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Abstract

The practicum experience involved feminist cognitive behavioral therapy with

five women. The majority of these women experienced weight preoccupation and eating

disturbed behaviors. Feminist therapy techniques were utilized to increase body image

and self-esteem, and challenge traditional gender role behaviors. Cognitive behavioral

techniques were used to modifo the thinking patterns and behaviors that maintained

negative body image, low self-esteem, and eating problems. Self-monitoring, goal

attainment scaling, student feedback, and client satisfaction questionnaires were used to

evaluate the intervention. All of the evaluative measures indicated a positive

improvement in each client's situation.

The practicum experience also included two group work interventions. The

Images group for young women experiencing weight preoccupation helped members gain

the necessary information and skills to increase their body image and selÊesteem. The

prevention group provided members with useful information and skills to help protect

them from developing eating disorders. Although the focus of the groups differed,

similar feminist and cognitive behavioral interventions were included. Feedback from

questionnaires, members, collages, and a written evaluation indicated the achievement of

the Images group goals, as well as positive changes within each of the member's

situations. Feedback from members, collages, a written evaluation, parents, and the

classroom teacher suggested that the eating disorder prevention group was a positive

experience for the sixth grade girls involved.
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CHAPTER 1 - INTRODUCTION

Women account for 90 percent of those affected by eating disorders (American

Psychiatric Association,1994). Research indicates that this is likely due to society's

different gender expectations (Rohwer & Massey-Stokes, 2001). The National Eating

Disorder Information Centre (1997) reports that70 percent of North American women

diet at some point in their lives and 40 percent are consistently dieting in response to

societal pressures to be thin. These statistics indicate that many women struggle with

weight preoccupation and issues related to food and body image. Some of these women

go on to develop more severe eating disorders such as anorexia, bulimia, and binge eating

disorder (Calgary Regional Health Authority, 2000). Weight preoccupation and eating

disorders have harmful emotional and physical consequences that adversely affect all

aspects of a woman's life from her ability to be in school or work to her relationships

with others (Shekter-Wolfson & Woodsid e, 1997). The emotional effects include

feelings of low self-esteem, shame, depression, and social withdrawal (Calgary Regional

Health Authority, 2000). Some of the serious physical effects associated with eating

disturbed behaviors include blackouts, constant physical pain, electrolyte imbalance,

muscle cramping, heart attacks, and death (Kinoy, Holman & Lemberg,1999).

It is evident that weight preoccupation and eating disorders are serious problems

for many women. Effective treatment of these issues requires the help of caring

professionals from a variety of disciplines including social work. Social work's largest

contribution to the field of eating disorders is found in the area of family therapy, which
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has made significant gains in understanding the role of family in the etiology and

treatment of eating disorders (Shekter-Wolfson &'Woodsid e, 1997).

Social work has also contributed to area of group work. The literature outlines

various models of group work interventions. These include support, psychoeducational,

self-help, and family relations groups for clients with eating disorders (Shekter-V/olfson

& Woodside,1997). A professionally facilitated support and education group for parents

of children with eating disorders is also described (Shekter-Wolfson & Woodside,1997).

Other social work research has examined the role of sexual abuse in the

development of eating disorders and the family dynamics of eating disordered children.

Additional research has explored parenting problems encountered by women with eating

disorders and factors affecting treatment outcome for women with anorexia (e.g., social

class, relationship with parents) (Shekter-Wolfson & Woodside,1997). Overall, the

literature in the area of eating disorders reflects the "breadth of the knowledge base and

interest of social work" (Shekter-Wolßon & Woodside,1997, p. 5). Unforfunately

lacking is knowledge about the larger social context in which eating disorders develop

and research in the area of treatment efficacy (Shekter-Wolfson & Woodside,1997).

"The purpose of social work is to help people in need by using any ethical means

possible" (Kirst-Ashman & Hull, 1999,p.3). Because of the profession's focus on the

systemic effects between people and their environment, social work has a professional

responsibility to bring to light the implications of society's attitudes, values, and beliefs

and how they relate to women and their role in society. Social work interventions within

the area of weight preoccupation and eating disorders promote healthy change at the

micro, mezzo, and macro levels. These interventions include individual counselling,
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group work, family therapy, and advocating for social and political change. All social

work interventions seek to empower clients through increasing awareness and building

on existing resources of shength.

Interventions that compliment the social work perspective and affect change

ÍÌmong \ryomen experiencing weight preoccupation and eating problems include feminist

and cognitive behavioral therapies. These therapies provide useful techniques that

encourage change at the individual and systemic level. Feminist therapy techniques

include consciousness raising, social and gender role analysis, and social activism

(Brown, 1993a). Cognitive behavioral interventions involve psychoeducation, cognitive

restructuring, and problem solving (Fairburn, Marcus & Wilson, 1993a). Similar

strategies are often employed in interventions designed to prevent problems such as

eating disorders (Mussell, Binford, & Fulkerson, 2000).

The primary aims of the practicum were threefold. The first primary aim was to

provide a blend of feminist and cognitive behavioral individual counselling to women

experiencing weight preoccupation and/or eating disturbed behaviors. The counselling

experience provided clients with increased self-awareness, effective problem solving

skills, and a sense that they were not alone in their struggles. The second primary aim

was to assist in the development and co-facilitation of two group interventions. The first

intervention \ryas a treatment group that involved adolescent women experiencing weight

preoccupation. The goup experience provided members with information and the

opportunity to establish safe and trusting relationships with others who shared similar

experiences. The second intervention was a prevention group that involved sixth grade

girls. The preventive intervention provided members with the necessary information and
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skills to help avert future tendencies to weight preoccupation and eating disorders

(Friedman, 1999a). The third primary aim was to evaluate the clinical effectiveness of

the above interventions. Evaluation provided the counselling clients and group members

with an opportunity to review the changes that they have made throughout their

counselling/goup experiences.

A secondary aim of the practicum was to provide feminist cognitive behavioral

individual counselling to women experiencing problems that did not include weight

preoccupation and eating disturbed behaviors. The purpose of including these clients was

to compare the application and effectiveness of this integrated approach between women

with weight preoccupation and those without.

Learníng Goals of the Practicum

The learning goals of the practicum were as follows:

(1) To develop clinical assessment skills;

(2) To develop individual and group intervention skills in cognitive behavioral

therapy;

(3) To gun an understanding of the applications of feminist theory in practice;

(a) To experience how two theoretical perspectives blend in direct individual and

group practice modalities;

(5) To acquire group development and co-facilitation skills;

(6) To develop clinical evaluation skills;

(7) To gain an increased understanding of issues related to body image, weight

preoccupation, and eating disorders in women; and

(8) To gain an understanding of the role of social work within a feminist based
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multidisciplinary setting.
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CHAPTER 2 - LITERATURE REVIEW

The literature review begins with a description of the eating disorder continuum

as it provides a useful framework forunderstanding and treating women who experience

weight preoccupation and eating disturbed behaviors. The multi-determined etiology of

eating disorders is discussed and a review of the contributing biological, psychological,

familial, developmental, and sociocultural factors is provided. The rationale for using a

feminist cognitive behavioral intervention for women with body image dissatisfaction

and eating disturbed behaviors is outlined and the efficacy of each approach highlighted.

Discussion regarding the usefulness of a feminist cognitive behavioral group intervention

for adolescent girls with weight preoccupation and eating disturbed behaviors follows.

Finally, a review of the literature in the area of eating disorder prevention will outline a

brief rationale for the prevention of eating disorders, as well as highlight the risk and

protective factors associated with eating disorders. The empirical literature in the area of

eating disorder prevention will be reviewed and recommendations for future prevention

efforts will follow.

The Continuum: Anorexia, Bulimia, and V/eight Preoccupation

The Continuum Hypothesis

Proponents of the continuum hypothesis assert that women with weight

preoccupation and disordered eating exist along a continuum. Figure 2.1 illustrates Rice

and Russell's (2002) body image continuum.
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Figure 2.1

) --) ) --)

Body Image
Dissatisfaction

Weight
Preoccupation

Yo-Yo
Dieting

Eating
Disorders

Rice and Russell (2002) suggest that the metaphor of a continuum is a useful way

to conceptualizebody image, weight, and eating problems because it acknowledges the

differences in the seriousness of these problems while also demonstrating how these

struggles are related. The continuum hypothesis proposes that more similarities than

differences exist among women with clinical eating disorders and women who diet and

exercise as a means of weight control (Burstow, 1992; Brown, 1993a; Scarano &

Kalodner-Mntin,1994; Stice, Killen, Hayward & Taylor, 1998; Tylka & Subich, 1999;

Zerbe, 1993). Brown (I993a) suggests that it is only a matter of degree that separates

women who diet, exercise, and obsess about their body shape and weight, from women

who demonstrate more extreme behaviors of bulimia and anorexia.

At one end of the continuum is body image dissatisfaction. Body image

dissatisfaction refers to not liking one's body or specific body parts and is believed to

affect between 80 and 90 percent of adolescent girls and women (Rice & Russell, 2002).

Rice and Russell report that "narrow ideals leave little room for difference, diversity,

individuality or respect for natural changes in the body across life span" (p. 18).

Therefore, it is understandable that so few women are able to escape body image

dissatisfaction (Rice & Russell, 2002).

Weight preoccupation and yo-yo dieting follow body image dissatisfaction on the

continuum. Weight preoccupation includes counting calories, exercising for the purpose

Compulsive
Eating/Binge Eating
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of weight loss, and/or continuously trying to lose weight (Rice & Russell, 2002).

Seventy percent of women and between 50 and 80 percent of adolescent girls are

preoccupied with their weight (Rice & Russell, 2002). One negative consequence of

weight preoccupation is yo-yo dieting. Yo-yo dieting refers to the repeated cycle of

weight loss and weight gain and is estimated to affect 40 percent of adolescent girls and

women (Rice & Russell, 2002). Bear and Gayle (1993) suggests that "dieting is

intrinsically dangerous to women. It perpetuates women's feelings of low self-esteem,

body dissatisfaction, depression, food and weight preoccupation, and the painful pursuit

of society's beauty ideal. Our belief is that dieting shrinks a woman's world, not her

body" (p. a13). The diet industry in North America earns an annual profit of almost 40

billion dollars from people (primarily women) who buy into the deceptive promises of

weight loss propaganda (The National Eating Disorder Information Centre, 1997).

Compulsive or binge eating follows yo-yo dieting on the body image continuum.

Compulsive or binge eating refers to out-of-control eating that includes eating "quickly,

secretly, or in a trance-like state" (Rice & Russell, 2002, p. 19). Rice and Russell (2002)

note that it is common for people to engage in compulsive eating following periods of

dieting or when coping with strong emotions or traumas.

Eating disorders such as anorexia nervosa and bulimia nervosa exist on the

furthest end of the continuum. The terms troubled eating or eating problems may better

describe these experiences because the word disorder implies the very opposite of what

occurs. "As anyone who has ever known an anorexic woman is aware, there is nothing

more orderly than the precise regimen that women who are anorexic follow" (Burstow,

1992,p.202). Shekter-Wolfson and Woodside (1997) define anorexia as "the syndrome
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of self-imposed dietary restriction related to an intense drive for thinness and a distortion

of the way in which an affected individual views his or her body'' (p. 5). Anorexia is

charactenzed by loss of weight resulting in severe emaciation (Peterson & Mitchell,

1999). The two subtypes of anorexia include (1) a binge-eatinglptrging type (e.g., the

individual engages in binge eating andlor selÊinduced vomiting andlor misuse of

diuretics or laxatives) and (2) a restricting type (e.g., the individual does not repeatedly

binge eat andlor purge) (Peterson & Mitchell,1999). The prevalence rate of anorexia

among women ranges between 0.5 and 3.7 percent (APA, 2000).

Bulimia is defined as a "disorder charactenzedby binge-eating episodes in which

the individual consumes a large amount of food and experiences a sense of loss of

control, accompanied by attempts to prevent weight gain" (Peterson & Mitchell, 1999,p

686). The two subtypes of bulimia include (l) purging type (e.g., the individual engages

in self-induced vomiting and/or misuse of diuretics or laxatives) and (2) nonpurging type

(e.g., the individual engages in excessive exercise andlor fasting) (Peterson & Mitchell,

lggg). Peterson and Mitchell (1999) note that unlike anorexia, individuals who

experience bulimia are often normal weight, however some are overweight. Although the

prevalence rate of bulimia ranges from between 1.1 and 4.2 percent (APA, 2000), studies

have found that 'tlp to 20 percent of female college students are bulimic and 79 percent

experience episodes of bulimia" (Brown, 1993a, p. 53).

A feminist perspective on weight preoccupation and eating disorders supports the

continuum hypothesis and suggests that a woman's relationship with herbody and eating

is shaped by the larger social context in which she lives (Brown, 1993a). In Western

culture, a woman's appearance is inseparable from her identity, social value, and self-
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esteem and thus, she learns that she should not feel good about herselfunless she looks a

certain way (Brown, I993a).

The continuum framework of weight preoccupation and eating disorders reflects

an understanding of the psychological distress that women experience in'Westem society

Women with anorexia and bulimia are like most North American women who remain

preoccupied with weight, food, thinness, and a sense of inadequacy and a lack of control

in their lives (Brown,I993a). In an attempt to reduce these feelings of inadequacy and

lack of control, women control their bodies. The control that dieters and women with

anorexia andlor bulimia exert over their bodies enables them to become distracted from

experiencing uncomfortable emotions, as well as increase their self-esteem and sense of

control over their lives (Brown, 1993a; Zerbe, 1994). It is only when these women find

altemative methods of gaining control can their self destructive need for control be

surrendered (Brown, 1993 a).

Empírícal Support for the Continuum Hypothesís

Empirical research provides support for the continuum hypothesis. Stice and

colleagues (1998) examined whether differences in the areas of weight concern and

psychopathology among a sample of women with bulimia (n:19), subthreshold bulimia

(n:141), and no reported eating disturbance (n:660) were in accordance with the

continuity (continuum) or discontinuity hypothesis. The study found that thin-ideal

intemalizalion, dietary restraint, body dissatisfaction, emotionality, anxiety symptoms,

and depressive symptoms co-varied and collectively discriminated among the three

groups of women, thus providing support for the continuum hypothesis (Stice et al.,

1ee8).
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Two studies conducted by Tylka and Subich (1999) provide additional empirical

support for the continuum hypothesis. Tylka and Subich (1999) explored the construct

validity of the eating disorder continuum by examining whether certain psychological,

behavioral, and cognitive characteristics known to be associated with clinical eating

disorders varied along a continuum. The first study divided the sample of 169 college

women into three continuum groups. These included asynrptomatic, synptomatic, and

eating disordered (fulfilled the criterion for anorexia, bulimia, or eating disordered not

otherwise specified). The results of the first study indicated that neuroticism (a

personality traitthat is related to clinical eating disorders) varied along the continuum in

a linear fashion (Tylka & Subich, 1999).

Tylka and Subich's (1999) second study categonzed 135 public high school and

college women into asymptomatic, syrnptomatic, and eating disordered groups and found

that the participants' scores on eight out of the nine Eating Disorder Inventory-2

subscales varied in a linear fashion according to continuum placement. These subscales

included body dissatisfaction, ineffectiveness, interpersonal distrust, interoceptive

awareness, maturity fears, asceticism, impulse regulation, and social inhibition. Dieting

locus of control also followed a linear trend along the eating disorder continuum. It is

important to note that although the results are in accordance with the continuum

hypothesis, analysis of some of the EDI-? subscales determined differences between the

asymptomatic and symptomatic groups but not between the symptomatic and eating

disorder groups. Thus, some of the study's findings are not in complete accordance with

the continuum hypothesis, which asserts that there should be a significant quantitative
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difference between the eating disorder and symptomatic groups (Tylka & Mezydlo

Subich, 1999).

Although empirical literature provides support for the eating disorder continuum

hypothesis, it is important to note the limitations of the research. The generalizability of

the findings is limited because of the moderate number of participants that met the

diagnostic criteria for bulimia (Stice et al, 1998), as well as the restricted age (Stice et al.,

1998) and ethnic diversity (Stice et al., 1998; Tylka & Subich, 1999) of the samples. In

addition, Tylka and Subich (1999) note that their sample may not be representative of all

female college students because they intentionally targeted sororities where eating

disturbed behaviors are believed to be more prevalent. Finally, because all of the studies

relied solely on participant's self-reports, there is potential for reporter bias to exist

within the data. Although these studies provide initial support for the eating disorder

continuum, it is important that further research be conducted in this area as it has

important implications in the areas of eating disorder etiology and intervention.

