a clear identification of others and our specific
reactions to and relationships with them, there usually co-exists a clear sense of self. Itis
when we don’t recognize and emphasize the relational context of our life that we may
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have less of a distinction of where we end and others begin. Flipping around the meaning
of “self” and “other” seems to be more fitting of the voices that emerged in the girls’
narratives.

Continuity and possible selves

Another interesting finding that challenges the relevance of existing theories
was that anorexic girls talked more about their sense of self continuity, in more
unconstructive terms, than non-anorexic girls. For Damon and Hart (1988), the most
advanced conception of self-continuity—developmentally appropriate for late
adolescents—is established with reference to the relation between one’s earlier and
present characteristics of the self. At this advanced level, “the self is no longer viewed as
having characteristics that remain unchanged over the lifespan. Instead, the self’s
characteristics are believed to evolve from earlier ones. Thus later properties of self are
seen to be directly related to, although not identical with, the self’s earlier ones. The
relation between the self’s past and present is often expressed in terms of one’s personal
feelings and special knowledge of oneself” (p. 73-74). Like the notion of agency, there is
an inherent contradiction in what is considered to be age appropriate conceptualizations
of continuity between developmental aﬁd self-in-relation theory. Brown and Gilligan
(1992) discuss the rift is self-knowledge that begins in early adolescence. Pre-teens who
used to describe their beliefs, skills, and characteristics quite clearly lose this ability in
adolescence. Suddenly the young girl who thought she was a strong, agile soccer player,
gifted in science and playing games, loses touch with or denies these characteristics,
struggling to define herself in new, more socially appropriate terms. Her voice of
“strength” becomes replaced with a voice of ““self-doubt and unknowing”. So therefore,
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how can a strong sense of self-continuity, as defined by Damon and Hart (1988) co-exist
with the lack of continuity and disconnection that Brown and Gilligan (1992) have
identified?

Indeed, the disconnection that Brown and Gilligan document asks us to
question how girls’ orientation towards the world can be stable at late adolescence --
How can they know they are the same person as they were when they were children
(despite emotional and physical maturation) given the sociocultural messages they
receive to abandon the very strengths they valued as children in order to become women?
To flip Damon and Hart’s definition around, one might argue that it is more real, or more
mature, to see the self in flux, in complete disconnection with their girlhood ideals and
values. Perhaps anorexic girls see their lack of self-continuity and contradictory social
expectations much more clearly than others. Perhaps they see that in order to achieve
“superwoman ideal” (Steiner-Adair, 1990), they need to be both selfless and selfish—a
near impossibility. For example, Karen, the girl discussed earlier who did not have
anorexia, had very clear goals, based on her childhood aspirations to be an Olympic
swimmer, to become a medical doctor, and to have a great husband and family. She
would tone her loudness down when with her boyfriend so as to not agitate him, but she
didn’t really struggle with doing that. For the most part she felt she remained true to her
own wishes, desires and self. She believed that she would never change herself to satisfy
another person, that you had to “take her or leave her.” At the time I interview her — her
high school graduation—she did not see that it might be difficult to achieve her goals in

coordination with each other. She asserted that she just knew from past experience than
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when she set goals for herself, she worked hard to achieve them, and in the end usually
did.

In contrast, Ann, the girl with anorexia, observed that she didn’t want to live
like her parents, giving up what they really wanted for themselves to simply live and
work “to pay taxes”. The question this data leaves me with is how each of these girls see
their future selves and is this future self a self clearly related to their past self—in other
worlds a continuous self? Which is a more right or realistic view? How might Karen see
and define her goals at the end of college? Will she still think she can reach for her
dreams and have it all, medicine, family, athletic success? What price will she, the
healthy girl pay in the future—will she too find that she has to abandon the parts of
herself she once so valued in order to obtain relational security, her feminine place in the
world? Maybe it won’t be a price, but something she will just accept.

Anorexic girls see the price they are paying and will have to pay and are not
accepting that fate. Their rebellion is unhealthy, but adolescent rebellion just the same.
The conundrum is whether this rebellion to fight for self continuity is less
developmentally advanced, as Damon and Hart’s model and my data suggest, or the
opposite. In identifying the “crossroads of adolescence” do anorexics feel they must
choose a road completely different from the one they have traveled, and that in refusing
to take it—they are showing a more advanced self that is not captured adequately by
either existing theory.

Damon and Hart (1988) note that late adolescents’ conception of continuity is
characterized by “relations between past, present, and future selves” (p. 56). However,
they do not discuss in detail the role of the future self, and how this fits into their notion
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of continuity. As Damon and Hart theorize that continuity is an essential component of
the adolescents’ identity formation, it would seem that the role of the future self, or how
one dreams it, would be central to the notion of identity. In the all of the girls’ narratives,
frequent references were made to what they want to be like in the future, or most
interestingly for the anorexic girls, what they didn’t want or what they feared for
themselves in the future. When listening to the girls’ conceptualizations of their “future
selves™, I heard differences between the three groups of girls. Karen, the non-anorexic
girl, clearly had high hopes and specific ambitions for the future and felt that she had a
sense of agency over what she would become and how she would become it. Ann, the
anorexic girl with depression seemed to know what she wanted for herself in the future,
but in more abstract, reactive, philosophical terms: “My parents...are living such a
logical life and I want to live a rewarding life...I want to follow my own direction and
not follow what society expects. I don’t want to be what others expect an adult to be
like.” She knew she did not want to embrace traditional definitions of adulthood, but had
not truly. created a replacement role. She was left with a fear of what the future held for
her, instead of hope for what she could create for herself.

These observations reflect Markus and Nurius’ (1986) work on “possible
selves”. They found that positive judgments about the future were related to mood—the
more positive characteristics people used to describe their past and future selves, the
more positive a lifetime history of moods was reported. Absence of positive, future
characteristics was related to more negative moods and depression. In the case of Robin,

the anorexic girl without depression, I heard a hesitant voice talking about her future self,
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but one that was more goal-directed than Ann’s; Robin was less fearful of what the future
held for her.
Depressed versus non-depressed anorexic girls

In discussing how anorexic girls with comorbid depression had more hopeless
future self conceptions than non-depressed anorexic girls, I was left wondering how else
these two “subgroups™ differ. Higgins’ measure of self-discrepancy showed clear
differences between the two subgroups. Depressed anorexic girls had more actual-ideal
and actual-ought self discrepancies than their non-depressed counterparts. According to
Higgins, both ideal and ought self conceptions are influenced by our social environment,
with “ought™ self conceptions being more reflective of internalized expectations of
significant others (such as parents) and ideal self conceptions being more reflective of an
internalization of general societal expectations. These data, along with the data that were
analyzed using the Reader’s Guide, suggest that depressed anorexic girls have
internalized more discrepant societal expectations, based upon unrelenting and unrealistic
expectations than the non-depressed, anorexic girls (or the non-anorexic girls). Again,
one can argue that the “other” is omnipresent in the anorexic girls’ self-conceptions.
Again, one is forced to question whether what was being called the “self” focus of
anorexics is an extreme version of being completely other oriented.
Different, not deficient