Etiology

A review of the etiological factors that contribute to the development and

maintenance of eating disorders is essential as it provides insight into the selection of

appropriate and effective interventions. The etiology of eating disorders is believed to be

multi-determined (Cooper, 1995) and is thought to include biological, psychological,

familial, developmental, and sociocultural factors. It is important to note that although

each factor will be discussed independently of the others, it is the interaction of the

factors that place an individual at risk for developing an eating disorder.
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Bíological Factors

Psychogenetics theory proposes that some individuals are predisposed to develop

an eating disorder (Jones & Nagel, 1992). Strober (1995) notes that the "converging

evidence from family, twin, and adoption studies demonstrates the important, if not

dominant, role played by genetic factors in personality formation, as well as in

susceptibility to psychopathological disorders" (p.212). Gleaves and colleagues (2000)

report that because eating disorders tend to run in families it appears that there must be a

genetic component to the illness. Preliminary studies have indicated a significantly

higher incidence of eating disorders among the first-degree relatives of individuals with

anorexia when compared with the immediate families of participants in the control group

(Jones & Nagel, 1992; Rohwer & Massey-Stokes, 2001). In addition, twin studies report

concordance rates that are significantly greater for monozygotic twins than dizygotic

twins (Gleaves, Miller, Williams & Summers, 2000). While these findings suggest a

strong etiological role of genetic factors in the development of anorexia, evidence of

genetic factors in the development of bulimia remains contradictory (Strober,1995).

Recent biological theories of eating disorders have found evidence of disturbances

in the neurotransmitters (specifically in the levels of serotonin) of individuals with

anorexia and bulimia (Gleaves et al., 2000; Jimerson, Wolfe, Metzger, Finkelstein,

Cooper & Levine, 1997; Strober, 1995). Gleaves and colleagues (2000) review of the

literature however, indicates that these neurobiological variables that are associated with

eating disorders result from starvation and the binge-purges cycle and are not the cause of

the disorder.
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Researchers also speculate that an individual's biological vulnerability to eating

disorders is due to the non-specific personality traits (e.g., poor impulse control and

emotional stability) that are inherited and then interact with other psychological and/or

cultural factors and contribute to the development of eating disorders (Gleaves et al.,

2000). Strober (1995) suggests that the risk of eating disorders is precipitated by the

conflict that exists between heritable personality traits (that bias an individual towards

certain feelings and behaviors) and the normative pressures of adolescence.

Although it seems evident that biology and genetics play a role in the etiology of

eating disorders, the precise nature of its role remains unclear (Gleaves et al., 2000;

Robinson, 2000). Walsh and Devlin (1998) also reviewed the possible etiologic role of

biological factors in the development of eating disorders, and concluded that "such

findings, while intriguing, fall well short of establishing a causal link between biological

aberrations and AN fanorexia nervosa]" (p.2).

Psychological and B ehavioral Factors

Psychological Factors

Certain psychological characteristics and personality traits tend to characterize

individuals with anorexia and bulimia and are believed to play an important role in the

development and maintenance of eating disorders. Wonderlich (1995) reports that in

spite of the methodolo gically limited data, certain themes have emerged that depict the

personality traits commonly found in individuals with eating disorders. It is important to

note that because the effects of the eating disorder exacerbate precipitating personality

traits, directionality of causation has been difficult to determine (Thurstin,1999;
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Wonderlich, 1995). Wonderlich (1995) notes that some research has found that certain

personality traits remain evident in women who have recovered from anorexia. While

these findings suggest that personality factors play a role in the development of eating

disorders it is important to note that they may be tainted by the long term damaging

effects of the eating disorders and thus, may have no etiologic significance (Vitousek &

Manke, 1994; Wonderlich, 1995). It is also noted that there is no one individual

personality prototype that can be used to definitively charactenze all persons with eating

disorders. Thus, variability exists among individuals with anorexia and more so among

individuals with bulimia (Wonderlich, 1995). Despite this known variability among

women with eating disorders, Rosen (1997) notes that of all the psychological factors that

are believed to contribute to the development of eating disorders, "body image

dissatisfaction is the most relevant and immediate antecedent" (p. 188).

The literature indicates that individuals with anorexia tend to be perfectionists

with a strong orientation to high achievement (Haas & Clopton,200I; Rohwer &

Massey-Stokes,2001; Thurstin, 1999; Wonderlich,1995). Thurstin (1999) notes that

"individuals with anorexia often desire to be "the best" in everything, including school,

recreational activities, and personal appearance" (p. 14). This perfectionism is also

observed in these young women's obsession with thinness (Thurstin, 1999). Rohwer and

Massey-Stokes (2001) review a study that assessed adolescent girls' images of the ideal

woman as well as their own individual goals. These scores were then compared with the

girls' ratings on the Eating Attitudes Test. The study determined that all girls reported a

similar picture of the ideal woman ("superwoman"). However, only those girls whose

personal goals coincided with this ideal view reported greater levels of eating pathology.
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The literature reports that individuals with anorexia tend to display a high degree

of interpersonal sensitivity (Wonderlich, 1995). Chatoor (1999) asserts that while these

individuals display an acute awareness to the verbal and nonverbal cues of others, they

remain unaware of their own feelings, and demonstrate difficulty with the expression of

emotion. These characteristics coupled with a great desire to comply to the needs of

others (Vitousek & Manke, 1994) explain their avoidance of conflict and fear that people

will dislike them if they are unable to meet their expectations (Chatoor, 1999; Thurstin,

1999). In addition, reticence (e.g., silent and resen¿ed) (Vitousek & Manke, 1994), low

novelty seeking (e.g., hesitant to engage in new experiences), as well as high harm

avoidance and reward dependence have been noted in individuals with anorexia

(Wonderlich, 1995).

The literature suggests that as the illness progresses, depression becomes

increasingly evident (Haas & Clopton,200l), as well as lowered self-esteem and

increased feelings of worthlessness (Thurstin, 1999). Rowher and Massey-Stokes (2001)

concur with these findings and note that "while these factors may contribute, the process

becomes a vicious cycle, as dieting causes stress and may place females at risk for

depression and, at the same time decreases self-esteem" (1. 218). In addition, the

common ineffectiveness of dietary restraint for the purpose of weight loss often leads to

feelings of frustration, failure, and lowered self-esteem (Rohwer & Massey-Stokes,

2001).

Individuals with bulimia tend to display many personality traits similar to those

observed in individuals with anorexia. These include perfectionism, compliance,

interpersonal sensitivity, avoidance of conflict, low self-esteem, and chronic depression
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(Wonderlich, 1995). Thurstin (1999) reports that when compared with women in the

control groups "bulimic individuals demonstrate a greater interest in dieting and are more

likely to associate thinness with success, attractiveness, and happiness" þ. 15). It

appears that individuals with bulimia believe that when they achieve their desired

thinness they will finally be good enough to be considered worthwhile (Thurstin, 1999).

Thurstin (1999) notes that the lack of self-confidence found in individuals with bulimia

drives them to be perfect in all that they do. By being "perfect" as well as "people

pleasers" individuals with bulimia tend to believe that they will escape any potential

criticism or conflict.

Research indicates that unlike individuals with anorexia, individuals with bulimia

tend to be extroverted and more emotionally distraught (Vitousek & Manke, 1994;

Wonderlich,1995). In addition, these individuals are often observed to have poor

impulse control, and low frustration tolerance (Wonderlich, 1995). Thurstin (1999)

reports that as the illness progresses and the woman experiencing bulimia becomes

increasingly frustrated she makes attempts to control an environment that is

uncontrollable. As a result, individuals with bulimia commonly begin to display a more

hostile and irritable attitude towards others. This "emergence of resentment and anger

represents only the tip of the iceberg of the rage harbored within, resulting from feeling

unloved, unappreciated, and abused by others" (Thurstin, 1999, p. 16).

Behavioral Factors

Past research has found that dieting is a risk factor for eating disorders (Cooper,

1995; Polivy & Herman,1995; Polivy & Herman, 1993; Rohwer & Massey-Stokes,

2001). The specific behavioral features related to dieting are also commonly observed in
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individuals with eating disorders. Although researchers consider dieting to be necessary

in the development of eating disorders, other etiological factors must interact with dieting

in order to cause eating disorders (Wilson, 1995).

The behaviors that are commonly observed in individuals with anorexia include

caloric restriction, denial of eating problems, unusual eating behaviors, excessive

exercise (e.g.,3-4 hours per day), as well as other weight control measures such as

vomiting and using laxatives or diuretics (Thurstin, 1999; Beumont, 1995; Kinoy eI al.,

leee).

The behavioral features of bulimia are charactenzedby binge eating and purging

through vomiting, excessive exercise, diuretic, andlor laxative use (Beumont, 1995;

Thurstin, 1999). Individuals with bulimia usually display controlled eating in front of

others and binge-eat when alone. As the bingeing/purging behaviors increase, it is

common for the individual to become more socially isolated (Thurstin, 1999).

Familial Factors

Proponents of family systems theory suggest that familial factors such as family

characteristics and interactional patterns play a primary role in the development and

maintenance of eating disorders.

Familíal Factors Related to Anorexía

Minuchin, Rosman, and Baker (1978) coined the term "anorectic family''in an

attempt to describe the "interpersonal transactions that organize the behavior of family

members in dysfunctional pattems" (p. 51). This term suggests that the identified patient

is an active participant in a family where the interaction of its members serves to
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maintain the psychosomatic symptom (anorexia nervosa). Minuchin and his colleagues

conducted a study that explored the family context of patients with anorexia and found

that like other psychosomatic families, the anorectic family possessed specific qualities

that characlenzedtheir overall family functioning (Liebman, Sargent & Silver, 1983).

These characteristics include enmeshment, overprotection, rigidity, lack of conflict

resolution, and engaging the symptomatic child in detouring marital conflict (Minuchin et

a1.,1978). Minuchin and colleagues (1978) suggest that while no single characteristic

can alone create and reinforce the psychosomatic symptom, the matrix of the

characteristics can affect the family structure and process in a way that encourages and

maintains the psychosomatic symptom.

Although a series of studies have evaluated the psychosomatic model of the

anorectic family and found that there was "significant variability in the nature of the

families' interactions" (Shekter-Wolfson & Woodside,1997, p. 3; Grigg, Friesen &

Sheppy, 1989), empirical research has supported some of Minuchin's clinical findings.

Killian's (1994) review of the literature indicates that the families of individuals with

anorexia were found to be more enmeshed than families in the control group. In addition,

individuals with anorexia were found to perceive their fathers as more overprotective and

their families as more rigid when compared to the participants in the control groups

(Killian, 1994). Research also found that when discussing controversial topics, families

with an anorexic daughter had significantly more difficulty remaining focused on the

subject, discussing it, and reaching a resolution than the families in the control group

(Latzer & Gaber, 1998).
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Familial Factors Reløted to Bulimia

Killian (1994) notes that distinct variability exist within bulimic families'

dynamics and functioning. It is believed that systemic and family life cycle issues must

be acknowledged in order to determine the function of the bulimic symptom. Family

issues expressed in the form of bulimic s¡rmptoms include leaving home, control or lack

thereof, lack of privacy, family secrets, rigidity of rules, lack of rules, loss, difficulty in

expressing anger, and dissociation of emotions (Killian, 1994). Problems in the area of

individual and subsystem boundaries are also common in bulimic families (Killian,

ree4).

Weight and appearance are also important issues in bulimic families (Killian,

1994). Chatoor (1999) reports the findings of a study that examined the relationship of

childhood mealtime experiences to later bulimia nervosa among individuals with bulimia,

individuals without bulimia, and repeat dieters. The study concluded that "women with

bulimia reported high levels of stress and conflict during meals, the use of food as a tool

for punishment or reward, and emphasis on dieting and weight by their parents" when

compared with the other groups (Chatoor, 1999,p.2I).

Developmental Factors

Developmental factors are thought to influence the onset of eating problems and

disorders. The literature suggests that adolescence girls are at high risk for developing

body image and eating problems (Friedman, 2000; Jones, Bennett, Olmsted, Lawson &

Rodin, 2001). A Canadian study conducted by Jones and colleagues (2001) examined the

disordered eating attitudes and behaviors among 1739 adolescent girls aged 12-18 years.
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Consistent with other research findings, the study indicated that disordered eating

attitudes and behaviors (e.g., dieting, bingeing andlor purging) increased gradually

throughout adolescence. However, what remained striking was the number of girls aged

12 to 14 years who were already engaged in severely disordered eating (Jones et al.,

2001). "Twelve percent of girls aged 72-14 years reported binge-eating episodes in the

previous month, and almost 7 o/o of this age group reported selÊinduced vomiting to lose

weight" (Jones et al., 2001, p. 4). By age 15, disordered eating behaviors and attitudes

were as common as those reported in older high-risk groups (e.g., college and university

students) (Jones eI a1.,2001).

The literature suggests that change at the individual and societal levels have a

significant impact on adolescent girls which causes them to disconnect from their bodies

(Friedman, 2000). Friedman (2000) reports that "changes in their bodies during puberty

affect how they experience and relate to their bodies - as do incidents of racism,

violence, sexual abuse, and society's prejudice toward fat" (p. 2I). In adolescence, girls'

bodies require fat in order to begin menstruation. Because society and the media value

thinness over fat, it is common for girls to fear fat, diet, and become dissatisfied with

their bodies when they enter into puberty (Friedman,2000; Pipher, 1994). Pipher (1994)

asserts that "girls developed eating disorders when our culture developed a standard of

beauty that they couldn't obtain by being healthy. When unnatural thinness became

attractive, girls did unnatural things to be thin" (p. 184).

Girls experience disconnection from friends as they make the transition from

small elementary schools to larger junior and high schools (Friedman, 2000).

Disconnection from their selves is furthered as adolescent girls are socialized to learn the
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value of pleasing others (often at the expense of themselves) and holding back feelings

and opinions that may hurt others (Friedman, 2000). In addition, stressful life events

during adolescents such as conflict with parent(s), parental divorce, and experiences of

discrimination and/or abuse may cause girls to disconnect from their selves (Friedman,

2000).

Friedman (2000) asserts that "because girls are socialized to internalizetbeir

distress, they blame themselves and develop a negative voice or grungie fthe things that

girls say that make them feel badly about themselves (e.g.,"fat," "ngly," "stupid")] as a

way of dealing with the stressors in their lives" (p.21). Girls will often encode their

personal feelings and experiences in a"language of fat" as they attempt to deal with their

emotional pain by trying to change their body (e.g., through dieting). Friedman (2000)

reports that these experiences can lead girls further along the continuum of weight

preoccupation and disordered eating.

Research conducted on college women suggests that it is common for women

with subclinical levels of disordered eating upon beginning college, to develop clinical

eating disorders (Mussell et al., 2000). Increases in academic pressures, stress, and other

significant changes in life circumstances (e.g., geographic move, change in job or

relationship) have been associated with the onset of eating disorders (Mussell et al.,

2000). Therefore, guiding young women through the transitions of adolescence and early

adulthood may help to decrease the risk for eating disorders to occur (Mussell et al.,

2000).
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Sociocultural Factors

Sociocultural factors are believed to contribute to the development and

maintenance of body image disturbance and eating disorders. Gordon (2000) reports that

virtually all researchers and clinicians note the critical importance of a sociocultural

understanding of why eating disorders have become an epidemic in recent times. Of

these researchers and clinicians, the feminist perspective has most strongly emphasized

the primary role of sociocultural factors in the development of body image

dissatisfaction, weight preoccupation, and eating disorders (Striegel-Moore, 1995). It is

proposed that societal influences and pressures to be thin, as well as the role of women in

Westem societies, encourage women to diet, which in turn can lead to the development of

eating disorders (Cash & Strachan,1999; Cavanaugh & Lemberg,1999; Chatoor, 1999).

Society's Thin Body ldeal

The current Western cultural representation of feminine beauty emphasizes

thinness and attractiveness (Cavanaugh & Lemberg,1999; Gordon, 2000; Jambor, 2001).

It is believed that women strive for thinness because of media, fashion, and fitness

influences (Damarest & Allen, 2000; Gordon, 2000; Stephens, Schumaker & Sibiya,

1999). These influences promote the symbolic connotations of the ideal body, which

include success, selÊcontrol, and acceptance from others (Wilfley & Rodin, 1995).

Cavanaugh and Lemberg (1999) report that "this ideal is reflected in the media's

portrayal of the "model woman," which has grown thinner in recent years, well beyond

what is physically attainable for most women" (p. 9). Women endure unhealthy eating

and exercise practices (which may potentially lead to an eating disorder), as they strive to

obtain this ideal body and thus, feel accepted in society (Jambor, 2001).
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The Role of Women in Society

Although feminist theorists agree that the female beauty ideal has moved towards

extreme thinness during times when \ryomen have made meaningful advances towards

achieving greater political andlor personal freedom (Brown & Jasper, 1993; Striegel-

Moore, 1995), considerable debate exists as to the meaning of Western culture's thin

beauty ideal (Striegel-Moore, 1995). Some feminists propose that thinness is valued as a

symbol of progress towards the liberation of women (Brown & Jasper, 1993; Striegel-

Moore, 1995). Because thinness implies highly valued characteristics such as self-

control and independence, women attempt to lose weight in order to escape from the

confinement of traditional sex-role stereotypes and gain access to financial and

interpersonal success (Striegel-Moore, 1995). Smolak and Murnen (2001) report that

"women who are thinner are more likely to be hired and promoted, more likely to have

dates, and meet the cultural definition of attractive" (p. 95).

Other feminists suggest that the female thin ideal came forth as a response to

women's increased power in society (Striegel-Moore, 1995). In order to aid in the

control of women's social aspirations the thin ideal is used to direct and refocus women's

attention to obtaining a specific body type. Because this body type is unrealistic and thus

unobtainable, many women experience feelings of shame, self-doubt, and a lowered

sense of self-empowerment (Striegel-Moore, 1995). In addition, Srebnick and Saltzberg

(1994) note that naffow beauty ideals have caused women to "compete against each

other, using weight as a yardstick to measure status" (p. I18).

Other feminist theorists argue that contradictory meanings of the female thin ideal

coexist (Striegel-Moore, 1995). For example, Brown and Jasper (1993) argue that "the
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idealized thin body, which is increasingly lean, muscular, and "surgically enhanced"

reflects the fragmented and contradictory expectations women experience in Vy'estern

societies at a time when they have achieved greater equality, yet continue to be oppressed

in fundamental ways" (p. 17). The ideal female body depicts a "superwoman" who is

expected to successfully cany out the contradictory roles of being the nurturing mother,

the sexy and giving partner, and the independent, ambitious, and competitive career

woman (Brown & Jasper, 1993; Gordon, 2000). Although women have made gains in

terms of increased opportunities, the patnarchal society in which they live does not fully

validate and support these endeavors (Brown & Jasper, 1993; Gordon, 2000). For

example, many women still perform most of the childcare and domestic labor while

remaining employed outside of the home (Brown & Jasper, 1993). In addition, women

are encouraged by society to nurture and care for others, which often occurs at the

expense of their own needs (Brown, 1993a). Gordon (2000) suggests tha|"a suppression

of the nurturing side of the self is a central problem for anorexic and bulimic women,

who are most obviously unable to nurture (i.e. nourish) themselves" (p. 112).

Brown and Jasper (1993) assert that eating disorders and weight preoccupation

are socially acceptable strategies women use in order to cope with the psychological

distress caused by the desperation of their conflicted experience in Western society

(Brown, 1993a). It is through caloric restriction that women attempt to achieve Western

culture's "thin ideal" that then "becomes the basis for their self-appraisal (Jones & Nagel,

1992, p. 53) and allows them to maintain a sense of power and control over themselves

and their lives (Killian,1994).
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Cultural Diversíty, Body Image, and Eating Disorders

Until recently, eating disorders were believed to primarily affect white, middle to

upper class, heterosexual girls and women (Rice & Russell, 2002; Smolak & Striegel-

Moore, 2001). Current population-based studies and clinical experience indicate that

body image dissatisfaction and eating disorders affect girls and women of diverse ethnic,

cultural, and socioeconomic status (Rice & Russell, 2002; Smolak & Striegel-Moore,

2001). A comprehensive study of 13, 500 Native youth found that 50 percent of

adolescents were dissatisfied with their weight. Almost one-half of the adolescent

women surveyed had dieted in the past year, while 7 percent reported that they engaged

in chronic dieting. Twenty percent had engaged in selÊinduced vomiting to lose weight,

while 11 percent used diet pills (Rice & Russell, 2002).

The literature suggests that acculturation and discrimination may affect the

development of eating problems in girls and women from diverse ethnic groups (Smolak

& Striegel-Moore, 200I). The "standards of beauty for all women living in North

America are based on Caucasian ideals" (Rice & Russell, 2002,p.23). Research

indicates that high acculturation is a risk factor for members of ethnic minority groups

(Smolak & Striegel-Moore, 2001; Cachelin, Veisel, Barzegamazan &. Striegel-Moore,

2000). Cachelin and colleagues (2000) found that the more acculturated a woman was

(in terms of language, origin of birth, and parent's origin of birth) the more likely she was

to experience eating problems.

Other research reports that lower acculturation increases the risk of eating

problems among women of ethnic minority groups (Smolak & Striegel-Moore, 2001).

Proponents of this theory suggest that girls who adhere to their traditional cultural values



27

(which are at odds with the values of the dominant culture), experience stress which may

contribute to the development of eatingproblems (Smolak & Striegel-Moore,2001). In

addition, Cachelin's (2000) study found that women who were less acculturated were not

as likely to have received treatment for their disordered eating than women who were

more acculturated.

Rice and Russell (2002) indicate that contradictory reports exist regarding the

prevalence of eating problems among African girls and women. Some research suggests

that because "the body ideal held in the African American community is heavier and less

narrowly defined than that of the European American community ...Black women report

less weight dissatisfaction than White women" (Smolak & Striegel-Moore, 2002, p. 118).

Williamson (199S) argues that despite these fìndings, it is naive to believe that all women

of color live in isolated communities and are therefore free from the influences of the

dominant culture. "Some manifestations of intemalized racism - or ascribing to those

White values which devalue Blackness - are low selÊesteem, concerns of inadequacy in

areas such as hair texture, skin color, body shape and size or facial features, as well as

body image disturbance" (Williamson, 1998, p.69).

Smolak and Striegel-Moore (2001) report that when girls and women of color feel

they cannot stop or at least respond to discrimination, they report experiencing negative

affect. Negative affect may be expressed in body image dissatisfaction or eating

disorders. Research indicates that South-Asian girls in Britain have a strong preference

for thinness and high incidences of dieting (Rice & Russell, 2002). It is believed that the

high rates of dieting are due to racism, which can encourage girls to strive for the "thin

ideal" as a way of counteracting some of the disapproving messages they receive about
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color and culture (Rice & Russell, 2002). Rice and Russell's (2002) clinical experience

found that many of the East-Asian girls they talked to described being teased because of

the shape of their eyes. Binge eating is another common response to negative affect

caused by discrimination. Some women who experience binge-eating disorder or bulimia

report that negative affect and not dieting precipitated the eating problem (Smolak &

Striegel-Moore, 2001).

Socioeconomic status is believed to play a role in the development of eating

problems. Ogden and Thomas' (1999) study found that higher-class adolescent girls of

various ethnic backgrounds were more likely to report body dissatisfaction, body

distortion, and restrained eating than lower-class adolescents. Williamson (1998) reports

that educated Black women who consider themselves middle and upper class are more

likely to be preoccupied with their weight and experience eating disorders than lower and

working class women of color. It is important to note that women of lower and working

class status are not exempt from body image and eating problems and may use food as a

means of dealing with stress (Rice & Russell, 2002). "Given that poor women

experience considerable more stress than their affluent counterparts, it is no coincidence

that obesity is six times more common in poor women than in those of higher

socioeconomic status" (V/illiamson, I 998).

Contrary to popular opinion, lesbians also experience weight and body image

issues (Rice & Russel, 2000). Rice and Russell's (2002) clinical work suggests that

young lesbians are as likely to develop body image problems as heterosexual girls are.

Rice and Russell (2002) report, "In our experience, which is supported by the literature,
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girls and young women who repeatedly experience ltarassment and stigmøfrom any

community are much more likely to develop eating problems" (p.24).

Although findings suggest that body image and eating problems affect members

of minority groups it is important to note the methodological limitations that have

plagued this area of research (Smolak & Striegel-Moore, 2001). A lack of culturally

valid measures, small sample sizes, and the occuffence of demand characteristics, in

which the participant anticipates the wishes of the researcher and responds consistently,

has made it difficult to gather data regarding ethic group differences in eating disorder

symptoms and syndromes (Smolak & Striegel-Moore, 2001). In addition, because most

research has targeted women who are a members of the dominant culture, their

experiences around body image, weight, and food have become the "norm" in which

women of minority ethnic groups are compared (Smolak & Striegel-Moore, 2001). It is

evident that further research is required to ensure the development and implementation of

culturally appropriate services in the treatment and prevention of body image and eating

problems.

Clinical Interventions

Feminist Cognitíve Behavíoral Therapyþr Womenwith Weight Preoccupation and
Eating Disorders

Cognitive behavioral therapy is a beneficial intervention for body image

dissatisfaction because a dysphoric body image is more closely connected with

appearance related cognitions than with physical realities (Butters & Cash, 1987).

Cognitive behavioral therapy is also a useful intervention for eating disorders because of
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its compatibility with the multidetermined etiology of eating disorders (Pike, Loeb &

Vitousek, 1996). Although cognitive behavior theorists recognize thal a range of distal

antecedent factors may have precipitated the eating disorder, the therapeutic emphasis is

on the proximal factors associated with the development and maintenance of the eating

disorder (Pike et al.,1996). "These factors are the sociocultural, individual, and familial

events that have influenced the world of the person with an eating disorder and have

created the schemas and core beliefs that sustain the eating disorder" (Bowers, 2000, p.

t32).

Blending a feminist perspective with cognitive behavioral interventions for

women with body image dissatisfaction and eating disorders is advantageous because a

feminist approach to therapy seeks to empower women in numerous ways. Utilizinga

feminist approach to therapy helps women to understand the central role that society

plays in their'þroblems in living" (Enns, 1991). In addition, the feminist perspective

views eating disturbed behaviors as existing along a continuum and thus, the behaviors

are conceptualized as responses to society's unrealistic expectations of women. This

understanding empowers women by normalizingtheir behaviors rather than

pathologizing them. Feminist therapy seeks to gain a better understanding of the

experiences of women living in a patriarchal society and the meanings that they attach to

issues of weight and food. Cognitive behavioral techniques are a useful component in

feminist based therapy because they assist women in effectively challenging and

changing the cognitions and behaviors that maintain the eating disorder. Feminist

therapy also addresses the need for change to occur at the macro level and encourages

women to become active participants in this process.
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Cognitíve Behavíoral Theory

Cognitive behavioral theory proposes that psychological problems develop in

response to erroneous thought and behavior patterns (Enright, 1997). Enright (1997)

discusses Beck's model of depression as a means of illustrating the connection between

psychological problems and faulty cognitive behavior patterns. Beck proposed that

individuals develop psychological problems when their assumptions and attitudes

become too extreme, rigid, and resistant to change. Enright's (1991) review of the

literature suggests that because all human experience contains cognitive and behavioral

factors, most psychological and physical problems including eating disorders can be

conceptualized within a cognitive behavioral theoretical framework.

The Cognitive Behavioral Model of Eating Disorders

The cognitive behavioral theory of eating disorders asserts that the "fundamental

psychopathology of anorexia nervosa and bulimia nervosa is the attempt to compensate

for deficits in self-esteem by defining and evaluating one's self excessively in terms of

weight and shape" (Pike et a1.,7996,p.256). The model proposes that a schema is

developed based on an individual's attitudes, assumptions, and beliefs that overvalue the

meaning of appearance and thus, provides the framework for the behaviors observed in

anorexia (binge eating and purging type) and bulimia. These attitudes are believed to

originate in the interaction of individual characteristics (e.g., perfectionism, asceticism)

and sociocultural standards for the "ideal woman" (Fairburn, Shafran & Cooper, 1999;

Spangler, 1999).

The overvalued significance of weight and shape promotes the individual's

relentless and maladaptive dietary restraint (Pike et a1.,1996; Spangler, 1999).
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Restricting caloric intake consequently leads to psychological and physical deprivation

and binge eating is believed to occur as a result (Pike et al, 1996; Spangler, 1999).

Although the binge eating episode provides initial satisfaction, feelings of guilt and

anxiety result from the large amount of calories consumed and the fear of potential

weight gain (Spangler,1999). Behaviors such as vomiting, laxative abuse, and excessive

exercise are employed by the individual in an attempt to resume her pursuit of thinness

(Pike et a1.,1996). Cognitive behavioral theory suggests that while purging reduces

negative feelings associated with the binge, physical and psychological deprivation result

and the binge-purge cycle is maintained (Spangler,1999). Pike and colleagues (1996)

note "that at each point in this cycle, the individual is operating under the guiding

principle of the eating disorder schema: Thinness will result in increased self-esteem" (p.

2s6).

Pike and colleagues (1996) suggest that if the cognitive schema of individuals

with eating disorders did reflect reality, then individuals with anorexia should manifest

high levels of self-esteem because they are able to achieve such a low body weight.

Although individuals with anorexia take pride in their self-control over food, their overall

self-esteem and sense of effectiveness remains low. It is the eating disorder that becomes

their only source of self-worth (Pike et al., 1996). In contrast to the cognitive behavioral

model of individuals with anorexia (binge eating and purging type) and bulimia, the

cognitive behavioral model of anorexia (restricting type) suggests that the disorder is

reinforced and maintained through a self-perpetuating cycle that includes psychological,

physiological, and sociocultural factors (Fairburn et al., 1999). The individual's need for

control is demonstrated through her ability to control her eating. This dietary control
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enhances her sense of being in control, and consequently her sense of self-worth. Certain

physiological and psychological aspects of starvation are perceived by the individual as a

threat to her control over eating and therefore encourage the need for fuither dietary

restriction. Vy'estem society's over-emphasis on thinness is also believed to contribute to

the individual's extreme concems about shape and weight, thus providing encouragement

for further dietary restriction (Fairbum e!" a1.,1999).

Applícation of Cognitíve Behøvíoral Therapy

A manual-based cognitive behavioral model was initially designed for the

treatment of bulimia nelvosa (Fairburn et al.,1993a). This model can be modified to

address the needs of individuals who experience binge eating disorder (Fairburn et al.,

1993a), anorexia nervosa (Garner et al., 1997), and less severe variations of these

disorders (Fairburn e,t a1.,1993a). Although modifications exist among the treatment

manuals, cognitive behavioral therapy interventions for the various eating disorders share

at least two essential principles (Pike et al., 1996). First, all cognitive behavioral therapy

interventions possess a common view of the cognitive factors that serve to maintain the

eating disorder. Second, all cognitive behavioral therapy interventions address both the

behavioral disturbance associated with the eating disorder and the attitudinal disturbances

conceming body weight and shape (Pike et al.,1996). Essentially, the components of

cognitive behavioral therapy help individuals with eating disorders become aware of the

rigid rules that govern their behaviors, challenge these rules, and adopt more adaptive

attitudes and behaviors (Pike et al., 1996).

Fairburn and colleagues' (1993a) model of cognitive behavioral therapy is

provided in three phases throughout a 2O-week period. The first phase begins with
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orienting the client to the intervention, establishing a collaborative therapeutic

relationship, and outlining the cognitive behavioral model of eating disorders (Fairbum et

al.,l993a). The intervention in phase one has an initial behavioral emphasis and focuses

on replacing the individual's chaotic andlor restrictive eating pattern (Fairburn et al.,

1993a) with a regular pattern of eating that includes eating three meals and two snacks

per day (Spangler, 1999). The therapist directs the client to self-monitor herlhis eating,

bingeing, and purging patterns in order to observe the effects that food deprivation have

on the binge eating. A cognitive focus is also required in this phase to address the

thoughts and beliefs that hinder the individual from establishing a regular pattem of

eating (Spangler, 1999). Psychoeducation is a useful component of phase one because it

is an effective "cognitive intervention designed to correct misinformation and inaccurate

beliefs about food, metabolism, effects of vomiting and laxative use, and the long-term

consequences of food restriction" (Spangler, 1999, 7 02).

Phase two of the intervention continues to emphasizeregalar eating, however

broadens the focus to address issues such as dieting, problem solving, concems about

body shape and weight, and more general cognitive distortions (e.g., dichotomous

reasoning, low selÊesteem, and perfectionism) (Fairburn et al., 1993a). Fairburn and

colleagues (1993a) note that training in problem solving helps the client to address

difficulties and thus, reduce external sources of stress. Because bingeing and purging is

often used as a means of coping with stress, it is important for the client-therapist team to

review and practice effective problem solving skills (Spangler,1999). These skills

enhance the client's sense of personal agency and self-esteem. The therapist directs the

client to record any thoughts related to her/his body in phase two. This technique enables
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the client-therapist team to identify, challenge, and replace unhealthy thoughts and beließ

regarding body size and weight (Spangler, 1999).

The primary focus of phase three in cognitive behavioral therapy interventions is

on relapse prevention and includes both behavioral and cognitive components. Relapse

prevention strategies are necessary to help the client maintain the changes made in

treatment (Fairbum et al., I993a). Components of this phase include a review of

progress, acknowledgement of the potential recuffence of bulimia s¡mrptoms, and the

development of a relapse plan (Fairburn et al.,I993a; Spangler, 1999).

Empirical Support for Cognitive Behavíoral Therapy

Although cognitive behavioral therapy is regarded as a useful intervention in the

treatment of eating disorders, the majority of research has focused on its effectiveness in

the treatment of body image dissatisfaction (Rosen, Saltzberg & Srebnik, 1989) and

bulimia (Peterson & Mitchell,1999; Wilson et al., 1993). Research has also determined

its efficacy for treating binge eating disorders (Wilfley, Agras, Telch, Rossiter,

Schneider, Cole et a1.,1993).