Taken together, the quantitative and qualitative data suggests that notions of
agency, continuity and one’s future or possible self are interconnected notions that need
to be reconceptualized to reflect the experiences of both anorexic and non-anorexic
adolescent girls. In trying to bridge developmental theory and self-in-relation theory, I
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more realistically captured where and how anorexic girls had different self conceptions
than either theory was able to do alone. Together the data illustrate how anorexic girls

speak of themselves in relation to others in a very different way than non-anorexic girls

do, although, in retrospect, the dichotomous labels of “self” and “other” that were used to
conceptualize these differences now seem lacking. This bridge model does not truly
resolve the limitations of each theory as well as the inherent contradictions between the
theories. Instead, the bridge I created leads us to uncharted territory, requiring new
language about what is self and what is other and what defines true developmental
advancement for adolescent girls. What has been seen as deficits and immature self-
conceptions in the clinical literature on anorexia should be reconceptualized as perhaps
astute observations about life’s possibilities, albeit seen through sad and hopeless eyes
rather than through optimistic, hopeful eyes. It is this degree of hopelessness that seems
to distinguish anorexic girls with and without depression from each other. Those that
seem to have lost all hope, and all sight of how they can stay true to themselves and
achieve their youthful ambitions, have retreated more severely, or run into
wholeheartedly, into a narrow world of weight, calories, and exercise, actively choosing
to abandon the relational world filled with hopes, dreams, and possibility.
Clinical Implications

By examining the self as a multidimensional construct, with each dimension
considered in a relational and constructive context, I was able to identify specific areas of
the self that are less developed in girls with anorexia. These findings speak strongly to
the appropriateness of current approaches to psychotherapy with anorexic girls, although
some of my findings are relevant to medical interventions as well. As noted earlier, the
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anorexic girls were less focused on relational aspects of their self than their adolescent
counterparts without a diagnosed eating disorder; anorexic girls are clinically described
as socially withdrawn and isolated. Many researchers claim that the major
developmental tasks of adolescence involve identity formation as well as the
strengthening and reliance on peer relationships.

The findings from this study support the importance of reintegrating the
anorexic into her social world. This is often an area that therapists address, but it is not
always in the forefront of treatment. Not only will this address one of the associated
“symptoms” of the illness, but will further advance anorexic girls’ sense of self by
developing a more positive, age-appropriate personal identity and minimizing the
unhealthy “anorexic identity”.

The findings from this study also point to the importance of strengthening
constructive or positive self-conceptions in anorexic girls, perhaps using cognitive-
behavioral therapy. Cognitive-behavioral therapy identifies negative cognitions that the
individual has and attempts to substitute positive cognitions. This has been show to be
effective treatment in adult anorexia, but has not been widely used or adapted for
adolescents.

The study data also suggested that anorexic girls with co-morbid depression
had more severe eating disorder symptoms and less developed self-understanding than
anorexic girls without depression. This points to the utility of using new
psychopharmacological treatments to diminish the severity of the depressive symptoms
as part of treatment. Many adolescents with anorexia—regardless of the presence or
absence of depression—are treated with selective serotonin reuptake inhibitors (SSRI’s).
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However, this class of anti-depressants has not been shown to be effective in the
treatment of anorexia. Despite the lack of data supporting the efficacy of SSRI’s in this
population, physicians often prescribe these medications regardless of the severity of the
depressive symptoms, hoping they will decrease eating disorder symptoms. Moreover,
SSRI’s have a common side-effect of appetite suppression, an unwelcome side effect for
girls that are purposely starving themselves. Newer psychotropic drugs that affect
neurotransmitters, decrease cognitive distortions, and have “welcome” side effects of
increase in appetite and weight gain may be better suited to treat depression among
anorexic girls.
Directions for Future Research

This study applied a strong methodology combining quantitative and
qualitative data to explore self-understanding in girls with and without anorexia nervosa.
The unanticipated finding of two distinct subtypes of anorexics requires further
investigation. Also, we may better understand how depression mediates or moderates
impaired self-understanding in anorexic girls. The finding of impaired social self-
conceptions suggests that further research is needed that examines the social environment
of anorexic girls, including specific familial relations and peer relationships. A family
systems approach (Minuchin et al., 1978) may be useful in assessing how members of the
social environment may buffer or exacerbate problematic self-conceptions. It would be
important to not only examine how girls conceives of themselves in the context of
relationships in general, but in the context of specific relationships—friends, parents,

siblings, teachers, and romantic interests.
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Conclusion: Replacing Illness with Individuality

From these data I conclude that girls with anorexia have replaced the lack of a
clearly defined self with a self that is defined by their anorexia. One of the questions I
asked in my interview was “If you could have three wishes, what would they be?” The
non-anorexic girls’ only difficulty was in naming only three—and I was able to get them
to suggest not only humanistic wishes, but “selfish™ wishes as well. However, the
anorexic girls struggled to answer this question. They quite easily could wish for world
peace, or health and happiness for their family, but when I pushed them to tell me what
they wanted for themselves, giving them permission to acknowledge the matenial, the
silly as well as the idealistic wants, the only clear self-focused answer was the wish to be
thin or thin forever.

In answer to the questions I raised in the beginning of this chapter, it seems
that anorexic girls do not seem themselves as agenic, or able to define themselves in
accordance with their own feelings, thoughts, and desires. Anorexic girls believe that
others’ needs far surpass their own and that to be a truly caring person who primarily
values relationships, they must forgo anything that is in the least bit self-serving. Indeed
as discussed earlier in this dissertation, the feminist literature suggests that girls and
women do highly value relations and arguably develop their sense of self in the context
of important relationships. However, there is an obvious balance to negotiating the needs
of the self with the needs of the others, and it is apparent that anorexic girls have not
discovered this balance. One that can argue that finding this balance is something most
women struggle to find. But in the case of anorexia, the scales seem extraordinarily
imbalanced. What is a hard road for most women to negotiate becomes nearly impossible
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for individuals struggling with anorexia. Adding depression to anorexia, the load appears
to be even more impossible to carry.

The general therapeutic goal for patients with anorexia is to help them identify
their own wants and desires— to become self-focused instead of other-focused. In other
words, the goal is the help them recognize how they have defined themselves—their
feelings, thoughts, and actions—in response to the desires, thoughts, and feelings of
others. The importanée of this therapeutic goal is apparent from the narratives discussed
above. The narratives clearly speak to the clinical importance of developing the anorexic
girls’ subjective sense of self—specifically encouraging agency and distinctiveness based
on health instead of illness. Also, anorexic girls need to refocus, from seeing themselves
as an object to serve the needs of others first, to seeing themselves as an object to serve
the needs of her self first and others second. With this shift towards becoming more self-
focused will come the understanding that doing so will not sacrifice relationships that are
valued, but instead strengthen and invigorate them.

In the beginning of this chapter I cited a poem that an anorexic girl shared
with me. For me this poem exemplified the lost, confused and desperate condition of the
anorexic girl. This poem spoke about a girl’s desperate struggle to find her own self—
her own voice--and to distinguish it from the cacophony of other voices surrounding her.
What I did not share was the end of the poem, the faith that this desperate struggle may
indeed pay off—and the payoff will be brilliant.