Numerous empirical studies have found that cognitive behavioral therapy is an

effective treatment for body image dissatisfaction in women who are considered "nomal

weight" and do not meet the clinical criteria for an eating disorder diagnosis. Butters and

Cash (1987) examined the effectiveness of a cognitive behavioral treatment for women

with body image dissatisfaction. The main components of the intervention included

psychoeducation, relaxation training, imaginal systematic desensitization, cognitive

restructuring, body pleasure activities, stress inoculation, and relapse prevention

strategies. The participants of the cognitive behavioral intervention demonstrated
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significant improvements in the areas of body size estimation, appearance preoccupation,

maladaptive body image cognitions, and social selÊesteem when compared to the women

in the waiting list control group. The treatment effects were generally maintained at the

7-week follow-up period. In addition, Butters and Cash (1987) found that the waiting list

control group made similar improvements to the women in the treatment group after

receiving a condensed form of the treatment program. A later study conducted by Grant

and Cash (1995) found that cognitive behavioral therapy produced equally significant

improvements when administered in a group setting compared with a self-directed format

that involved only modest therapist contact. Participants reported enhanced body image

and self-esteem, fewer depressive s¡rmptoms, and reduced social-evaluative anxiety.

Improvements were still evident at the two-month follow-up period.

Rosen, Saltzberg, and Srebnik (1989) also studied the effects of cognitive

behavioral therapy for negative body image. The cognitive behavioral therapy used in

this study incorporated similar psychoeducational, cognitive, relapse prevention

components to those found in Butter and Cash's (1987) study, as well as exercises that

focused on size estimation and behavioral avoidance of body image situations (Rosen et

al., 1989). At post-treatment and follow-up the women in the cognitive behavioral

therapy group demonstrated statistically significant improvements in size overestimation,

body dissatisfaction, and behavioral avoidance when compared to the women in the

minimal treatment goup who had received education and support. These findings

suggest that women require more than education and support in order to significantly

improve body image dissatisfaction (Rosen et al., 1989). In a later study, Rosen and

colleagues (1990) found that the size perception-training component of cognitive
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behavioral therapy was not necessary in order to improve body image perception. The

researchers found that alack of significant differences existed when they compared the

women who received the cognitive behavioral intervention with size perception training

with those who received cognitive behavioral therapy without the training component

(Rosen, Cado, Silberg, Srebnik & Wendt, 1990).

Cognitive behavioral therapy is an effective method of treatment for negative

body image in obese women and women with body dysmorphic disorder. Rosen, Orosan,

and Reiter (1995a) found that the group of obese women who received cognitive

behavioral therapy demonstrated significant improvement in their body image, self-

esteem, and feelings of being in control of their eating. In addition, the participants

reported a reduction in episodes of binge eating, as well as less guilt and preoccupation

with respect to eating. Rosen, Reiter, and Orosan (1995b) also found that body

dysmorphic disorder symptoms decreased significantly in all of the cognitive behavioral

therapy participants and were no longer present in 82 percent of the participants at post-

treatment. At the 4.5-month follow-up period, 77 percent of the participants remained

free of body dysmorphic symptoms. In addition, when compared to the women in the

control group who did not receive treatment, the women in the treatment group

demonstrated improvement on overall psychological distress and self-esteem. These

findings suggest the usefulness of cognitive behavioral interventions for individuals with

different degrees of body image dissatisfaction (Rosen et al., 1995b).

Peterson and Mitchell's (1999) review of the literature indicates that cognitive

behavioral therapy is an effective treatment for bulimia. These studies demonstrate that

cognitive behavioral therapy for bulimia reduces the frequency of bingeing and purging
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by 75 percent, as well as leads to improvement in client body satisfaction, eating patterns,

selÊesteem, mood, and general social functioning. When compared with psychodynamic

therapy, behavioral therapy, and interpersonal psychotherapy, cognitive behavioral

therapy has proven to be equal or superior in reducing bulimic symptoms (Peterson &

Mitchell, 1999).

A study by Garner and colleagues (1993) found that women with bulimia who

received cognitive behavioral therapy showed increased rates of remission at the end of

treatment, and more improvement in dieting behaviors, depression, self-esteem, and

psychopathology in general when compared with women who received supportive

expressive therapy.

A study conducted by Fairbum and colleagues (1993b) was unable to compare

cognitive behavioral therapy with behavioral therapy because 48 percent of the

individuals receiving the behavioral treatment either dropped out of therapy or were

withdrawn from the treatment group due to a significant lack of improvement. This

finding suggests the superiority of cognitive behavioral therapy over behavioral therapy.

Fairburn and colleagues (1993b) suggest that cognitive restructuring and the use of

cognitive and behavioral techniques to address preoccupation with body weight and

shape (components not included in the behavioral intervention) may have been

responsible for the success of the cognitive behavioral intervention.

Fairburn and colleagues (1993b) compared cognitive behavioral therapy with

interpersonal psychotherapy and found that cognitive behavioral therapy was more

effective than interpersonal psychothèrapy atthe end of the treatment sessions. However,

the researchers discovered that at the end of the 12-month follow up period the
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differences noted between the two treatment groups were no longer evident. This finding

suggests that cognitive behavioral therapy and interpersonal psychotherapy both achieved

the same results in the treatment of bulimia. However, cognitive behavioral therapy was

able to achieve these results more quickly than interpersonal psychotherapy. Agras and

colleagues (2000) determined similar findings in their study that compared cognitive

behavioral therapy with interpersonal psychotherapy in the treatment of 220 women with

bulimia and suggest that "CBT should be considered the preferred psychotherapeutic

treatment for bulimia nervosa" (p. a65).

The long-term effects of cognitive behavioral therapy have been examined.

Fairburn and colleagues (1995) compared the long-term effects of interpersonal

psychotherapy, behavioral therapy, and cognitive behavioral therapy by interviewing 99

participants of two previously conducted randomized controlled studies that were

designed to examine the short and long-term effects of the different treatments. Fairburn

and colleagues (1995) interviewed the participants 4 to 6 years after treatment. The study

determined that subjects who received cognitive behavioral therapy had the fewest

bulimic syrnptoms and were more likely to be in remission at the follow-up period than

those participants who received behavioral or interpersonal psychotherapy were.

Research suggests that cognitive behavioral therapy is an effective intervention

for binge eating disorder. Wilfley and colleagues (1993) compared the effects of group

cognitive behavioral therapy with group interpersonal psychotherapy for 56 women with

binge eating disorder. The study found that women in both treatment groups

demonstrated equally significant reductions in binge eating behaviors when compared

with the women in the waiting list control group. Binge eating remained significantly
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below baseline for the women in both treatment conditions at the 6-month and 1-year

follow-up periods (Wilfley, Agras, Telch, Rossiter, Schneider, Cole, et a1.,1997).

Limitatíons of the Reseørch

Although the empirical research suggests that cognitive behavioral therapy is an

effective intervention for women who experience body image dissatisfaction, bulimia,

and binge eating disorder, it is important to note the methodological limitations of the

research. The limitations of the research indicate that generalizability to larger

populations is limited because of small sample size (Rosen et a1.,1989; Rosen et al.,

1990; Grant & Cash, 1995) and sample selection (Butters & Cash, 1987; Rosen et al.,

1989; Rosen et al, 1990; Rosen et al., 1995). Studies in this area have primarily included

middle class, Caucasian women. Although the study samples frequently included young

college students, some also involved adult women between the ages of 25 to 60 years.

The research in the area of body dissatisfaction is limited by short follow-up periods

(Butters & Cash, 1987, Rosen et a.,1989; Rosen, 1995; Rosen et al., 1995; Grant & Cash,

1995) and would consequently benefit from having longer follow-up periods included in

future research studies. A sole reliance on client self-report suggests the potential for

reporter bias and is therefore another limitation of the research (Butters & Cash, 1987;

Rosen et al., 1995).

Feminist Therapy þr Vf/omen with Weight Preoccupation and Eatíng Dísorders

Feminist therapy was developed in response to the need for a positive and

empowering model of women's mental health and functioning to exist within patriarchal

societies (Israeli & Santor, 2000). Feminist therapy recognizes that sex role socialization

and women's minority status in a patriarchal society are sources of psychological
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distress. The problems experienced by women (e.g., weight preoccupation and eating

disorders) are viewed as strategies for coping with psychological distress and their sense

of powerlessness in society (Brown, 1993b; Enns, l99l). Proponents of the feminist

model of therapy counsel for change and not merely adjustment (Enns, 1997) and assert

that the mental health of women will only be fully improved when considerable structural

change occurs within society (Israeli & Santor, 2000). Feminist therapy contends that the

'þerson is political" and thus, strives to be a practice of personal and political

transformation (Bricker-Jenkins, 1991). Several of the components that are central to

feminist practice include empowerment, diversity, consciousness raising, social and

gender role analysis, resocializalion, and social activism.

A primary focus of feminist therapy involves empowerrnent. Enns (1997)

suggests that empowerment involves an analysis of the power structures that exist in

society, a discussion and heightened awareness of how women can achieve power at the

micro, mezzo, and macro domains, and the use of advocacy skills on behalf of women

and other minority groups. Issues of power and control are pivotal in feminist therapy,

and particularly relevant to women with eating disorders (Brown, 1993b). Women with

eating disorders often feel a sense of powerlessness and lack of control in their lives.

Therefore, it is imperative that the feminist therapist provides support to the client and a

sense of empoweffnent, which allows the client to feel in control of how and when she

will give up the eating disorder. As a result, the feminist therapist does not advocate for

client weight loss or weight gain. Instead, the therapist "helps women explore body-

image issues, the social pressures to be thin, the stigma experienced when fat, personal

meanings of fat and thin, dieting histories, eating behaviour, self-esteem, family
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background, personal emotional histories and abuse, and provides support for dealing

with current crises and difficulties" (Brown,I993b,p.126). In addition, feminist

contracting promotes client self-determination and empowerment. "Feminist contracting

is a process of establishing, reviewing, and changing as necessary an explicit set of

expectations and goals agreed to by the helper and client" (Brown, 1993c).

A second important concept of feminist-based practice is the value that is placed

on diversity (Enns, 1997). Feminist practitioners believe that diversity should be

embraced and viewed as a cause of strength, opportunity, and growth (Bricker-Jenkins,

l99l). The feminist practitioner acknowledges that diversity can lead to oppression (e.g.

racism, sexism, ageism, heterosexism, classism, fatism, etc.). For example, women who

deviate from the ideals of the dominant culture often experience oppression. This may

also occur for women of diverse minority groups who adhere to the values of the

dominant culture and are therefore oppressed by members of their cultural community.

Brown and Zimberg (1993) note that practitioners must "address their own personal

relationships to weight and shape issues and prejudices" (p. 405). It is important for

feminist practitioners working in the area of body image dissatisfaction and eating

disorders to consistently communicate an anti-dieting and body selÊaccepting message to

all women (Brown &.Zimberg,1993) while remaining sensitive to the fact that these

concepts are often incompatible with the ideals of our culture.

A third key component of feminist therapy is consciousness raising.

Consciousness raising involves the examination of how oppression over women

contributes to feelings of distress, as well as a discussion around solutions for creating

change at individual and societal levels (Israeli & Santor, 2000). Consciousness raising
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enables individuals to engage in a process of demystification. By becoming aware of and

labeling the dominant group's "deliberate use of mystery, deceit, lies and half+ruths for

the purpose of presenting a false realily" the individual is better able to move toward

freedom from oppression" (Mclellan, 1999,p.3). It is important for the feminist

therapist to demystify the therapy experience so that the client's oppressive experiences

are not reinforced (Mclellan, 1999; Enns, 1997).

Social and gender role analysis is a fourth central component of feminist therapy

practice and involves the client becoming aware of how the social expectations and

cultural norrns on women affect her life (Israeli & Santor, 2000). It is important for

women with body image dissatisfaction and eating disturbed behaviors to examine the

sociocultural expectations of women (e.g., their role in society, society's thin ideal) and

understand how these expectations continue to oppress them. Feminist therapy does not

perceive beliefs as "irration al" or "erroneous", but rather views them as reflecting a

problem in how society imposes limitations on women's roles (Israeli & Santor, 2000).

This interpretation enables women to conceptualizethatthe problems they encounter are

connected to the sociopolitical context in which they live and therefore become

understood in terms of "problems in living" rather than'þathological" (Enns, l99l).

Israeli and Santor (2000) recommend that because social and gender role expectations

may differ cross-culturally, work with women from diverse ethnic and cultural

backgrounds may require modifications in traditional social and gender-role analysis

assessment methods.

A fifth key element of feminist therapy is resocialization. Resocialization builds

on social and gender role analysis and involves cognitive restructuring of the client's
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belief system (Israeli & Santor, 2000). Israeli and Santor (2000) suggest that as the client

learns to embrace non-traditional roles and self-perceptions, as well as develop new

coping strategies, she is able to create a "positive selÊimage that is broader in scope than

that prescribed by traditional western society'' (p. 9).

Social activism is a sixth core component of feminist therapy practice and is

embedded in the feminist belief that the'þerson is political" (Israeli & Santor, 2000).

Therefore, social activism is viewed by many as a necessary component of creating social

change. One form of social action involves media activism, which when applied to the

area of eating disorders "typically involves protest against advertisements and

commercials that promote the thinness schema, such as depictions of the dull, heavy

lidded, emaciated look known as "heroin chic" (Levine, Piran & Stoddard, 1999, p. 10).

It is important to note that not all feminist therapists promote social activism as some

clients do not share the desire to advocate for a movement and as a result may refrain

from participating in therapies that require them to do so (Israeli & Santor,1999).

A Femínist Perspective on Childhood Sexual Abuse and Eating Disorders

Feminist theorists and clinicians have observed and reported on the link between

childhood sexual abuse and eating disorders (Herman, 1997;Kearney-Cooke & Striegel-

Moore, 1994; Root & Fallon, 1989; Wooley, T994). Although childhood sexual abuse is

not believed to be the sole cause of eating disorders, it is thought to have a negative effect

on the body image, affect regulation, and identity formation of some abuse survivors,

which in turn can contribute to the development of eating disorders. (Keamey-Cooke,

1988; Kearney-Cooke & Striegel-Moore,1994). In addition, childhood sexual abuse

survivors may use eating disorders as a way to regain a sense of power and control over
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their lives (Kearney-Cooke & Striegel-Moore,1994; Root & Fallon, 1989; Rorty &

Yager, 1999).

The majority of the empirical research in the area of childhood sexual abuse and

eating disorders supports the association between childhood sexual abuse and eating

disorders (Fairburn, Welch, Doll, Davies & O'Conner,1997; Fallon & Wonderlich,lggT;

Romans, Gendall, Martin & Mullen, 2001; Rorty & Yager, 1997; 
'Wonderlich, 

Crosby,

Mitchell, Thompson, Redlin & Smyth etal,200l;Zlotnick, Hohlstein, Shea, Pearlstein,

Recupero & Bidadi, 1996). However, some of the literature remains'ocontradictory and

controversial" (Fallon & Wonderlich, 1997, p. 39$. It is important to note that although

research indicates that childhood sexual abuse is a risk factor for eating disorders

(primarily bulimic disorders), it is not any more specific to eating disorders than to other

psychiatric disorders (Fairburn et al., 1997; Rorty & Yager, 1999).

V/ith the understanding of the relationship between childhood sexual abuse and

eating disorders, feminist theorists and therapists stress the need for clinicians to assess

for and treat the consequences of childhood sexual abuse andlor other traumatic

experiences in women with eating disorders (Wooley, 1994). Because women often seek

treatment for their eating disorder and not their childhood abuse (Fallon & Wonderlich,

1997), it is imperative that the therapist inquires about past (and current) abusive

experiences. Keamey-Cooke's (1988) rationale for this line of questioning is that "the

prevalence of sexual abuse in the female population is sufficiently common to warrant

routine questioning...[and] since the victim often feels she provoked the victimization,

she can not be expected to initiate discussion of the problem (p. 9).
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Empirical Support þr Femíníst Therapy

Unlike cognitive behavioral therapy, empirical research examining the efficacy of

feminist therapy is in its infancy. Israeli and Santor (2000) provide a discussion of the

existing empirical research that has evaluated the effectiveness of three core components

of feminist therapy. These components include consciousness raising, social and gender

role analysis, and resocialization. Israeli and Santor (2000) report that studies of women

in consciousness raising groups indicate that participants demonstrated positive

improvements in the areas of depression and selÊesteem.

Empirical research also reports the effectiveness of social and gender role

analysis. Israeli and Santor's (2000) review of the literature found that women who

participated in social and gender role analysis questioned the traditional social and gender

roles of women, displayed a broader perspective conceming the roles that women may

choose, and demonstrated a greater knowledge of the impact of sexism and its relation to

women's mental health. Other research has found that new knowledge about patriarchal

domination led to personal and interpersonal difficulties for some women (Israeli &

Santor, 2000). These findings indicate the need for therapists to carefully evaluate the

potential risks and gains for using social and gender role analysis with their clients

(Israeli & Santor, 2000).