“I WILL find my way! I will keep on crawling inch by inch until I might see
the light...I must focus on the goal, or else I will stumble and fall. And yet that will only
make me stronger, because I will get up again. Oh, where is that light? Ah! I feel it! I
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feel the warmth, deep down in my soul. How bright and shiny it is! Alas, I can see—

because I’ve finally learned—that there’s a diamond in me.”
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Table 1

Demographic Characteristics of AN and NAN group

Demographics Total AN NAN Group Differences
Sample
Mean Age 17.24 17.09 17.52 t=-718,df=170,p = .477
Mean family 54.49 55.9 51.77 t=1.77,df=61,p=.082
socioeconomic
status
Ethnicity Fisher’s Exact test = 1.00
Caucasian 97% (70) 98% (46) 96% (24)
Latina 3% (2) 2% (1) 4% (1)
Parents marital status ¥=225,df=14,p=.134
Single 15% (11) 11% (5) 24% (6)
Married 85% (61) 89% (42) 76% (19)
Inpatient vs. Outpatient
Status
Inpatient 31.9% (23)
Outpatient 33.3% (24)
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Table 2

Demographic Characteristics of AN-ND, AN-D and NAN groups

Demographics AN-ND AN-D NAN Group Differences
Mean Age 17.05 17.12 17.52 F=310,df=2,p=.735
Mean family 58.28 54.13 51.77 F=217,df=2,p=.075
Socioeconomic status
Ethnicity
Caucasian 100% (21) 96% (25) 96% (24)
Latina 0% 4% (1) 4% (1)
Parents marital status ¥=326,df=2,p=.196
5% (1) 15% (4) 24% (6)
Single
95% (20) 85% (22) 76%(19)
Married
Inpatient vs. X=.026,df=1,p= 871
Outpatient status
Inpatient 48% (10) 50% (13)
Outpatient 52%(11) 50% (13)

125

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




Table 3
Group Differences in Higgins” Self-discrepancy Measure

Means

F df p NAN AN-ND AN-D Post-hoc

comparisons
ukey HSD

Actual/ldeal 924 2 .000 -065 0.82 3.95 AN-D > NAN
AN-D > AN-ND

Actual/Ought 495 2 .011 -091 -0.25 2.63 AN-D > NAN
AN-D > AN-ND

.000
.025

.010
072

Note. NAN = non-anorexic group; AN-ND = anorexic group without depression;

AN-D = anorexic group with depression
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Table 4

Group Differences in Damon & Hart’s (1988) Simple Self Schemas

E
Physical 924
Active 249
Social 4330

Psychological 1.770
Agency 1.538
Continuity 2611

Distinctiveness 4202

Note. NAN = non-anorexic group; AN-ND = anorexic group without depression;

daf p

2 402
2 780
2 017
2 178
2 222
2 .081"
2 .019*

Means
NAN AN-ND AN-D
1.88 2.57 223
6.76 6.00 6.77
10.00 6.43 854
10.12 11.38 13.08
5.36 3.90 473
2.08 2.14 273
452 324 3.46

Post-hoc

comparisons
(Tukey HSD)

AN-ND < NAN

AN-D > NAN

AN-D <NAN
AN-ND <NAN

012

.100

061
027

AN-D = anorexic group with depression; * = significant at p<.05; ' = significant

at p <.10.
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Table 5

Group Differences in Relational Self Schemes

Means
E 4 p  NAN ANND AND Posthe 2

comparison
(Tukey HSD)

Physical-self .956 2 39 1.44 2.05 1.77

Physical-other .070 2 933 44 52 46

Active-self 1008 2 370 3.04 3.67 4.00

Active-other 2189 2 .120 3.72 2.33 2.7

Social-self 1596 2 211 1.20 .90 1.73

Social-other 6355 2 .003* 8.80 5.52 6.81 AN-D<NAN  .069
AN-ND <NAN .002

Psychological-self 7.149 2 .002* 4.08 6.38 7.12 AN-D>NAN  .001
AN-ND >NAN 029

Psychological-other 532 2 .59 6.04 5.00 5.96

Agency-self 865 2 426 2.24 262 3.08

Agency-other 1284 2 .000* 3.12 1.29 1.65 AN-D<NAN  .001
AN-ND <NAN .000

Continuity-self 3488 2 .036* 1.20 1.52 2.04 AN-D>NAN  .029

Continuity-other 684 2 .508 83 62 .69

Distinctiveness-self .899 2 412 2.08 1.76 1.58

Distinctiveness-oth 2.57 2 .086 240 148 1.88 AN-ND<NAN .072

Note. NAN = non-anorexic group; AN-ND = anorexic group without depression;
AN-D = anorexic group with depression; * = significant at p<.05; " = significant
at p<.10.
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Table 6

Group Differences in Constructiveness and Relational Self Schemas

Physical-self constructive

Physical-self unconstructive
Physical-other constructive
Physical-other unconstructive

Active-self constructive

Active-self unconstructive

Active-other constructive

Active-other unconstructive

Social-self constructive
Social-self unconstructive

Social-other constructive

Social-otherunconstructive

Psychological-self
constructive

i

12.27

6.23

16.54

18.27

3.23

6.56

6.22

29.50

5.86

6.82

df

(354

P

.003*

.000*

.000*

.045*

.002*

.003*

.000*

.004*

.002*

Means
NAN AN-ND AN-D  Post-hoc
comparison
ukey HSD
.80 47 12 AN-D <NAN
AN-ND < NAN
.64 2.00 1.65 AN-D > NAN
AN-ND > NAN
2% S5 38
.20 43 42
2.52 1.19 1.12 AN-D<NAN
AN-ND <NAN
52 2.48 2.88 AN-D > NAN
AN-ND > NAN
2.76 .76 .69 AN-D <NAN
AN-ND < NAN
.96 1.57 2.08 AN-D > NAN
1.04 23 31 AN-D <NAN
AN-ND < NAN
.16 67 142 AN-D > NAN
6.36 1.86 1.96 AN-D <NAN
AN-ND < NAN
2.44 3.67 485 AN-D > NAN
2.92 1.67 1.38 AN-D <NAN
AN-ND < NAN
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.000
.000

033
.005

.015

.000
.000

.000

.000

035

.009
.006

002

.000
.000

003

.002
.023
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Table 6 (continued)

Psychological-self unconstructive

Psychological-other constructive

Psychological-other unconstructive
Agency-self constructive

Agency-self unconstructive

Agency-other constructive

Agency-other unconstructive
Continuity-self constructive

Continuity-self unconstructive

Continuity-other constructive
Continuity-other unconstructive
Distinctiveness-self constructive
Distinctiveness-self unconstructive

Distinctiveness-other constructive

Distinctiveness-other unconstructive

Note. NAN = non-anorexic group,; AN-ND = anorexic group without depression;

26.56

885

6.13

3.35

13.10

29.17

3.51
1.45

17.96

3.74
2.19
5.75
538

16.69

10.65

.000*

.000*

.004*

041*

.000*

.000*

.035*
241

.000*

029*

120

.005*
.007*

.000*

.000*

1.16

420

1.84
2.00

24

2.88

24
1.08

12

.76
12
1.84
24

2.16

24

4.71

1.90

3.10
1.29

133

.90

38
.90

.62

38

24
1.19
.57

62

86

5.73

1.65

431

81

2.27

85

81

.65

1.38

27

42

62

.96

42

1.46

AN-D >NAN
AN-ND > NAN

AN-D <NAN
AN-ND <NAN

AN-D >NAN
AN-D <NAN

AN-D >NAN
AN-ND > NAN

AN-D <NAN
AN-ND < NAN

AN-D > NAN

AN-D > AN-ND
AN-D > NAN
AN-ND > NAN

AN-D <NAN

AN-D <NAN
AN-D >NAN

AN-D <NAN
AN-ND < NAN

AN-D > AN-ND
AN-D >NAN
AN-D >NAN

.000
.001
.004
002
.032

.000
.030

034

.003
.000
.075

028

.003
.005

.000
.000

.082
.000
077

AN-D = anorexic group with depression; * = significant at p<.05; ' = significant

at p<.10.
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Table 7

Group Differences in Objective Self Schemas: the “Me”