Resocialization techniques are another effective component of feminist therapy.

Israeli and Santor (2000) report the positive effects ofa group therapy program for

women with bulimia that focused on issues related to social and gender roles. The study

found that women who participated in the intervention demonstrated improvements in the

areas of body image, self-esteem, and depression. In addition, bingeing and purging
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behaviors also decreased. At the 17-week follow-up period, participants reported

increased improvements in these areas. Improvements in these areas were not observed

in members of the control group, thus indicating that the use of resocialization techniques

is an effective component of feminist therapy for women with disordered eating (Israeli

& Santor,2000).

Practice Considerations

Whilç many women receive help and support for their body image and eating

problems, no culturally-based treatment models exist for women of color with these

issues (Williamson, 1998). The lack of culturally sensitive research and treatment in this

areamay lead to an incomplete model of eating disorder etiology, inaccurate diagnoses of

eating disorders among ethnic minorities, and the implementation of ineffective

interventions (Smolak & Striegel-Moore, 2001). Williamson (1998) proposes that

practitioners become creative and look to other treatment disciplines for appropriate

resources. For example, like in family systems therapy, practitioners may encourage a

client to explore the function of the eating problem (e.g., how purging helps her to feel in

control) rather than its pathology (Williamson, 1998). "Gaining understanding of an

eating problem's function may help clients of all ethnic andracial descriptions find

healthier altemative methods of achieving the desired goal" (V/illiamson, 1998, p.7I).

As stated earlier, feminist practice stresses the importance of recognizing

diversity in women's lives and experiences (Brown, 1993b). "'Women's social location

in terms of age, marital status, sexual orientation ) race) class, cultural background, and so

on will shape and influence her values and stand point...how they feel about their bodies,

eating, sex roles, and social expectations" (Brown, 1993b). Brown (1993b) asserts that it
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is imperative that counsellors regard these issues of diversity and remain aware of their

own location and biases, so they are not imposed on the client.

Burstow (1992) asserts that it is ideal for a client of a minority group to work

together with a practitioner who is from the same or another cultural diverse group, as

they have a shared experience. Because this is not always possible, it remains

advantageous for the white practitioner to consider the following when working with

members of minority groups:

(1) Draw on oppressions that you experience, and make connections;

(2) Do not assume that sexism is the worst form of oppression;

(3) Do not overgeneralize from the experience of one group of women - primarily

middle-class white women;

(4) If you do not like something about the client, examine whether you are being

ethnocentric and may be judging the client according to standards that are

inappropriate;

(5) Be aware of differences in spatial orientation that exist among cultures (e.g.,

what a white woman experiences as a comfortable distance between two

people may seem distant for a Black woman but too close for a Southeast

Asian woman); and

(6) "Understand that as white women we are privileged, that we are racist, and

that suspicion of us is not only okay but also is an invaluable survival skill"

(Burstow, 1992,p.80).

It is imperative that practitioners and researchers work together to evaluate the

efficacy of interventions targeted at women of diverse backgrounds. Only then will
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culturally appropriate services become available for all women experiencing body image,

weight, and eating problems.

Group Interventionfor Female Adolescents with Ileight Preoccupation and
Eating Disorders

The previously described feminist and cognitive behavioral approach to therapy

can be implemented in a group setting. Group intervention is regarded as a widely used

and effective treatment modality in the areas of body image disturbance (Srebnick &

Saltzberg, 1994) and eating disorders (Bowers, 2000; Polivy & Federoff, 1997; V/ilfley,

Grilo & Rodin, 1997). Group interventions are also regarded as effective for adolescents

(Gladding, 1995; Friedman, 1999a) who have eating disorders (Wright, 2000).

Advantages of Group Interventíon in the Treøtment of Eating Disorders

The literature suggests numerous advantages for using a group intervention for

women with eating disorders. Group intervention is considered particularly effective for

decreasing feelings of isolation, shame, and inadequacy that are typical of individuals

with eating disorders (McKisak & Waller, 1997; Polivy & Federoff, 1997; 'Weiss,

Katzmart & V/olchick,1999; Wilfley et a1.,1997). The group context enables members

to establish safe and trusting relationships with others who share similar experiences

(Polivy & Federoff, 1997; Tantillo, 1998; Weiss et al., 1999; Wright, 2000). These

relationships enhance members' self-esteem and sense of altruism (Bowers, 2000). The

group context also fosters peer support (Srebnik & Saltzberg,1994) which enables

members to challenge one another's deceptive beliefs and selÊdestructive behaviors

(Bowers, 2000; Polivy & Federoff, 1997). Group intervention also provides members

with a sense of hope (Polivy & Federoff; 1997). As the group intervention progresses,
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members are able to observe others cope more effectively with stress and difficult

situations, thus leaving them hopeful about their personal futures. In addition, the group

provides a supportive context where new skills can be practiced (Polivy & Federoff,

1997; Wilfley et al.,1997). On a more practical note, group intervention is more cost

effective than individual treatment (Wilfley et al.,1997; Wright, 2000).

Limitations of Group Intervention

Although there are numerous advantages for using a group intervention in the

treatment of eating disorders, it is important to also examine the limitations of this

approach. Group therapy is reported to be least helpful for individuals with substance

abuse, suicidal behavior, and/or psychosis. It is suggested that individual work should

precede group therapy in these cases (Weiss et al., 1999). It is also important to assess

whether potential group members are motivated for change as this will seek to minimize

attrition rates which is another limitation of group interventions (Bowers, 2000).

Group Intervention wíth Adolescents

The literature recommends utilizing a group intervention with adolescents

(Gladding, 1995; Wright, 2000). Gladding (1995) suggests that there are a number of

advantages to group work with adolescents. First, the group context is a natural

environment in which adolescents can leam. Because adolescents spend a great deal of

their time every day interacting in a group context, groups feel familiar to them. Second,

life skills can be taught to adolescents in a group context through modeling, role-playing,

group discussions, and brief lectures. These skills enable adolescents to leam important

ways of coping and dealing with life stressors. Third, a sense of belonging is created in

the group context. The group provides adolescents with opportunities to leam through
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direct interaction and observation and members will often apply their acquired

knowledge from the group setting into their daily lives. Fourth, the group context

provides an opportunity for multiple feedback to occur, which can help adolescents in

their personal growth and development. It is the power of the peer group that can be used

to promote needed change within each adolescent member. Fifth, the group setting

provides an opportunity for adolescent members to help one another. It is often through

helping others that an individual's own self-confidence and self-esteem is increased

(Gladding, 1995).

Group developer and facilitator Sandra Friedman (1999a) notes the usefulness of

using a group based intervention with adolescent girls. Her work with adolescent girls is

based on the relational model of women's psychological development, which has

strongly influenced the feminist perspective of eating disorders and prevention.

Friedman (1999a) proposes that unlike boys, girls grow up to be interdependent. Because

girls are not encouraged to separate from their mothers, girls develop an identity that is

based on their self in relation to others. This identity explains girls need to not only care

about their own well being but to also care about the well being of others. Because girls

are interdependent, they frequently solve problems and make decisions within the context

of their friendship groups. Verbal self-disclosures help girls establish intimacy and build

connections with others. It is by relating common experiences with one another that girls

are able to develop a sense of equality and solve their problems (Friedman, 1999a).

Friedman (1999b) suggests that a group intervention is consistent with the

relational ways in which girls learn. A group design enables girls to connect with one

another by providing them with an opportunity to share their individual experience with
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others in the group. In addition, the group provides a safe and supportive environment

where adolescent girls can explore feelings, challenge beließ, and learn new behaviors

(Friedman, 1999b). It is important to note that certain aspects of the group environment

are potentially harmful. Research suggests that education and/or discussion about

specific disordered eating behaviors (e.g., purging methods) may encourage rather than

discourage harmful behavior among members (Mussell, Binford & Fulkerson, 2000).

Therefore, the group facilitator(s) must monitor the nature of the discussion to ensure that

the group is benefiting members in positive ways.

Types of Group Intervention þr Eating Disorders

The literature outlines numerous theoretical approaches that are used in group

interventions for individuals with eating disorders. These approaches include cognitive

behavioral, behavioral, psychodynaniclinlerpersonal, intensive short-term psychotherapy

(Polivy & Federoff, 1997), and a relational approach to group therapy (Tantillo, 1998).

In addition, psychoeducational groups (Wright, 2000), activity groups (e.g., music, art)

(Wright, 2000), self-help groups, and addiction based models of group intervention are

used in the treatment of eating disorders (Polivy & Federoff). Of these approaches,

cognitive behavioral group therapy is most commonly used (Zimpler, 1990).

Cognitive behavioral group therapy for eating disorders utilizes cognitive and

behavioral interventions within a process-oriented framework. The curative factors of the

group and the principles related to cognitive therapy produce a focus on the cognitive and

developmental factors involved with eating disorders. These developmental factors are

the individual, sociocultural, and familial events that influence the world of the individual
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with an eating disorder, and create the schemas and core beließ that maintain the eating

disorder (Bowers, 2000).

Cognitive behavioral group therapy canútlize the same three distinct phases of

treatment as those used in the manual based treatment for individuals (Wilfley et al.,

1999). The first phase utilizes behavioral techniques in order to establish control over

eating. Techniques used in this phase include psychoeducational information, goal

setting, and self-monitoring (Wilfley et al., 1991). The second phase has a more

cognitive focus and stresses the identification and modification of irrational and

dysfunctional thoughts, beliefs, and values (Wilfley et a1.,1997). The group becomes a

forum for members to increase their awareness of and challenge their "dysfunctional"

cognitions, as well as a context to generate healthy and effective problem solving and

coping strategies. The third phase of the cognitive behavioral goup therapy focuses

primarily on the maintenance of cognitive and behavioral change by utilizing relapse

prevention strategies (Wilfley eI a1.,1997).

Empirical Support þr Group Interventíon

Various reviews have examined the effectiveness of group intervention for eating

disorders (Fettes & Peters, 1992; Polivy & Federoff, 1997; McKisak & Waller, 1997;

Moreno, 1994; Zimpfer, 1990). Many of the studies reviewed are cnticized because of

methodological limitations that exist within the research. These limitations include the

heterogeneity among study participants, small sample size and inappropriate statistical

methods (Zimpfer,l990). Despite these limitations, the empirical literature suggests the

effectiveness of group therapy interventions for women with eating disorders.
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Zimpfer's (1990) review of 31 studies that examined group work forbulimia

found that group treatments were successful according to the study's criteria selection.

Fettes & Peters' (1992) meta-analysis of 40 outcome studies of group treatments for

bulimia determined that the average effect size for group treatment was +0.75 at post-

treatment, thus suggesting that the group treatment modality, was moderately effective.

In addition, the meta-analysis found that the improvements noted at post treatment were

frequently maintained in the studies that reported 1-year follow up data (Fettes & Peters,

19e2).

Moreno's (1994) review of the group treatment literature identifies nine studies

that compared the effectiveness of group versus individual interventions for eating

disorders. Two of these studies reported similar outcomes in the group and individual

treatment for women with bulimia. A third study reviewed by Moreno (1994) found that

group therapy was superior to individual therapy in the treatment of individuals with

either anorexia or bulimia, while another study reported that group therapy was superior

to individual therapy in the treatment of anorexia. The remaining five studies examined

in Moreno's (199a) review reported that the outcome results of individual therapy in the

treatment of eating disorders was slightly more favorable than the outcomes associated

with group therapy intervention.

The review of the group intervention literature suggests that further research is

needed to compare the effectiveness of group and individual therapy in the treatment of

eating disorders. However, the literature provides initial support for the efficacy of

utilizing a group intervention when treating women with eating disorders (primarily

womsn with bulimia) (Polivy & Federoff, 1997).
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Efficacy of Cognitive Behavíorøl Group Therapy

Cognitive behavioral therapy is considered to be the most frequently employed

and empirically evaluated group therapy approach in treating eating disorders (McKisack

&'Waller, 1997). The majority of the empirical research conducted in this area has

focused primarily on group intervention for women with bulimia. Nevertheless, theorists

note its utility for treating women with anorexia (Bowers, 2000; Polivy & Federoff,

1997). Moreno (1994) reports that controlled comparisons in the literature have not

consistently demonstrated the superiority of one theoretical treatment approach over

another (McKisack & Waller, I99l). However, "outcome data across controlled and

uncontrolled studies...suggest that cognitive behavioral procedures are slightly more

clinically significant than psychodynamic, educational, or eclectic ones" (Moreno, 1994,

p. aa\.

Dedman, Numa, and.Wakeling (1988) conducted an uncontrolled study that

examined the effectiveness of a l5-week long group cognitive behavioral treatment

approach to bulimia. The study found that the binge frequency was significantly reduced

from an average of 14 bingeing episodes per week to 1.1 bingeing episodes per week for

the eight women involved in the study. At the six-month follow-up period participants

reported an average of 1.9 bingeing episodes per week. In addition, a significant

decrease was found in the participants' anorexic attitude scores on the Eating Attitudes

Test, as well as significantly lower levels of depression and anxiety at post treatment.

Freeman and colleagues (1985) also conducted a study that compared group

therapy, individual cognitive therapy, and individual behavioral therapy in the treatment

of bulimia. The study found that the occurrence of bingeing and purging was comparable
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among all treatment conditions, and thus concluded that group therapy was the most cost-

effective intervention (Moreno, 199 4).

Fettes and Peters' (1992) meta-analysis of group treatments for bulimia

demonstrated that few differences existed between the outcome measures of the cognitive

behavioral treatment group and the cognitive behavioral and interpersonal interventions.

Fettes and Peters (lgg2) suggest that the cognitive behavioral techniques in both

treatments may be contributing factors to the success of each intervention. Wolf and

Crowther (1992) conducted a study that compared behavioral and cognitive behavioral

group interventions. The study found that at the follow-up period, participants in the

behavioral group were able to maintain behavioral changes (e.g., reductions in binge

eating), while participants in the cognitive behavioral group were able to maintain

psychological changes (e.g., around preoccupation with dieting and greater confidence in

accurately identifying hunger and satiety sensations).

While cognitive behavioral group therapy appears to be effective, methodological

limitations exist within the research on group intervention for eating disorders. Some of

these limitations include small sample sizes, an over reliance on selÊreport, inconsistent

diagnostic criteria, and lack of control for experimenterlpafücipant bias (Moreno, 1994).

Efficacy of Feminist Based Group Therapy

D'Haene (1995) provides an evaluation of a feminist-based adolescent therapy

group. The evaluation sought to determine what effect feminist based interventions had

on the development of affiliation and competency toward the empowerment of female

adolescents (D'Haene, 1995). The study found that members of the feminist-based group

demonstrated an increased sense of affiliation with one another. Competency among
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group members was also noted. D'Haene (1995) reports that group members

demonstrated their competency in their ability to "critique pervasive myths...change their

self-constructions through debunking the negative stereotypes and creating their own

stories" (p. 160). The adolescent participants also demonstrated personal and collective

empowerment. Personal empowerment was demonstrated in the group members'

enhanced sense of competency and self-efficacy (D'Haene, 1995). For example, one

group member stated, "This goup has helped me grow inside. I believe in myself more

and I am able to speak out more openly without feeling stupid. The people here have

helped me learn how to deal with problems in my everyday life" (D'Haene, 1995, p.

161). Collective empowerment was demonstrated in the adolescent members' ability to

acl and influence their world (D'Haene, 1995). For example, one project that the group

collaborated on involved writing an article for a popular teen magazine that "accurately

described their experience of growing up female in a culture that often distorts the female

experience" (D'Haene,1995). These findings provide initial support for the use of

feminist-based principles in a group intervention for adolescent girls.

Group Composition

The literature provides insight into issues related to group composition. Eating

disorder therapy groups are typically time-limited, have a closed membership (McKisack

& Waller, I99l), and utilize a semi-structured format (Bowers, 2000). Although the

average duration of group treatment for women with bulimia was 14 weeks (Fettes &

Peters,l992), research notes that brief interventions appear to sacrifice some efficacy

(Wolf & Crowther, 1992). Thus, the literature suggests that outcomes of women with
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bulimia may be improved by increasing the duration of the goup intervention (McKisak

& Waller, 1997).

Membership is another issue related to group composition. The literature reports

that group therapy treatments typically utilize a closed membership (McKisack & Waller,

1997) and include between 5 and 10 members (Polivy & Federoff, 1997). However, 8-10

members may be beneficial in case of attrition. The literature remains controversial over

whether membership in eating disorder therapy groups should be heterogeneous (Bowers,

2000) or homogeneous (V/eiss et al,1999).

The literature also suggests that it is common for co-therapists to facilitate groups

for women with eating disorders (Bowers, 2000; Moreno, 1994; Weiss et al., 1997).

Moreno (1994) suggests that co-therapy is advantageous in the group treatment of eating

disorders because two facilitators are better able to respond to group dynamics and

process as well as provide support to one another. Potential disadvantages also exist for

co-facilitation. Co-facilitation is more expensive because it requires the time of two

facilitators (Toseland & Rivas,2001). In addition, the literature suggests that co-

facilitators who do not function well together (e.g., opposing values, incompatible

facilitation styles) may create tension and not serve as therapeutic role models for group

members (Toseland & Rivas, 2001).

Prevention of Weight Preoccupation and Eating Disorders

Eating disorder prevention is still in its formative years. The recent increase in

attention is due to a number of factors. These include the high number of individuals

who experience eating disturbances, the severe consequences of weight preoccupation
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and eating disorders, and the desire to advocate for change on a larger social scale (Piran,

Levine & Steiner-Adur, 1999).

The prevalence of eating disturbances and eating disorders has increased for both

the male and female populations. Girls and women, however, continue to be

disproportionately affected and make vp 90% of those struggling with eating disorders

(APA, 1994). The Manitoba prevalence rates indicate thatl65 females ages 14-25 suffer

from anorexia and another 1500 females ages 14-25 suffer from bulimia (Winnipeg

Regional Health Authority, 1999). These statistics do not include the 70 percent of girls

and women who diet as a result of their struggle with weight preoccupation and body

image dissatisfaction (The National Eating Disorder Information Centre, 1997). These

statistics indicate that many women struggle with weight preoccupation and issues related

to food and body image and suggest that efforts are needed to battle this phenomenon that

negatively affects so many girls and women (Mussell et a1., 2000). "Prevention work is

necessary to reduce the incidence of eating disorders, because treatment (attempts to

reduce the prevalence) has never been able to eradicate a disorder" (Piran et al., 1999,p.

XVIID.

Weight preoccupation and eating disorders have harmful emotional and physical

consequences that adversely affect all aspects of an individual's life ranging from the

ability to be in school or work to relationships with others (Shekter-Wolfson &

Woodside, 1997). The emotional effects include feelings of low selÊesteem, shame,

depression, and social withdrawal (Calgary Regional Health Authority, 2002). Some of

the serious physical effects associated with eating disturbed behaviors include constant

physical pain, muscle cramping, blackouts, electrolyte imbalance, heart attacks, and death
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(Kinoy, Holman & Lemberg,1999). The mortality rates among individuals with eating

disorders can range as high as 10 percent due to cardiac arrest, starvation, or suicide

(Neumark-Sztainer, 1996). Neumark-Sztainer (1996) suggest that "the high cost and

relatively low success rates of treatment for these disturbances lend further justification to

investment of time and resources in prevention efforts" (p. 65). Research indicates that

only 40 percent of individuals with anorexia fully recover (Neumark-Sztainer, 1996).

Gordon (2000) reports that virtually all researchers and clinicians note the critical

importance of a sociocultural understanding of why eating disorders have become an

epidemic in recent times. Of these researchers and clinicians, the feminist perspective

has most strongly emphasized the primary role of sociocultural factors in the

development of body image dissatisfaction, weight preoccupation, and eating disorders

(Striegel-Moore, 1995). The feminist perspective suggests that a woman's relationship to

her body is shaped by the larger social context in which she lives (Brown, 1993). It is

proposed that societal pressures to be thin as well as the contradictory role of women in

Western society encourage women to diet which in turn can lead to the development of

eating disorders (Brown, 1993; Brown & Jasper, 1993; Cash & Strachen, 1999;

Cavanaugh & Lemberg,1999; Chatoor, 1999; Shisslak & Crago,1994; Striegel-Moore,

1995). It is argued that in order to effectively prevent the incidence of weight

preoccupation and eating disorders, "societal values, mores, and institutions that

adversely affect body esteem and self-esteem, such as different forms of violence against

women, weightism, and racism" must be exposed (Piran et al., 1999, p. XVIII).

Levine and Piran (2001) assert that,

"Prevention is not a luxury waiting for full clarification of multiple
pathways to disordered eating and complete development of effective
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therapy. Rather prevention is the only reasonable and complete answer to
reducing the incidence of disorder, to replacing risk and vulnerability (for
various disorders) with health and resilience, and to establishing variables
as risk factors, not correlates" (p.234).

Risk Factors, Protective Factors, and Prevention

Most prevention efforts focus on reducing risk factors, increasing protective

factors or some combination of both (Levine & Piran, 2001; Mussell et al., 2000). "Risk

factors can be defined as circumstances or predispositions that result in increased levels

of vulnerability to harmful health behaviors" (Rohwer & Massey-Stokes, 2001 , p. 215).

Knowledge of the risk factors that contribute to the development and maintenance of

eating disorders is necessary for prevention efforts to be successful (Mussell et al., 2000).

The etiology of eating disorders is believed to be a multi-factorial process, which

includes the interplay of sociocultural, developmental, psychological, familial, and

biological factors (Mussell et al., 2000; Rohwer & Massey-Stokes, 200I). Although

theorists and researchers assert that multiple factors exist in the development and

maintenance of eating disorders, few have been empirically validated as causal risk

factors. Stice's (2001) review of the empirical literature provides strong causal support

for a number of risk factors including sociocultural pressures to be thin, internalization of

the "thin ideal", and body dissatisfaction. Inconsistent research findings suggest modest

levels of causal support for body mass, negative affectivity, perfectionism, timing of

puberty, and poor impulse control as risk factors for eating disorders (Stice, 2001).

Further research must be done to determine direct causality of risk factors and how

multiple factors may interact to cause eating disorders. For example, although several

prospective studies have not found a signifìcant relationship between selÊesteem and
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eating pathology, there is evidence to suggest that low self-esteem may interact with

other risk factors to predict eating disturbed behaviors (Stice, 2001).

Considerably less attention has been given to factors that protect against eating

disorders than those that place an individual at risk (Crago, Shisslak & Ruble, 2001).

Protective factors emphasize personal and social competence leading to adaptive

outcomes (Crago et al., 2001). An empirically supported protective factor of eating

disorders is sports participation. It is thought that "athletic participation may enhance

self-efficacy and, thereby serve as a protective factor against the development of eating

disorders" (Crago et al., 2007, p. 78). Other general factors believed to protect against

the development of eating disorders include high selÊesteem and life skills (e.g.,

problem-solving abilities, an optimistic attitude, and social skills) (Crago et al., 2001).

Further research is needed to determine if other general factors protect against eating

disorders as well as ascertain protective factors that may be specific to the prevention of

eating disorders (e.g. positive body image, being raised in a family where there is no

preoccupation with weight) (Crago et a1.,2001). Crago and colleagues (2001) propose

that general protective factors are likely to benefit primary prevention efforts, while

protective factors found to be specific to eating disorders may be more suitable for

secondary prevention efforts.

Research that addresses disordered eating among girls and women of color is

required to understand the risk and protective factors that may be specific to culturally

diverse populations. Without this information it is uncertain whether prevention

programs are inclusive enough to positively affect children of color (Smolak & Striegel-

Moore,2001)
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Eating Disorder Preventíon Programs: A Review of the Research

Approximately two dozen-outcome studies have evaluated the efficacy of eating

disorder prevention (Levine & Piran, 2001; Mussell et a1., 2000). All prevention efforts

described in the literature utilized a group modality. The majority of these programs

were offered to female students in junior and senior high school settings in the USA

(Levine & piran, 2001;Mussell et al., 2000). Levine and Piran's (2001) review of 17

primary prevention programs and 5 secondary prevention programs indicate that the

content for eating disorder prevention programs draw from two dominant models. The

disease-specific pathways model focuses primarily on negative body image; weigþt and

shape concerns, dieting, and to some degree negative affect (Levine &Pitan,2001). The

nonspecific wlnerability-stressor model "focuses on the well-established, general

relationship between various forms of psychopathology and increased life stress, poor

health, lack of coping skills, and lack of social support" (Levine & Piran, 200I,p.239).

Mussell and colleagues (2000) report that "in light of the widely held beliefs

about the potential benefits of eating disorder prevention programs" the results from

outcome studies have been "unexpected and inconsistent" (p.769). For example, Killen

and colleagues' (1993) controlled study examined the immediate and long-term effects of

a primary eating disorder prevention program provided to 931 junior high girls (Mussell

et al., 2000). The study found that "although comparisons between intervention and

control groups revealed improvement in knowledge related to disordered eating, the

authors acknowledged that changes in actual scores at posttest and follow-up assessment

did not reflect clinically meaningful improvement" (Mussell et al., 2000, p' 770)' ln

addition, Killen and colleagues found no improvement in the weight concerns or eating
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disordered behaviors of the participants throughou| the Z-year follow-up period of the

study (Mussell et al., 2000).

A review of the larger body of literature suggests that over one-half of the studies

demonstrated that participants' knowledge about eating disorders increased (Levine &

Piran,2001). Some of the studies demonstrated improvements in disordered eating

attitudes (Mussell et a1., 2000). For example, Levine and Piran (2001) report that there

was at least one significant long-term attitudinal effect in 9 out of the 17 pnmary

prevention studies they reviewed. However, most studies failed to demonstrate efficacy

in preventing disordered eating behavior in follow-up studies (Levine & Piran, 200I;

Mussell et al., 2000).

A number of explanations exist regarding the inconsistency of the empirical

research. Methodological limitations such as insufficient assessment instruments,

inadequate sample sizes, and lack of control groups might be one explanation (Mussell et

al., 2000). Levine and Piran (2001) suggest that more attention must be paid to the

construct validity of primary prevention efforts. For example, in order to determine

beneficial prevention outcomes, researchers must conduct follow-up assessments at a

time that is well along in the period of risk. All of the empirically reviewed prevention

efforts have a follow-up period of less than three years. This suggests that it is possible

that the benefits of the program are realized sometime after the study has ended (e.g., an

individual may have gained resiliency against developing an eating disorder that

otherwise may have emerged sometime in the future) (Mussell et a1.,2000).

Another explanation for the unexpected and inconsistent findings of these primary

prevention programs is due to the disease-specifìc pathways model upon which most are
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based (Mussell et al., 2000). Primary prevention programs that contain symptom-specific

education about eating disorders (e.g., purging methods) are considered to be more of a

risk than a benefit particularly when targeted at young girls (Crago et al., 2001).

However, programs that seek to enhance protective factors such as self-esteem and life

skills are unlikely to have negative effects (Crago et a1.,2001). Mussell and colleagues

(2000) propose that the disease-specific model may provide insufficient attention to

modifying the sociopolitical environment in which body image disparagement and eating

disorders emerge. Although theorists have highlighted the importance of working

together with families, peers, and the media, few prevention programs have actually

addressed these systemic factors (Levine & Piran, 2001; Mussell et a1.,2000).

A study by Neumark-Sztainer and colleagues' (1995) is an "excellent model for

development, implementation, and evaluation of an eating disorder primary prevention

program"(Mussell et al., 2000, p.770). The study included the implementation of a

reliable research design, attended to sociopolitical issues, and delivered the program at

individual and systemic levels. A sample of 341 tenth grade Israeli girls participated in

the study. Neumark-Sztainer and colleagues (1995) based their prevention program on

social cognitive theory in order to "address environmental, personal, andbehavioral

factors and the relations among them, since changes in any one factor are expected to

reinforce changes in the other factors" (Mussell et al., 2000).

Neumark-Sztatner and colleagues' (1995) found that participants who received

the intervention had improved nutritional knowledge and more regular eating patterns at

6-months and2-years when compared to participants in the control goup (Mussell et al.,

2000). The intervention was related to preventing the development of binge eating and
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extreme dieting (Mussell et al., 2000). Reports suggest that the intervention was

especially helpful for "overweight" girls who reported less binge eating and dieting at the

2-year follow-up assessment (Mussell et a1.,2000). Both students and staff reported

being highly satisfied with the prevention program (Mussell et al., 2000).

Future Recommendations

Mussell and colleagues (2000) make a number of recommendations for refining

eating disorder prevention efforts based on the theoretical and empirical literature. A first

recommendation is to give more attention to issues related to self-esteem and body image

to better understand the factors affecting the self-perceptions of adolescent girls. Self-

esteem is theoretically considered to be both a risk and protective factor for the

development of body image and eating problems (Crago et al., 2001; O'Dea, 2002;

Rohwer & Massey-Stokes, 2001). A large study by Button and colleagues (1996) found

that girls who reported experiencing low self-esteem at age lI to 12 years were at a

significantly greater risk of developing serious eating disturbances by ages 15 to 16 years

(O'Dea,2002).

The eating disorder prevention program, "Everybody's Different" seeks to

enhance the selÊesteem in female and male adolescents. "The program focuses on

expanding grade 7 and 8 students' self-identity and sense of self-worth by encompassing

many aspects of the self and thereby decreasing the emphasis and importance of physical

appearance. In addition, the program activities promote themes of selÊacceptance,

respect, tolerance, and reduced self-expectations of perfection" (O'Dea,2002, p. 3).

Outcome studies of this program found that the body image of program participants

significantly improved when compared with students in the control group. Female
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students appeared to particularly benefit from the intervention, demonstrating

improvements in body image satisfaction, drive for thinness, physical appearance ratings,

reduced dieting, and less unhealthy weight loss after the program (O'Dea, 2002). Many

of the improvements remained significant at the l2-month follow-up assessment (O'Dea,

2002). Replications of this self-esteem program report similar positive findings (O'Dea,

2002).

A second recommendation is that prevention programs include more time for

small-group discussions and activities (Mussell et al., 2000). Small groups are believed

to create more opporfunities for intimate discussion among participants as well as

encourage participants to become more engaged in the intervention. In addition, small

groups enable participants' to better reflect on how the prevention curricula (e.g.

sociocultural influences) affects them personally (Mussell et al., 2000).

Media literacy and activism are considered useful components of eating disorder

prevention programs (Mussell et al., 2000). Media literacy involves leaming to think

critically about the media and the messages it sends. Media literacy around body image

teaches people skills that enable them to "think critically about the media content in order

to identifu, analyze and challenge the beliefs around thinness, body shape and fat

prejudice that the media continually reinforce" (Friedman, 2002). Irving (2000)

evaluated the efficacy of a media literacy program provided to female high school

students. The study found that participants in the media literacy group demonstrated less

irÍernalization of society's "thin ideal" than participants in the control group did. Body

satisfaction and anxiety regarding physical appearance was not affected by the

intervention (Irving, 2000). Steiner-Adair and Vorenberg (1999) suggest that media
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literacy is a useful component of eating disorder prevention because as individuals

"become more skilled at seeing the elements that help shape images, they are less likely

to be tricked or seduced by what looks "perfect" in the media" (p. 115).

Media activism, when applied to the area of eating disorders "typically involves

protests against advertisements and commercials that promote the thinness schema, such

as depictions of the dull, heavy lidded, emaciated look known as "heroin chic""(Levine,

Piran & Stoddard, 1999,p.10). The Healthy Weight Journal (1999) reported that a

media advocacy campaign organized by Eating Disorders Awareness and Prevention,

Inc., resulted in the successful discontinuation of four advertising campaigns that

portrayed negative body image messages. Other websites that actively protest unhealthy

media images and promote healthy media images include mediawatch.ca and about-

face.org. Teaching girls about media activism is an advantageous component of eating

disorder prevention as it empowers girls to work together and advocate for images that

promote health and wellness.

Peer support is a fourth recommended component of eating disorder prevention

(Mussell et aL,2000). Paxton (1999) asserts that empirical evidence support that a girl's

friendship environment may enhance or diminish the importance of thinness and

engaging in behaviors that promote weight loss. Piran's (1999) ballet school intervention

occurs within the matrix of female relationships. The program seeks to help young

women restore the quality of their friendships by collectively fighting oppressive forces

(e.g., society's o'thin ideal", violence against women) and thus developing resistance

(Piran, 1999). Friedman's (1999) Just for Girls program encourages girls to help one

another decode "fattalk" in order to leam about their true feelings and experiences.
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Prevention programs should include skill building components to help girls better

respond to teasing and weight related comments from others (Mussell et al., 2000;

Paxton, 1999). Programs can help peers play an important role in preventing eating

disorders by exploring ways they can approach and support friends who develop body

image and lor eating disturbances (e.9., assist them in seeking help) (Mussell et a1.,2000;

Paxton, 1999).

A fifth useful component of eating disorder prevention is parental involvement.

The empirical literature suggests a strong correlation between parent's preoccupation

with weight and their children's preoccupation with weight (Graber, Archibald &

Brooks-Gunn,1999). Theorists propose that'þarents are applying the culturally

pervasive thin ideal to the assessment of their daughter's weight"(Graber et a1.,1999,p.

55). Educating parents on issues of adolescent development, weightism, and strategies

that promote positive self-esteem and body image, healthy eating and exercise are all

valuable components of preventing eating disorders as well as other potential health

problems (Mussell et al., 2000).

Addressing issues of diversity is a sixth component of eating disorder prevention.

Rice and Russell (2002) stress the importance of exploring the impact that racism,

classism, ableism, and homophobia have on body image. Although educators may

address these issues (primarily racism) through presenting facts and creating action plans,

the negative impact that they have on students' feelings and body images are often not

addressed (Rice & Russell, 2002).