Means
E d p NAN AN-ND AN-D Post-hoc
comparisons
f ukey HSD

Me Overall 685 2 508 2876 2638 30.62

Me Constructive 3108 2 .000* 2084 7.76 7.27 AN-D<NAN
AN-ND < NAN

Me Unconstructive 21.10 2 .000* 792 18.62 2335 AN-D>NAN
AN-ND > NAN

Me-self 417 2 019* 9.76 13.00 14.62 AN-D>NAN

Me-other 294 2 059" 1900 1338 16.00 AN-ND <NAN

Me-self constructive 1580 2 000 728 3.14 292 AN-D<NAN
AN-ND < NAN

Me-self unconstructive 2971 2 .000* 248  9.86 11.69 AN-D>NAN
AN-ND > NAN

Me-other constructive  27.09 2 .000* 1356 4.62 435 AN-D<NAN
AN-ND < NAN

Me-other 800 2 001* 544 876 11.65 AN-D>NAN

unconstructive

Note. NAN = non-anorexic group; AN-ND = anorexic group without sion;

.000
.000

.000

0l6
048

.000
.000

.000
.000

.000
.000

.000

AN-D = anorexic group with depression; * = significant at p<.05; ' = significant at p <.10.
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Table 8

Group Differences in Subjective Self Schemas: the “T”

1 Overall

I Constructive

I Unconstructive

I-self

I-other

I-self constructive

I-self unconstructive

I-other constructive

I-other

unconstructive

Note. NAN = non-anorexic group; AN-ND = anorexic group without depression;

{les]

275

28.79

40.37

0.93

9.64

8.75

25.59

31.88

11.94

df

2

.071

.000*

.000*

.400

.000*

.000*

.000*

.000*

.000*

Means
NAN AN-ND AN-D
1196 929 10.92
10.72 5.29 362
1.20 4.00 7.31
5.52 5.90 6.69
6.40 3.38 423
4.92 3.38 2.08
.60 2.52 462
5.80 1.90 1.54
.60 1.48 2.69

Post-hoc

comparisons
(Tukey HSD)

AN-D <NAN
AN-ND < NAN

AN-D > AN-ND
AN-D > NAN
AN-ND > NAN

AN-D <NAN
AN-ND < NAN
AN-D <NAN
AN-D > AN-ND
AN-D > NAN
AN-ND > NAN

AN-D <NAN
AN-ND < NAN

AN-D > AN-ND
AN-D > NAN

.000
.000

.001

.000

.000

.002

005

.023
.000

AN-D = anorexic group with depression; * = significant at p<.05; ' = significant

at p<.10.
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Table 9

Group Differences in Modal Developmental Level

Means
F da p NAN AN-ND AN-D Post-hoc r

comparison
(Tukey HSD)

Physical overall  4.51 2 015 311 228 268 AN-ND <NAN .011

Physical-self 7.13 2 .002* 331 2.17 267 AN-D<NAN .080
AN-ND < NAN .001

Physical-other 0.44 2 648 300 2.836 2,78

Active overall 11.72 2 000* 296 2.19 238 AN-D<NAN .002
AN-ND < NAN .000

Active-self 7.16 2 .002* 3.04 222 231 AN-D<NAN .006
AN-ND < NAN .005

Active-other 2.18 2 122 310 2.79 2.75

Social overall 0.67 2 514 292 2.86 2.77

Social-self 3.56 2 .037%* 3.08 243 239 AN-D<NAN .046

Social-other 3.49 2 818 292 2.86 2.85

Psychological 8.99 2 .000* 296 248 235 AN-D<NAN .000
AN-ND < NAN .010

overall

Psychological- 9.59 2 .000* 280 2.19 208 AN-D<NAN .000
AN-ND < NAN .004

self

Psychological- 2.30 2 108 3.04 2.90 2.88

other

Agencyoverall 283 2 0660 264 219 236

Agency-self 2.06 2 137 232 1.94 2.08

Agency-other 1.07 2 349 275 250 231

Continuity-ove 2.55 2 .0%6" 391 375 344 AN-D<NAN 077
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Table 9 (continued)

Continuity-self 1.29 2 285 3.89 3.69 3.52

Continuity-other  6.22 2 .005* 4.00 3.78 3.13 AN-D<NAN .004
Distinctiveness 66 2 520 242 2.57 2.65

Overall

Distinctiveness- 25 2 779 2.82 293 3.00

self

Distinctiveness- 188 2 .162 2.68 2.25 261

other

Note. NAN = non-anorexic group; AN-ND = anorexic group without depression;
AN-D = anorexic group with depression; * = significant at p<.05; ' = significant at p
<.10. o
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Appendix A
Script for introducing Research and Study to subjects

Hi, I'm Kim Gallelli, a graduate student in developmental psychology. I am conducting a
research project to better understand how self-concept in adolescent girls. We know that
many girls have problems with low self-esteem and negative feelings about themselves
and their bodies, and we are trying to understand better such concerns.

The study consists of asking you several brief questions about your mood, self-concept,
concerns about weight and appearance, and your family history. A longer interview, to
be tape recorded for research purposes only, will ask how you perceive yourself in
general, for example, asking you how you would describe yourself, what you would like
to be iike, and future goais. The questionnaires and interview shouid take about 1.5 hours
to complete, and we could stop at any time. All answers would remain confidential and
you would also be free to refuse to answer any questions that you do not like. We will
also ask if you can recommend any friends that may be interested in participating in this
study as well.

For the anorexic patients, they will be asked for names of friends that they do not think
have eating disorders, and that any friends names will not be given any information
about their illness and treatment. Also, they will be informed that if they are not
interested in participating this will in no way affect their treatment at the EDC.

I have a brief description of the study, and a consent form for you and your parent(s) to
look at and sign. There are 4 questionnaires that you would be requested to fill out
yourself (taking about half an hour) and one long interview with me.

Do you have any questions?

Are you interested?

Would you like to read the description of the study?

May I leave some material for you to look at, and a consent form to sign?
(If consent obtained) May I schedule an appointment to interview you?
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Appendix B
Recruitment Letter for NAN participants
Dear :

I am a doctoral student in psychology conducting research on self concept in
adolescent girls. We know that many girls have problems with low self-esteem and we
are trying to understand how self-esteem and self-concept are related to overall mental
health in teenage girls. Your name and address was given to me your friend, [merge AN
name], who I recruited from her pediatrician’s office. [merge AN name] has already
participated in this research study and suggested that you may also be interested in
helping us with this research study.

The study consists of asking you several brief questions about about your mood,
self-concept, weight and appearance concerns, and family history. A longer interview, to
be tape recorded for research purposes only, wiil ask how you perceive yourseif in
general, for example, asking you how you would describe yourself, what you would like
to be like, and future goals. The questionnaires and interview should take about 1.5 hours
to complete, and we could stop at any time. All answers would remain confidential and
you would also be free to refuse to answer any questions that you do not like.