A seventh recommended component of eating disorder prevention addresses

intervention at a systemic level. Prevention efforts at a systemic level include improving
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the immediate environment of girls and young women by educating teachers, staff,

administrators, and coaches and promoting attitudes and behavior that counter the size

prejudice that contributes to the development of weight preoccupation and eating

disorders (Mussell et al., 2000). "Prevention efforts should work toward increasing

awareness that "weightism" is a harmful form of prejudice and take a clear stand against

the cultural nonns and values that sicken women" (Mussell et al., 2000, p.777). Efforts

may include requesting that changes be made in the types of images that are displayed in

schools and in the way teasing and sexual harassment are dealt with (Mussell et al.,

2000).

Evaluations of Piran's prevention efforts at a residential ballet school, provide

support for intervening at the systemic level (Mussell et a1.,2000). Piran's (1999)

program followed the World Health Organization Health Promoting Schools Framework

which promotes a "holistic approach to foster health within a school and its local

community" (O'Dea & Maloney,2000). This framework asserts that positive change and

support at a systemic level are necessary for prevention efforts to be successful at an

individual level.

Conclusion

The review of the literature demonstrates the vast amount of work that has been

conducted in the area of eating disorders. The overview of the biological, psychological,

familial, developmental, and sociocultural factors that contribute to the onset and

development of eating disorders confirm the complex nature of understanding and

treating adolescent girls and women who experience these problems. The in-depth
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analysis of cognitive behavioral therapy and feminist therapy demonstrates the

effectiveness of utilizing a blended approach to the treatment of body image

dissatisfaction and eating disorders among adolescent girls and women. The empirical

and theoretical literature confirms the effectiveness of such an intervention when

conducted in either an individual or group format.

The literature review in the area of eating disorder prevention suggests that as the

research on risk and protective factors associated with eating disorders develops,

prevention efforts will become better informed. The literature recommends that future

prevention efforts work to enhance self-esteem and body image, teach skills to combat

negative experiences, address issues of diversity, and actively seek change at the systemic

level (e.g., involvement of parents and teachers, media activism). It is imperative that

prevention efforts remain vigilant as weight preoccupation and eating disorders continue

to plague the lives of many young women.

Primary prevention efforts remain the ideal. Elementary school primary

prevention programs may be especially beneficial as they seek to prepare girls for the

transition into adolescence and thus, may prevent the onset of body image and eating

related problems. In addition, eating attitudes and behaviors among elementary school

aged children are usually less consolidated than in adolescence and adulthood (Smolak,

1999). Secondary prevention efforts are also important, as cultural influences remain

highly pervasive. Theorists, researchers, counsellors, program developers, group

facilitators, parents, teachers, women, and adolescent girls must continue to dialogue with

one another as we collectively work towards combating this life-restricting phenomenon.
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CHAPTER 3 - DESCRIPTION OF THE PRACTICUM

The description of the practicum provides an overview of the student's clinical

experience. It begins with a description of the clinical setting and client population

involved in the practicum. A description of the individual counselling and group work

procedures follows. All names and identifying information were changed to maintain the

confidentiality and anonymity of the individuals who participated in the practicum.

Description of the Settíng

The practicum experience took place at the Women's Health Clinic (WHC) in

Winnipeg, Manitoba. The Mission Statement of the WHC is as follows:

"The'Women's Health Clinic is a community health centre, based on the principles of

feminism, equality and diversity, promoting the health and well-being of women.

'Women's Health Clinic approach to health is to facilitate empowerment, choice and

action" (Women's Health Clinic, n.d.). The personnel at the WHC "comprise a

multidimensional team who work together to provide woman-centred care to women"

(Brown & Zimberg, 1993). The members of the team include physicians, nurse

practitioners, a nutritionist, health educators, counselors, and client service workers

(Brown &. Zimberg, 1993).

The WHC provides a wide range of services for women. These services include

individual heath care andlor counselling for pregnancy testing, unplanned pregnancy,

birth control, sexually transmitted infections, HIV/AIDS, sexual orientation, dating

violence issues, peer and family relationships, and a teen clinic. The WHC offers support

groups and special programs for women. These include smoking cessation groups,
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mother's groups, and a menopause clinic. Community education and information is

provided by the WHC in the form of informational sessions, workshops, a Resource

Centre, and outreach programs. All of the services provided by the WHC are free or

available for a low cost fee.

Descriptíon of services for body image, weight preoccupation, and eating

disorders. In 1985, the WHC became the first women's organization in Canada to

develop and implement a feminist-based program for women preoccupied with weight

(Brown &. Zimberg, 1993). The program conceptualized eating disorders as part of a

weight preoccupation continuum and developed non-pathologizingways of working with

women who experience eating disorders. The program promoted a non-dieting, non-

medical model approach and encouraged women to accept their bodies and themselves,

as they are (Brown &. Zimberg, 1993). The focus of the program involved "helping

women with eating disorders to figure out why they needed this "coping" strategy in their

life, and to begin to develop self-esteem and to feel empowered enough to find alternative

ways of coping" (Brown &,Zimberg,1993,p. a05).

The WHC currently provides a number of services for women with body image

dissatisfaction, weight preoccupation, and eating disorders. These services include

individual counselling, support groups, medical care, community education, information

sessions, and resources.

Individual counselling is available to help women explore issues related to body

image, weight preoccupation, and eating disorders. A dietitian is available to offer

nutritional counselling. A support group is available for women who are interested in

sharing their concerns with others and exploring issues related to food, weight, body
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image, and control. The group typically consists of ten women and lasts for ten weeks.

Physicians and nurse practitioners are available for women who experience health

problems related to eating disturbed behaviors. The WHC provides speakers on the

subject of body image and weight preoccupation for school, community, and professional

groups. "Getting Beyond'Weight" is an information session that provides women with

information and support on issues such as the myths of dieting, weight preoccupation,

body image, eating disorders, and ideas for change. The WHC Resource Centre provides

books, videos, and other resources for women who are interested in learning about weight

issues, body image, and nutrition.

Client Population

The client population that was primarily involved in the practicum included

females who were experiencing body image dissatisfaction, weight preoccupation, and/or

eating problems. The individual counselling component of the practicum was directed

towards adult women, while the group intervention involved adolescent girls. In

addition, individual counselling was provided to two women who presented with issues

that were not weight/body image related. Work with these clients provided the student

with some perspective on the application of the therapeutic approach and consequently, a

broader clinical experience. Twelve sixth grade girls from a public school in rural

Manitoba participated in a weight preoccupation and eating disorder prevention group.

Descriptíon of the Individual Counsellíng Procedures

The duration of the practicum was 6 months, beginning in September of 2002.

The student spent approximately 3 days per week at the WHC. The student contacted

numerous women from the WHC free counselling and weight preoccupation group
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waitlists. Five women expressed interest in receiving counselling and intake interviews

were set up with each. The student used the WHC counselling program intake form as a

guideline for conducting the initial interview (see Appendix A). All clients expressed

interest in further counselling and completed the consent form (see Appendix B). Three

clients had issues related to eating, weight, andlor body image, and two clients had issues

that were not weight andlor body image related. Each client was given a goal setting

sheet (developed by the WHC counselling program) to reflect on and complete (if

desired) for the next session (see Appendix C).

The student utilized cognitive behavioral interventions in conjunction with the

core principals of feminist practice. Treatment foci included psychoeducation,

consciousness raising, social and gender role analysis, cognitive restructuring, and family

issues. Specific cognitive behavioral techniques such as goal setting, automatic thought

recording, challenging pattems of limited thinking, problem solving, relaxation,

visualization, homework, and relapse prevention were used to produce changes in the

client's thinking, feeling, and behavior. Although the student was prepared to utilize

other theoretical approaches if considered more appropriate for the client, feminist and

cognitive behavioral interventions were used with all clients.

Process records were used to document the implementation of the intervention

procedures (see Appendix D). The client and student determined the plan and goal for

each session. At the end of the session, the goals were reviewed and a tentative plan

outlined for the following session. This process helped to maintain clinical focus and

direction for the student/client team. The client was encouraged to deviate from this

agenda, as she felt necessary (e.9., if she had a pressing issue that she wanted to discuss).



76

The number of counselling sessions with each client ranged froml0 to 19. One

client dropped out of counselling after 10 sessions. There was no reason provided. Two

clients requested additional counselling at the end of the student's term. One client

continued meeting with Valerie Regehr, the student's clinical supervisor, while the other

client made anangements to meet with a therapist at another setting.

Description of the Group Work Procedures

The student worked with Lisa Naylor, WHC Teen Counsellor to develop and co-

facilitate a new group for adolescents with issues related to body image and weight

preoccupation. The goup was entitled Images, as this term reflected the various images

that the group would focus on (e.g., body image, self-image, images in the media,

creative art images).

The group was designed to be an educational, support group. The co-facilitators

predetermined the group's purpose and content. The purpose of the group was as

follows:

(1) To increase members' awareness of how media, culture, family, and diverse

life experiences influence women's body image and self-esteem;

(2) To enhance members' skill development to better deal with these negative

influences; and

(3) To foster a sense of support and connection between members.

The group was run from a feminist/cognitive behavioral perspective and included

discussion, joumaling, expressive art, and multimedia activities. Sandra Friedman's -/zsl

þr Girls (1999) and Nurturing Girlpower (2000) manuals were among the resources

utilized in developing the group's content. The co-facilitators initially developed a list of
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session topics based on the theoretical and empirical literature in the area of weight

preoccupation and eating problems. The selected topics were reviewed with the group

members; feedback indicated that they were both interesting and relevant. The co-

facilitators met weekly to debrief and create detailed session outlines. This process

ensured that the topics and activities remained relevant to the members' experiences. In

addition, the co-facilitators remained flexible when following the session outline in order

to address the ongoing needs of the goup members. For example, in one session the

goup planned to discuss the impact of sexual violations on women's body image, as well

as assertiveness. Because the members demonstrated a lot of interest in the discussion on

the impact of sexual violations, the group decided to spend the majority of the session on

this topic and the following session discussing assertiveness.

The group was targeted to young women ages 15 to 18 because of Lisa Naylor's

Teen Counsellor position. In addition, many of the available resources were geared

toward this age group and the co-facilitators anticipated that it would be easy to market

the group to local high schools students. The co-facilitators decided that the group would

include 10 members because this size was large enough to foster grorlp discussions and

small enough to help members feel safe enough to share (Corey & Corey, 2002). The co-

facilitators determined that 10 weeks was required to cover the planned content and allow

group members to establish caring and supportive relationships with one another (Corey

& Corey, 2002). The group was two hours in length. Two hours allowed enough time

for members to learn, share, and discuss information without becoming tired, bored or

overwhelmed (Corey & Corey, 2002). Due to the nature and structure of this group it
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was decided that a closed goup was most appropriate as this type of group enables

members to feel comfortable sharing personal information with one another.

Recruitment for the group included advertising through high schools, community

networks, WHC newsletter, public service alìnouncement, and at the Sandra Friedman

Speaking Event. The group was described as, "a new group for young women (ages 15-

18) who want to feel better about their bodies, improve their self-esteem and leam why

women diet and worry so much about their weight". The limited response from potential

members suggested that further recruitment was necessary and the group was postponed

by one week. Although the co-facilitators intended the group to be for young women

ages 15-18, most of the inquiries were from older girls.

The intake process prior to the group had the following objectives:

(1) To help the interested members to feel comfortable by introducing them to the

co-facilitators prior to the group starting;

(2) To clarify the goals of the group and ensure that these were compatible with

the goals of the individual members;

(3) To provide the co-facilitators with more information about each member than

would have been possible in a group setting;

(a) To find out what supports each of the members had in her life outside of the

group;

(5) To find out if the young women had any potential barriers to attending the

Soup, and to help problem solve these barriers (e.g., bus tickets were

provided to those who needed them, assessed child care options with one

young women).
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Six young women were expected to join the goup. The limited number of

members concerned the co-facilitators. Both the literature and experience suggest that it

is common for a group to lose one or more members due to attrition. One young woman

did not attend the first session and it was later learned that other circumstances in her life

were taking precedence. Another young woman was not able to continue after the first

session because she started a part-time job. The other four young women signed the

consent form (see Appendix E) and completed the group with very high attendance.

Group members were not viewed as individuals who were ill and in need of

treatment, but rather as individuals who needed information, skills, and support to help

them explore the relationship they had with their bodies and begin to shape new and

healthier ways of seeing themselves. The role of the co-facilitators was primarily that of

facilitator, educator, and encourager. The co-facilitators were responsible for providing

the group with information, facilitating the appropriate group activities, and fostering

safe, supportive, and trusting relationships with and between members.

The progress of clients in the group intervention was maintained through process

notes and dialogue among the co-facilitators. The co-facilitators met weekly to debrief

the session and create a detailed session plan for the following session.

Description of the Prevention Group l4/ork Procedures

In December 2002, the student proposed to include a second group facilitation

experience into her practicum. The student developed and co-facilitated a weight

preoccupation and eating disorder prevention group to enhance her group work skills.

The content of the feminist based prevention group focused largely on self-esteem and

body image issues and utilized material from Sandra Friedman's Justþr Gírls (1999)
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and the Women Health Clinic's Images program manuals. The group was participatory

and included expressive art, journaling, role-plays, relaxation techniques, and multimedia

activities to facilitate opportunities for experiential learning and discussion. The primary

purpose of the group was to provide girls with the opportunity to talk about issues that

may influence their selÊconfidence and self-esteem during adolescence and teach skills

to help girls effectively deal with negative experiences (Friedman,1999). The co-

facilitators presented the group with numerous topics that could be discussed in the group

and invited members to suggest additional topics that they wanted to talk about. To

ensure that the group content was relevant and interesting to the group members, the girls

were asked to individually prioritize the topics in terms of personal interest. The co-

facilitators used this feedback to determine the session topics.

The prevention group was open to all sixth grade girls in Kate Bradshaw's class to

ensure equal opportunity among the students. The group was co-facilitated by the student

and Kate Bradshaw. The co-facilitators recruited for the group by introducing the group

to the 15 potential members. A parental permission form was sent home with the girls

who expressed interested in participating in the goup (see Appendix F). The group

consisted of l0 weekly sessions, each approximately one and one-half hours long. This

provided enough time to cover the material while maintaining the interest of the

members.

Fourteen girls signed up for the group. One girl did not attend the first session,

while another girl dropped out after the initial session. Both girls were unable to

participate because of conflicting after school activities. Between 9 and 12 members
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attended each session. It was not uncommon for one or more girls to miss a session due

to illness or other after-school activities.

Members of the prevention group were viewed as individuals living in a "look-

obsessed, media-saturated, "girl poisoning" culture" which places girls at risk for

developing body image dissatisfaction, eating disorders, depression, and substance abuse

(Pipher, 1994, p. 306). The role of the co-facilitators was that of educator, facilitator, and

encourager. As in the Images group, the co-facilitators were responsible for providing

the group with information, facilitating group activities, and fostering safe, supportive,

and trusting relationships with and between members.

Facilitator observations and member feedback was maintained through process

notes and dialogue among the co-facilitators. The co-facilitators met weekly to debrief

the session and review the plan for the following session.

Supervísion

The student received regular weekly supervision from Valerie Regehr regarding

clients in individual counselling. Lisa Naylor provided the student with weekly

supervision regarding the Images group. Monthly supervision with Dr. Brenda Bacon,

the student's faculty advisor provided the student with feedback regarding the prevention

group, as well as a social work perspective related to the practicum experience. The

student participated in the monthly WHC peer counselling gfoup meetings and attended

operational team and board issues meetings as able.
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CHAPTER 4 - ANALYSIS OF THE INTERVENTION

The analysis section of the practicum report provides in-depth discussions of the

individual counselling and group interventions. The analysis of the individual

counselling intervention begins with a brief description of the counselling clients. The

experiences of two clients demonstrates how the student utilized components of feminist

practice and cognitive behavioral therapy for the treatment of negative body image,

weight preoccupation, and eating problems. A discussion of how the student experienced

the integration of theory and practice will follow. Practice themes are highlighted and an

evaluation of the individual counselling intervention is reviewed.

The analysis of the goup work interventions begins with a brief description of the

group members and areview of each group's goals. Then, an in-depth discussion of the

group interventions' structure, content, and processes, demonstrates the integration of

theory and practice. Practice themes are highlighted and an evaluation of both

interventions provided. All names and identifytng information were changed to maintain

the confidentiality and anonymity of the individuals who participated in the practicum.

Individual Counselling Interventron

Clíent Descriptions

The five women who participated in the individual counselling component of the

practicum ranged in age from24 to 41 years. Four of the clients were Caucasian women

and one client was of Aboriginal descent. Three of the clients were single, one woman

was married, and one woman was divorced. Two of the women had children. Of the five
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clients, four were of middle socioeconomic status and one was receiving social

assistance. One client was attending university on a full+ime basis, whereas two clients

were on a yearlong stress/medical leave from their places of employment. One client was

employed full time and another client was unemployed and actively seeking part-time

employment. All clients had previously engaged in one or more counselling sessions. In

addition, each client had participated in a self-help, psychoeducational, support, and/or

therapy group.