If you are not interested in volunteering for this study, please mail the enclosed
self-addressed stamped postcard which informs me that you do not wish to participate. If
I do not receive this postcard in two weeks, I will contact you by telephone, once again
describing the study and inviting you to participate. If you agree, an appointment will be
scheduled at your convenience, either at your home, a community setting (such as a local
library) or at the Adolescent Medicine Clinic at Schneider Children's Hospital--from
where I am conducting this research.

I have enclosed a consent form for you and your parent(s) to look at and sign.
There are 4 questionnaires that you would be requested to fill out yourself (taking about
half an hour) and one long interview with me. This research is being completed in
conjunction with the approval and supervision of child and adolescent psychologists at
Schneider Children's Hospital. You may call me, Kim Gallelli at (718)263-6503 with
any questions that either your or your parents may have regarding this study. You may
also contact Dr. Stanley Hertz at Schneider Children’s Hospitat at (718) 470-4704 with
any questions or concerns you may have.

We hope that the information obtained from this research will help us to better
understand the role that self-concept plays in both positive and negative feelings girls
may have about themselves and their bodies. The goal is to use the knowledge we obtain
from this research to develop interventions which promote positive self-esteem in
adolescent girls. I thank you for your time and consideration.

Sincerely,
Kim A. Gallelli, MA.
The Graduate School and University Center of CUNY
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Appendix C

The Self-Understanding Interview—Modified Version: The following description is
taken from Damon and Hart (1988).

The first four items are intended to explore the self as object in some of its most
common manifestations: self-definition, self-evaluation, self projected in past and future,
and self-interest. Damon and Hart argue that these different questions yield similar
results with respect to subject's understanding of self, both in terms of the subject's use of
self scheme (physical, active, social, psychological) and in terms of the subject's
developmental level. These first four items are thus considered alternate but conceptually
parallel means of understanding the subjects knowledge of the objective self.

The last three items are intended to expiore subjective seif components,
continuity, agency and distinctness, respectively. The text in italics are the modifications
made to the original Damon and Hart interview format.

The questions are intended to structure the clinical interview--weaving the
subject's responses about the self to focus on these areas. The questions can be asked in
the order in which they appear, or may follow the subject's lead and may be asked in the
order that seems most appropriate.

Item 1: Self-Definition: What are you like? What kind of person are you? What are you
not like? Probes: What does that say about you? Why is that important? What
difference does that (characteristic) make? What would be the difference if you were
(were not) like that?

What are you like when you are with your family (mother, father, siblings)? What
kind of person are you with them? What are you not like with them?

What are you like when you are at school/job, with teachers or co-workers?
What kind of person are you with them? What are you not like with them?

What are you like when you are with your friends? What kind of person are you
with them? What are you not like with them?

What are you like when you are with someone you like romantically? What kind
of person are you? What are you not like?
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Item 2: Self-Evaluation: What are you especially proud of about yourself? What do you
like most about yourself? What are you not proud of? What do you like least about
yourself? Probes: What does that say about you? Why is that important? What
difference does that make?

What are you especially proud of about yourself in how you are in different
relationships (with mother, father, siblings, friends, romantic relations,
school/job)? What do you like most about yourself in how your are in these
relationships? What are you not proud of? What do you like least about
yourself?

How do you think you are dijferent in different reiaiionships?

Item 3: Self in Past and Future: Do you think you'll be the same of different five years
from now? How about when you're an adult? How about five years ago? How about
when you were a baby? Probes: What will be the same? What will be different? Why
is that important?

Item 4: Self-interest: What do you want to be like? What kind of person do you want to
be? What do you hope for in life? If you could have three wishes, what would they be?
What do you think is good for you? Probes: Why do you want to (be that way, have
those things you hope for, have those wishes?) What else do you (hope for, wish for,
believe is good for you)? Why is that good for you?

What do you think you ought/should be like? What kind of person should/ought
you to be?

What do your parents think you should be like? What kind of person do they want
you to be?

What does your boyfriend (romantic attachment if present) think you should be
like? What kind of person does he want you to be?

What do your friends think you should be like? What kind of person do they want
you to be?

Item 5: Continuity: Do you change at all from year to year? How (how not)? If you do
change from year to year, how do you know it's still always you ? Probes: On what
ways do you stay the same? Is that an important thing to say about you? Why?

Item 6: Agency: How did you get to be the way you are? How did that make you the
kind of person you are? How could you become different? Probes: What difference
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did that make? Is that the only reason you turned out like you did? Is that the only
reason? What else could make you different? How would that work?

Item 7: Distinctness: Do you think there is anyone who is exactly like you? What
makes you different from anyone you know? (different from mother, father, siblings,
Jriends, other girls your age) Probes: Why is that important? What difference does that
make? In what other ways are you different? Are you completely different or just partly
different? How do you know? Are you different from everybody or just from some
people? How can you be sure that you're different from everybody else even when there
are many people in the world that you don't know?
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Appendix D
DAMON & HART CODE BOOK
FOR SELF UNDERSTANDING INTERVIEWS

This code book is organized first by SCHEMA (physical, active, social, psychological,
agency, continuity and distinctiness). Within each schema you will find the description of
the different LEVELS (1-4) as well as descriptions of SUBTYPES (a-l).
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PHYSICAL SELF SCHEME:
Statements concerned with Physical Body or Material Possessions
“TAMFAT” OR “1 HAVE A TREADMILL”

Level 1:Physical and material attributes of self have significance in and of themselves.
Identification of

size

gender

race

distinct bodily features

age

dress/clothing

physical environment

possessions

voice

aesthetic quality of appearance (pretty)
body’s health and functioning

name

RS REE O A O

Level 2: Physical and material attributes of self influence or reflect the nature of the self’s activities
or capabilities.

Reference to abilities or activities:

in relation to one’s size (e.g. being tall to play basketball well).

in relation to one’s gender (boys like sports—girls play with dolls).

in relation to race (scandanavians can’t sit in the sun because of fair skin).

distinctive bodily features (strong legs make me run fast).

in relation to age (when you’re 21 you get a good job).

in relation to dress/clothes (Iwear glasses so I can see).

in relation to one’s physical environment (2 new house so we have more room to play).
in relation to one’s possessions ( a good job to have a nice house, things...).

in relation to voice (high voice that lets me sing well).

aesthetic quality of one’s appearance (pretty so I can model and travel around the world).
in relation to body’s health/functioning (lost weight so I can be more active).

in relation to name (my name means artist so I’'m good at art).

R EE MO AN O

Level 3: Physical and material attributes of self influence or reflect the self’s social appeal,
interactions, relations or group memberships.

size (I'm big and people are afraid so I have to look nice to have friends).

gender (girls who have lots of boyfriends might not be popular with other girls).

race (If I was Indian, I might not be so popular).

distinct bodily features (I have blond hair so I have boyfriends because boys like blondes).
age (’'m 17, I can drive and hang out with friends at movies).

dress/clothing accessories (I dress cool to have more cool friends).

physical environment (I live in Islip and all my friends live far—no social life).

possessions (we have a lot of money so we belong to the country club).

voice (my good singing voice has made me popular).

aesthetic appearance (being thin will make me have more boyfriends/be more popular).
body health/functioning (healthy is good because if you’re sick others will not play with you).
name ( I have the same last name as my parents-we belong to the same family).

mESTPE MO A O
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Level 4: Physical and material attributes of self influence or reflect the self’s personal philosophy,

moral standards or lifestyle.

size (if I’'m fat people will think I’m glittonous—with all those starving people out there, it’s selfish).

gender (girls should work before being married, then have kids. Girls should be independent).

race (I"'m black and prejudice might hold me back—prejudice is wrong).

dress/clothing (I’m orthodox and have to dress differently because girls must cover up in my religion).

physical environment (I"'m proud that I live in the US because we are free to live as we wish).

possessions (I have a gun because it is important to protect my family and we should have a right to

bear arms).

voice (I'm loud and I believe it is important for people to voice their beliefs).

aesthetic appearance (I'm pretty w/out having to wear makeup—you should be seen as beautiful for

what’s inside not out).

body health/functioning (I'm a vegetarian because it’s wrong to kill animals and it’s healthier-I have

more energy).

J. name (my name is important because I was named after my grandma who was a great person with
good values).

o po o

P qe

—te
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ACTIVE SELF SCHEME
Statements concerned with Activities or Abilities
“I DANCE EVERY DAY” OR “I RUN VERY FAST”

Level 1:
Active attributes of self reflect the activities that the self performs, or the activities that are allowed,
forbidden or demanded of the self.

Description of:
a. one’s typical activities (I read and write and play music).
b. one’s activities in a particular time, place or social context (I sang in a choir competition for the first

time).

C. activities forbidden or allowed to one (I wish I could eat cake because it would taste good/ I wish I
could date because I want to).

d. activities one must or must not do (1 wish I didn’t have to babysit but I have to until mom comes home
from work).

e. identification of one’s occupation (I want to be an actor).

Level 2:
Active attributes of self are abilities considered RELATIVE to either other abilities of the self or to
the abilities of other people.

a. Comparisons between one’s abilities or inabilities in different activities (I'm good at dance, but I'm
good at soccer t00. I’m better at dance, though).

b. Explicit comparisons between one’s abilities or inabilities and those of other people (I can’t run track
as well as my teammates).

c. Implicit comparisons between one’s abilities or inabilities and those of other people (I sing well
because it’s a talent I got from my parents).

d  Explicit comparisons between one’s style of activities and that of other people (I'm more motivated
than most people, I try harder at whatever I do).

e. Implicit comparisons between one’s style of activities and that of other people (I'm athletic and play
aggressively. Itake changes with kids bigger than me).

f. Assessment of one’s general activity level (I'm not very active—I do a lot of quiet things).

Level 3:

Active attributes of self INFLUENCE THE SELF’S SOCIAL APPEAL, social interactions, social
relations, or group membership.

Identification of:

a. one’s specific activities that influence one’s social appeal, social interactions, social relations, or
group membership (not occupation). (I'm not mean, I’m nice and like to help people because then
people like you and you have lots of friends).

b. one’s specific abiliies or general action potential in relation to one’s social appeal, social
interactions, social relations, or group membership (not famous) (When you’re like good at soccer it’s
easier to make friends and they’ll respect you).
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Level 4:
ACTIVE ATTRIBUTES reflect or influence the SELF’S PERSONAL PHILOSOPHY, moral
standards or lifestyle.

Reference to:

a. one’s motivation for learning or improving one’s abilities on the basis of personal philosophy, moral
standards, or lifestyle (I want to do well in school to get good grades and go to a good college. It’s
important to me to get a good education and have a good career).

b. one’s choice of activities, occupation, or status on the basis of personal philosophy, moral standards
or lifestyle (I want to be a doctor to help children with problems—it’s important to do things for other

people).
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SOCIAL SELF SCHEME
Statements concerned with social-personality characteristics, social interactions, social relations
IDENTIFICATION OF MEMBERSHIP IN FAMILY, FRIENDS, CLUBS, TEAMS
“I"'M SHY” OR “I FIGHT A LOT” OR “I'M GEEKY” OR “I’M FRIENDLY TO BE POPULAR”

Level 1.
Social attributes of self reflect the fact of self’s MEMBERSHIP IN SOCIAL GROUPS (THE “I
HAVE” LEVEL).

Identification of one’s:

a. family relations and memberships (I have a sister, mother, father).

b. friendship relations (I have lots of close friends/ I want to have a boyfriend).

c. other particular social relations, group membership, or status (I’m a cheerleader, member of the junior
lcaguc).

d. social environment (I have a close family/ My friends are important to my life).

Level 2.
Self’s ACTIVITIES OR ABILITIES are considered with reference to the REACTIONS OF other
people (APPROVAL & DISAPPROVAL OF ACTIVITIES & ABILITIES).

a. Explicit consideration of one’s activities in terms of another’s or society’s (e.g. jail) reaction (I act
quiet around boys so I don’t seem pushy).

b. Identification of one’s activities in terms of approval or disapproval of particular others (1 like to be
good and help my mom—it makes her happy).

c. Identification of one’s abilities in terms of approval or disapproval of particular others (I like to be
smart because it makes my parents proud).

Level 3.

Social attributes of self reflect self’s personality characteristics or group membership that influence
the nature of self’s social interactions (SOCIAL CHARACTERISTICS OR GROUP MEMBERSHIP THAT
MAKES ONE LIKFABLE).

Reference to one’s:

a. social characteristics or style of interacting that influence one’s social interactions or social appeal (I
don’t argue with people because they can get mad and I’d rather my friends like me than leave me/I'm
not selfish when my friends need help).

b. group membership that influences one’s social interactions or social appeal (When I was hanging out
with the geeks my jock friends started ignoring me).
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Level 4.

Secial attributes of self reflect or influence the self’s personal philosophy, moral standards, or
lifestyle(HOW ONE 'S INTERACTION WITH FRIENDS, FAMILY, GROUP REFLECTS ONE'S
PERSONAL PHILOSOPHY).

Reference to one’s:

a. family relations and membership in relation to one’s personal philosophy, moral standards or
lifestyle (I want to be a good family person because I believe our society is based on good families).

b. friends in relation to one’s personal philosophy, moral standards or lifestyle (I choose my friends
carefully because I think it’s important to have friends who have the same beliefs and values).

C. other particular social relations, group memberships, or status in relation to one’s personal
philosophy, moral standards or lifestyle (I’'m a candystriper because I think it’s important to help
people).

d mode of interacting with others in relation to one’s personal philosophy. moral standards. or lifestyle
(It’s important to act strong with friends because kids need role models and the more good kids there
are the better place the world will be).
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PSYCHOLOGICAL SELF SCHEME

Statements concerned with emotions, thoughts or cognitive precesses
TO LIKE. LOVE, THINK, FEEL. KNOW (SCHOOL), LEARN (GRADES), REMEMBER,
COMMUNICATE UNDERSTAND. ATTENTIVENESS, INTELLIGENCE, PERSONAL PHIL. OSPHIES,
BELIEFS, VALUES, MOODS. EMOTIONS, FEELINGS
“I'M CRANKY™ OR “I THINK CLEARLY™

Level 1.
Psycholegical attributes of self are moods and feelings that have significance in and of themselves (I
LIKE, FEEL, KNOW—SIMPLY).

a. Identification of one’s mood of feeling (I've been really imitable because I'm tired)
b. Statements of one’s preferences (1 don’t like to go out/ I'll always like reading)

ievei Z.

Psychological attributes of self reflect one’s cognitive capabilities, acquired knowledge or activity-
related emotional states ( KNOW, TO LEARN, TO REMEMBER ,TO GET GOOD RADES, I FEEL
BECAUSE I'M DOING).

a. Reference to one’s learning or knowledge (1 know in my mind what is right. I don’t” want tobe a
doctor anymore because I know how hard med school is).

b. Reference to one’s cognitive capabilities for learning (e.g. memory, intelligence, attentiveness). (I
have a really good memory so school comes easy. I know I’m smart).

¢. Comparison between one’s knowledge in one area versus another (1 get good grades in math and
science but I’'m not as smart at English).

d. Explicit comparisons between one’s knowledge and that of others (I'm not a s bright as the really
smart kids in my school)>

e. Identification of one’s emotions or feeling arising from one’s activities (¢.g fun). ((When I'm
dancing I feel really free and happy).

Level 3.

Psvchological attributes of self reflect or influence social skills or social interactions
(INTERPERSONAL UNDERSTANDING, COMMUNICATIVE ABILITY, KNOWING OTHERS).

a. Reference to one’s interpersonal understanding (I'm really good with people because I'm good at
helping them with their problems)>

b. Reference to one’s comrnunicative competence (When I get upset I talk about it with people).

Reference to one’s special knowledge of particular others (We know each other really well. Nobody

knows him as well ass I do).

d. Identification of one’s emotions or feelings arising from one’s social relations (When I'm hanging
out with my friends I feel really happy and can be myself around them).

e. Identification of one’s psychological attributes that influence one’s social interactions (Note:
“knowing a lot” is not a psychological attribute). (I know that my intelligence makes me popular with
my friends because I help them with their homework).

0
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Level 4.
Psychological attributes of the self are personal philosophy, moral standards, or lifestyle (STABLE
BELIEFS, VALUES, UNDERSTANDING OF LIFE AND WORLD).

a. Explanation of one’s stable beliefs, values, or life philosophy (It’s important for me to live my life as
a caring person).

b. Reference to one’s stable orientation towards the world in general (I wish there was world
peace....when you think of all he useless fighting and death, there must be something we can do to end
it).

¢. Reference to one’s understanding of the world, or to the process of understanding the world (Life can
be hard, there is so much to leam and not all of it is fun or easy).
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AGENCY
Statements that refer to the formation of, existence of or control of self
“I GOT TO BE LIKE THIS BECAUSE MY PARENTS TAUGHT ME”
“I TRIED HARD TO BE LIKE THIS”

Level 1.
Supernatural, biological, or social forces influence the existence or formation of the self. E.g My
body changed as I got older because that’s just what happens.

Level 2.
Talents, abilities, wishes, motivation, or efforts of the self influence the existence or formation of the
self, E.g1 got to be this was because I tried really hard to be like this.

Level 3.
Communication with others influences the existence or formation of the self. E.g I got to be the way I
am by spending time/talking with my parents.

Level 4.

Personal or moral evaluations of life’s possibilities influence the existence or formation of the self.
E.g. 1 decided to be a really kind person because when I was younger I saw lots of kids hurt by teasing and
rejection.
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CONTINUITY
Statements that defend or explain the sense of self-continuity over time

“Even if I change from year to year, I’ll still have my same friends”

Level 1.

Reference to one’s continuity in relation to stable physical properties, possessions, and behaviors.
The self’s continuity over time is defended in reference to externally observable physical or
behavioral characteristics of self.

Identification of one’s:

a. name as the basis for continuity (I know it’s still me because my name is the same).

b. body as the basis for continuity (I know I’'m me because my hair is always the same color).

c. possessions as the basis for continuity (I always have tovs and they’ll always be mine).

d. stable behavior as the basis for continuity (I always play with my toys and always will).

e. stable preferences as the basis for continuity (I still like science and swimming and I'll always be

doing science).

f.  social group membership as the basis for continuity (I'll always have my friends and family even
though I change).

Level 2.

References to one’s continuity in relation to one’s cognitive and active capabilities. At level 2, the
child moves away from a simple physicalistic assertion of self-sameness to an explanation that
includes psychological characteristics. These psychological qualities are considered as immutable
and permanent.

Reference to one’s:

a. stable knowledge as the basis for continuity (I know it’s me because I still know the things I knew five
years ago).

b. One'’s memory as the basis for continuity (I know I’m the same person even though I look differently
because I have a good memory and I remember who I was).

C. One’s abilities in relation to one’s continuity (I've always be good at sports and I always will be).

Level 3.

Reference to one’s continuity in relation to recognition from others. Self-continuity is no longer
defended by reference to static physical or psychological characteristics. At level 3, self<continuity is
related to the social context that extends beyond the self. One’s sense of self-continuity is in part
dependent upon others’ continuing recognition of the self over time.

a. Reference to physical properties that lead to recognition from others (My eyes will always stay the
same and that’s important because if my mom saw be she wouldn’t recognize me if my eyes were
different).

b. Identification of continuity by recognition from family members (1 always know it’s me because I still
have my family and they are the ones who raised and taught me. They’ll always know I’m me and not
someone else).

c. Identification of continuity by recognition from friends (Even though you change from year to year,
people still like you, you change but not all that much. People will still say, “that’s Melissa™).
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Level 4.
Reference to one’s continuity in terms of the relationship between one’s earlier and present
characteristics of self.

At this level, the individual no longer views the self as having characteristics or properties that remain
unchanged over the lifespan. Instead the self’s properties or characteristics are believed to change from one
earlier period or up to a later period of life. At the present moment, however, the properties or
characteristics of the self are believed to be directly related to, although not identical with, the self’s
characteristics of earlier periods in life. This relationship between characteristics of the self past and
present tends to be difficult to verbalize, and thus children tend to express it in terms of their personal
feelings and special knowledge of themselves.

Identification of one’s:

a. personal feelings and one’s self-knowledge in relation to one’s continuity across time (I always know
it’s me by the way I feel inside. You just know that you're the same person—you know yourself).

b. orientation towards the world in relation to one s continuity across time (I always know I’m me
because I’ve always believed that everyone should be equal. I've always thought it to be terrible that
just because someone has a different skin color that they’re not treated the same. I think everyone
should be treated equally.
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DISTINCTNESS
Statements that defend or explain the sense of distinctness from others

Level 1.

Reference to one’s distinctness as based upon one’s physicalistic features. The self*s distinctness is
asserted on the basis of observable physical properties and social group memberships, which may
include the self’s appearance, name, typical activities or social greups.

Identification of one’s:

a. name in relation to a sense of distinctness from others (I'm different from everyone else because I’'m
the only one with my name).

b. physical properties in relation to a sense of distinctness from others (I'm different from Kay because I
have blue eyes and she has brown).

c. Possessions in relation to a sense of distinctness from others (I’m different from Kay because she has
cool shoes and I don’t).

d. social group membership in relation to a sense of distinctness from others (I'm different from the other
kids in my class because I have different parents).

Level 2.
Reference to one’s distinctness as stemming from differences between self and other along one’s
character, personality or cognitive dimension.

Sense of distinctness in relation to one’s:

a. abilities as compared to the abilities of others ('m special from all the other girls because I'm the
fastest runner).

b. cognitive capabilities as compared to the cognitive capabilities of others (I’m different because no one
could know what I know—they might be a little smarter or a little dumber).

c. activities as compared to the activities of others (I’m special because of the things I like to do).

d. personality characteristics as compared to the personality characteristics of others (I'm different
because I'm friendlier and more giving than most of the people I know).

Level 3.
Reference to one’s distinctness as deriving from a unique combination of psychological and physical
characteristics.

a. A sense of distinctness in relation to one’s identification of a unique combination of psychological and
physical qualities (I'm different from people in some ways and like them in others. A lot of my parts
might be the same as some other people but nobody else has the exact same things).

Level 4.
Reference to one’s distinctness as a consequence of the self’s own unique subjective experiences and
subjective interpretations of the world.

Identification of one’s distinctness in:

a. relation to one’s personal feelings (I'm unique because I don’t feel like other kids—some things won’t
make me feel happy. I have feelings that are unique to me).

b. terms of one’s orientation towards the world (I'm different from other girls my age because I'm a lot
more understanding, I know what will hurt other people’s feelings and I'm careful not to do so. 1
could never be mean to others like some kids are).
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STEPS FOR CODING

STEP I IDENTIFY CHUNKS THAT ARE SCORABLE WITH BRACKETS

STEP 2: IDENTIFY ALL SCHEMAS IN EACH CHUNK--PH, AC, SO, PSY, AG,
CON, DL

STEP 3: ASSIGN EACH SCHEME A LEVEL.

STEP 4. ASSIGN A SUBTYPE FOR EACH LEVEL DECISION.

STEP 5: HIGHLIGHT WITH READ INK CHUNKS THAT HAVE MULTIPLE

LEVLES FOR DIFFERENT SCHEMAS WITHIN THAT CHUNK (ie the
same chunk can be coded a physical 2, active 4).

STEP 6: TRANSFER CODING TO FORM.
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Appendix E
Layering Self-Understanding: Expanded Damon & Hart Self Schemas

Damon and Hart’s original seven self schemas

Physical
Active

Social
Psychological
Agency
Continuity
Distinctiveness

Relatfionai Contexi added io original schemas

Physical-self, physical-other

Active-self, active-other

Social-self, social-other
Psychological-self, psychological-other
Agency-self, agency-other
Continuity-self, continuity-other
Distinctiveness-self, distinctiveness-other

Constructiveness Context added to original schemes

Physical-self constructive, physical-self unconstructive, physical-other
constructive, physical-other unconstructive

Active-self constructive, active-self unconstructive, active-other
constructive, active-other unconstructive

Social-self constructive, social-self unconstructive, social-other
constructive, social-other unconstructive

Psychological-self constructive, psychological-self unconstructive,
psychological-other constructive, psychological-other unconstructive

Agency-self constructive, agency-self unconstructive, agency-other
constructive, agency-other unconstructive

Continuity-self constructive, continuity-self unconstructive, continuity-
other constructive, continuity-other unconstructive

Distinctiveness-self constructive, distinctiveness-self unconstructive,
distinctiveness-other constructive, distinctiveness-other unconstructive
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Appendix F
Self-Understanding Scoring Sheet

Subject #:
Total Word Count for Interview:
Total # Chunks identified:

Total # self-independent chunks
Total # self-with-other chunks

Schema # Chunks/Valence
1+ 1- 2+ 2- 3+ 3- 4+ 4- Total + Total-

PHysical-self
PHysical-other
ACtive-self
ACtive-other
SOcial-self
SOcial-other
PSYchological-self
PSYchological-other
AGency-self
AGency-other
COntinuity-self
COntinuity-other
Distinctness-self
Distinctness-other
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Appendix G

WORKSHEET FOR READING SELF NARRATIVES
[Based upon the worksheet utilized by Tolman (1992)]

1. READING FOR THE STORY--As executed by Debold (1995) Events should be
summed in temporal sequence and identify the relationships that are given importance
across the entire interview. Note repeated worlds and phrases, metaphors and images.
The "reader” should respond to the narrator

with her own feelings and thoughts about the narrator, commonalities and differences
between the narrator and the reader--acknowledging the readers own assumptions and
biases about trying to understand a different person's story. It is important to note that the
goal "is to get a sense of what is happening, to follow the unfolding of events, to listen to

Lo demmn fabg cxdes wbas cxbgen ool PR Y- U WL |
Uul€ dramia {ui€ Wi, wiiat, Wiieli Wii€Ie, ana Wiy Ol ti€ faiTauve).

2. READING FOR SELF--As Tolman (1992) states, "the purpose of this reading is to
identify the "self story” in the narrative, in what ways the person speaks about rand
knows herself in and through the narrative”. All statements that refer to self, "I", "my", or
"me" are underlined and highlighted, creating what Debold (1995) calls a "seif poem". I
am most interested in noting how girls are defining themselves as objects in the context
of different relations, as well as how they see their "self" as developing, their sense of
agency--in other words, how they got to be the way they are, what they know about
themselves as well as what they don't know.

A Self Story

B. About what is the self clear? About what is the self confused?

C. Is self positioned as a subject/agent? (agency in the service of what or
whom)
SUMMARY OF SELF
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3. READING FOR SILENCE: Highlight the places in the interview where girls silence
themselves within the context of the interview and in which girls report silencing
themselves--as Debold asserts, examining "these silences to see what it is that girls
cannot or do not wish to speak and in what context this happens". Underline

areas in text where the narrator says "I don't know", is unresponsive to questions or where
she describes situations and times that she did not feel free to do, say, speak or think what
she thought, felt or wanted to do.

4. READING FOR EMBODIED KNOWLEDGE: As Debold states, "this reading
identifies piaces in the interview narrative where knowing and action arise from the
knowing, perceiving sentient body, not just from mental categories or analysis. This
knowledge concerns an awareness and expression of the full range of human feelings and
responses, both in oneself and in others, as well as a "face value" reaction to the
complexities an dangers of life". Areas in the narrative where feeling seems to determine
and guide thought should be underlined, these are areas where feelings and thinking are
integrated processes. In other words there is no dichotomy between what how one feels
and how one thinks (or acts).

A What is known by the narrator about her self, her body, her relationships
and her world?

B. Are girls acting, thinking, feeling "true" to their self?

5. READING FOR DISEMBODIED KNOWLEDGE: This reading "catalogues and
interprets incidents where a girl abandons what she knows or feels". Sections of the text
should be underlined where girls erase, censor, negate, retract or silence their feelings,
their bodily responses and their knowledge. Debold also argues that disembodied
knowledge is located in psychological defense processes such as intellectualization,
minimizing, abstraction, distancing and dampening of emotional intensity. Areas where
such psychological defense mechanism in the text are present should also be underlined.

A What is not known by the narrator about her self, her body, her
relationships and her world?

B. Are girls acting, thinking, feeling "false" to their self?
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6. READING FOR INTELLECTUAL KNOWLEDGE: This reading notes the
process of analysis that girls use and the appearance of normative standards, moral
language, such as "shoulds" or "oughts”, and ideals in the girls language. Such areas of
the girls narrative should be underlined.

A What is the narrators "moral code"--what does she feel she ought or
should be in comparison to how she is now? Note the narrators ideals for
her self, her body, her relationships and her world.

PARALLEL PROCESS: Note how the reader responds to the narrator and to the above
analysis.
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Figure 1

Damon and Hart’s (1988) model of self-understanding
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