Three out of the five clients presented with issues related to body image

dissatisfaction, weight preoccupation, and/or eating problems. The student utilized the

body image continuum to co-explore with the client where she perceived herself along

the continuum. Carla reported that she was extremely dissatisfied and preoccupied with

her body size and shape. She identified that she was not on a diet, however ate healthily

and exercised for the purpose of weight loss. Carla's primary goal of counselling was to

improve her body image and increase her sense of self-confidence, selÊacceptance, and

selÊlove. Secondary goals included becoming physically fit and healthy and being able

to pursue an intimate relationship without fear.

Laura described experiencing preoccupation with her weight and the acne on her

face. At the time of intake, Laurareported that she was following the "Zone diet". Like

Carla,Laura reported that she frequently compared her appearance and body sizelshape

with others. Laura identified that her primary goal of counselling was to accept how she

looked. She stated, "I want to accept how I look and stop comparing myself to other

women and celebrities like Jennifer Aniston. I want to stop noticing when others lose

weight, and stop responding by obsessing that I have to lose weight, work out, and get
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more muscle definition, or else I feel unworthy and ugly." Secondary goals included

learning self-love tools, becoming more confident in her decision-making abilities, and

learning to deal with uncomfortable feelings.

Kara identified that she had struggled with bulimia for the past 16 years. During

the intake interview she reported that she binged and purged one to two times each week,

therefore, suggesting that she was further along the body image continuum than Laura

and Carla. Kara's primary counselling goal was to improve her self-esteem and body

image. Secondary goals included becoming better at dealing with uncomfortable feelings

and addressing her issues about perfection and control (primarily regarding her

appearance and achievements).

Two clients presented with issues that were not related to body image andlor

eating problems. Joanne sought counselling to deal with her feelings of shame regarding

an extra-mantal affair. She reported that she wanted to make healthier decisions and

learn to take better care of her individual needs. Ruth's counselling goals included

learning to identify and discuss the parts of her life that were keeping her from moving

forward (e.g., the breakdown of her marriage), enhancing her self-esteem, and feeling

empowered in her life (e.g., deal with financial issues).

The Integratíon of Theory and Practice

Various strategies were used to integrate feminist and cognitive behavioral

therapies in the treatment of negative body image, weight preoccupation, and eating

problems.
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Feminist therapy recognizes that sex role socialization, and women's minority

status in a patriarchal society, are both sources of psychological distress (Burstow, 1992).

Therefore, negative body image, weight preoccupation, and disordered eating were

conceptualized as strategies used by women to pursue society's naffow standards of

beauty, and to cope with their psychological distress and sense of powerlessness in

society (Brown, 1993b; Burstow, 1992; Enns, 1997). Feminist therapy goals for these

issues include "increased body acceptance, decreased self-destructive behavior,

challenging gender role behavior (e.g., passive, traditional, superwoman), and shifting the

clients' focus from appearance to function" (Srebnik & Saltzberg,1994, p. 120).

Feminist therapy techniques used to achieve these goals include consciousness raising,

social activism, gender role analysis, and self-disclosure.

Consciousness raising was a useful component of the individual counselling

intervention. It is a feminist therapy technique that seeks to empower women by placing

their individual experiences into a larger social context (Burstow, 1992; Srebnik &

Saltzberg, 1994). The student used the metaphor of a continuum to explain that "all

women have problems around eating in this society, although these problems vary in

significant ways" (Burstow, 1992, p. 203). This helped normalize rather than pathologize

Laura and Carla's experiences with body image, weight, and food. Consciousness raising

was also used to help Laura and Carlaunderstand their problems with body image,

weight, and food. Jasper (1993) suggests that women are often curious about how they

became so unhappy with their bodies and preoccupied with their weight. She suggests

that "making progress in identifying the many layered answer to this question is

important to them, both because it is a tool for change and because understanding is
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satisfying in itself' (p.20\. Jasper (1993) and Friedman (2002) provide useful questions

that encourage women to consider the various influences on their body image. For

example: What messages did you receive from your family members, your school, the

media, andlor a religious institution about body image? How have any experiences of

abuse and/or illnesses and accidents affected how you experience your body? How has

your racelethnicity, economic class and gender influenced your body image? In addition,

Friedman (2002) notes the usefulness of having women trace their dieting history and

notice what event(s) are associated with each weight loss and weight gain.

Using body image history questions was a useful counselling tool because it

facilitated a therapeutic discussion regarding the role that various systems such as family,

media, and culture have played in the development and maintenance of Laura and Carla's

weight preoccupation and food problems. Laura's reflections indicated that her parents

outspoken prejudice against fat people, her mother's own weight preoccupation and

dieting history, her ex-boyfriend's attraction to muscular, toned women, and years of

being exposed to beautiful, thin women in the media, all contributed to her weight

preoccupation. Laura shared that she felt resentment toward her mother for the negative

influence that she has had on her body image. The student validated Laura's feelings,

and encouraged her to examine her mother's behavior within alarger societal context.

Societal and media influences on body image, historical changes in the body

ideal, and fat oppression, are important and relevant topics for consciousness raising

(Srebnik & Saltzberg,lgg4) and were included in the intervention. The student invited

Laura to bring in a collage that outlined her perception of the ideal woman. The primary

focus of the collage was appearance, which directly coincides with the view that "females
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are socialized to emphasize extemal evaluations and view their bodies as omamental,

rather than instrumental" (Srebnik & Saltzberg,1994, p. I l8).

A discussion about Laura's collage encouraged Laura to critically view the beauty

ideal outlined in the magazine pictures (e.g., how real are these images?). Laura was

surprised to learn that the majority of pictures inmagazines are airbrushed in order to

reveal an image of perfection. Laura and the student discussed how women in the

fashion and film business maintain these high standards of beauty and thinness (e.g.,

numerous hours of exercising with personal trainers, dieting andlor eating meals prepared

by personal chefs, acquiring plastic surgery, etc.). To demystify the role of advertising in

women's weight preoccupation, Carla was invited to observe Kilboume's (1995) video

Slím Hopes: Media's obsession with thinness. Slím Hopes examines the role of female

bodies in advertising and the negative consequences that it has on women's health (Rice

& Russell, 2001). Carla leamed through watching the video, how advertising companies

make money, by objectifying women, and preying on their insecurities about appearance

and body size.

Consciousness raising was also facilitated through bibilotherapy, which is an

effective method of challenging societal myths about dieting (e.g., dieting leads to

permanent weight loss) and fat (e.g., all fat people are unhealthy) (Srebnik & Saltzberg,

1994). The student encouraged Laura and Carla to read a variety of chapters from Brown

and Jasper's (1993) Consuming Passions: Feminist Approaches to lleight Preoccupation

and Eating Disorders. Both clients reported feeling empowered by these readings. They

developed a better understanding of how the dieting industry and larger patriarchal

society both benefit from women who believe these myths and struggle to achieve
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society's narrow beauty ideal. Co-exploration into the meanings and assumptions that

are frequently attached to words thin and fat were included in the intervention. Maclnnis

(1993) argues that in our culture the word fat has become "synon¡imous with 'stupid,

lazy, andugly"' (p. 70), while the word thin is often associated with status, wealth, and

success (Srebnik & Saltzberg,1994). Laura reported that familial and cultural influences

both encouraged her to associate the fat body type with being "unattractive, unworthy of

love, and alone".

Social activism, another feminist therapy technique was included in the individual

counselling intervention. Social activism promotes change at the societal level (Israeli &

Santor, 2000). When Carla disclosed her feelings of anger and powerlessness towards

the negative portrayal of women in the media, the student introduced Carla to the concept

of media activism. Informing Carl,a on how media activists work together to challenge

the media's nariow beauty ideals and its exploitation of women, (Friedman,2002; Levine

et al., 1999) led her to become an active member of the media activism website, about-

føce.org. Another area of activism for Carla included sharing the information from the

feminist readings and website with füends. Both areas of activism empowered Carla to

feel more positive about her body because she wanted to "live what she believed."

Bibliotherapy and discussion around gender role attitudes and expectations of

women, helped Laura and Carla become more aware and to share their feelings regarding

the unrealistic (e.g., "superwoman") and often contradictory expectations of women in

Westem society (e.g., to be the assertive professional and the passive, sexy wife). Carla

identified that she had always assumed that she would "do it all" (e.g., be the perfect

mom, partner, friend, employee, etc.). She explained that the feminist readings,
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iliscussions in counselling, and watching a recent episode of Oprah,led her to question

whether these were realistic expectations to have of herself.

Self-disclosure is another component of feminist practice that was included in the

counselling intervention. Self-disclosure is a counselling technique whereby the

counsellor shares personal information and experiences that are considered relevant and

appropriate to the client's situation (Kirst-Ashman & Hull, 1999). The purpose of the

student's self-disclosures was to communicate to the clients that they are not alone in

their struggle. Laura and Carlaboth reported that the student's self-disclosures about her

past weight preoccupation were appropriate and helpful.

Various cognitive and behavioral strategies were utilized in the individual

counselling intervention for women with negative body image, weight preoccupation, and

eating problems. Cognitive behavioral theory, asserts that negative body image and

eating disorders are "attempts to compensate for deficits in selÊesteem by defining and

evaluating one's self excessively in terms of weight and shape" (Pike et al., 1996,p.256).

It is proposed in the model that the interaction of certain individual characteristics, (e.g.,

perfectionism, asceticism, low selÊesteem) and sociocultural pressures to be thin, help to

form a schema in which an individual overvalues the meaning of appearance. This

interaction also provides the framework for the behaviors observed in individuals' with

negative body image and eating problems (Fairburn et a1.,1999). Goals for this

intervention include modifying the thinking patterns and behaviors that maintain negative

body image and the eating disturbances (Srebnik & Saltzberg,1994). Some of the

cognitive techniques used to achieve these goals include psychoeducation, cognitive

restructuring, cost-benefit analysis, double standard method, semantic method, and
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positive affirmations. The behavioral techniques included in the intervention involved

strategies to decrease checking behaviors, buying new clothes, relaxation, self-care, and

relapse prevention.

Psychoeducation was included in the individual counselling intervention.

Psychoeducation is a useful component of cognitive behavioral therapy for negative body

image and eating problems because it explains the nature of the eating problem/disorder,

the role dieting plays in perpetuating the problem, and what is considered normal eating

(Shekter-Wolfson & Woodside,1997; Beumont & Russel, 1993). In addition,

psychoeducation focuses on societal attitudes and pressures to be thin (Garner et al.,

1985). Because many clients begin counselling with various misconceptions about

weight regulation, dieting, nutrition, and the social context of their eating problem,

accurate information is required for healthy changes to occur in client attitudes, beliefs,

and behaviors (Garner et a1.,1985).

Laura was oriented to the cognitive model that explains the maintenance of eating

disturbances (Fairburn et al.,1993, Pike et al.,1996). The cognitive model asserts that in

eating disorders such as bulimia, cultural pressures and emotional vulnerabilities

contribute to an individual's sense of low self-esteem and her extreme concerns about

shape and weight. These factors encourage her to engage in strict dieting which leads to

nutritional deprivation. A normal physiological response to extreme hunger is binge

eating. Because the individual fears weight gain, she may engage in self-induced

vomiting after the binge episode, in an attempt to rid her self of the calories consumed.

Feelings of guilt and shame further decrease the individual's self-esteem. As the
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individual embarks on another diet, the cycle begins again (Fairbum et al., 1993; Garner

et al. 1985).

Laura reported that the cognitive model partially fit with her experience.

Although Laura did not engage in purging behaviors (e.g., self-induced vomiting,

laxative use, etc.), she explained that she restricted her intake of "bad" foods such as

carbohydrates and desserts. She identified that her food restrictions may be contributing

to her binge eating. Laura identified feeling confused because the information she

received from the student (e.g., cognitive/feminist model) conflicted with the information

provided at her Overeaters Anonymous group (e.g., the addiction model). The student

reinforced the importance of Laura making informed decisions that fit her experience and

were right for her. Laurareported that meeting with the WHC dietician provided her

with useful information about nutrition, which helped her become less confused.

Psychoeducation and discussion about the set point theory, the emotional and

physical consequences of dieting, and the genetic contributions to body weight and shape

were useful components of the counselling intervention. Pike and colleagues (1996)

report that psychoeducation helps clients begin to let go of unrealistic goals regarding

body image. At one point Laurarealized that her face was similar to her mother and

grandmother's faces, "round and full" and that as hard as she tried she would never have

the defined jaw line that many of the models have.

Self-esteem and body image were important foci of the individual counselling

intervention. Women who experience weight preoccupation and eating problems are

"convinced that the only way to improve their self-esteem is to improve the way they

look" (Rosen, I99l). Cognitive therapy for negative body image seeks to change the way
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a woman feels about herself by modifying the way she thinks about herself. Cognitive

behavioral theorists assert that "thoughts cause feelings" (McKay, Davis & Fanning,

1997,p.17). In other words, it is an individual's interpretation of an event, rather than

the actual event that causes her emotional experience (McKay et a1.,1997). The student

presented what is commonly referred to as the "ABC" model of emotions:

A. Event) B. Thought) C. Feeling (McKay et al., 1997).

In addition, the student identified the influence that people's thoughts have on their

behavior and vice versa (McKay et a1.,1997). Laura was skeptical at first, however, after

reviewing a few examples, she reported that the concept made sense.

The nature and function of automatic thoughts was a useful cognitive interuention

for Laura and Carla. Automatic thoughts often appear in the form of singular words,

phrases, andlor images, tend to awfulize, are persistent and self-perpetuating, repeat

similar themes, and are almost always believed (McKay et a1., l99l). Both women

reported previous knowledge regarding automatic thoughts (e.g., Laura became aware of

negative selÊtalk through her OA group, while Carla learned about it in her psychology

class). Despite this awareness, both women identified that these thoughts were persistent

and very believable. The student referred to the cognitive model of weight

preoccupation/eating disorders, and suggested that a point of intervention was to

challenge their thoughts and beliefs around weight and food. Spangler (1999) suggests

that individuals who place a high value on attaining an "idealized" weight and body

shape, usually have a problematic belief that "obtaining the idealized weight and shape is

necessary in order to obtain desired outcomes such as feelings of selÊworth" (p. 700).
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Some of the automatic thoughts that were common to Laura included, "I'm fat", "I'm

ugly', and "I'm making wrong choices."

Co-exploration of Laura and Carla's critical inner voice was used to determine

how it contributed to the women's sense of low self-esteem and negative body image.

McKay and Fanning (2000) suggest that although everyone has a critical inner voice,

people with low self-esteem often have a more vicious and outspoken critic. "The critic

compares you to others - their achievements and abilities - and finds you wanting. The

critic sets impossible standards of perfection and then beats you up for the smallest

mistake. The critic keeps an album of your failures, but never once reminds you of your

strengths or accomplishments..." (McKay & Fanning,2000,p. 15). The student found

that externalizingthe critic's voice enabled Laura and Carla to view it as an entity that

they could fight against.

McKay and Fanning (2000) stress the importance of unmasking the critic's

purpose in order to learn to talk back to it. To assist in this process, Laura and Carla were

given a list of statements that unmasked the critic's agenda. The statements that

described the critic's agenda for both women included: "You're kicking me right now to

force me to live by the rules I grew up with; You're comparing me to everyone so that

once in a while I'll find someone lower on the totem pole than me; You're telling me to

be perfect so that I'll stupidly think that maþe I could be perfect and for a few minutes

feel better about myself' (McKay & Fanning,2000, p. 35).

Cognitive restructuring is an important technique that was used in the counselling

intervention for women experiencing negative body image, weight preoccupation, and

eating problems (Rosen, 1991). Although cognitive therapists frequently refer to the
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beließ and thoughts common to individuals with body and weight related issues as

illogical and distorted, the student felt uncomfortable with this terminology. Strong

societal pressures exist for women to look and behave in certain ways (e.g., thin,

flawless, nice, passive, perfect, etc.). Therefore, one cannot interpret the thoughts of

women as illogical and distorted but rather as logical responses to the messages they

receive at the mezzo and macro levels. The student used the term "patterns of limited

thinking" (McKay et al., 1991) to refer to clients' thoughts and beliefs around body

image, weight, and food. The student conceptualizedthat although these thoughts are

logical, they remain problematic because they limit a woman's life experience. It was

advantageous to educate Laura and Carla on the pattems of limited thinking that serve to

maintain low-self esteem and negative body image. These patterns include filtering,

polanzed thinking, overgeneralization, mind reading, catastrophizing, magnifying,

personalization, and should statements (McKay et al., 1997). Both women were given an

article that described each pattern of limited thinking, and identified alternative or

balancing statements that encouraged them to become more accepting of beließ and

thoughts, that were life enhancing, rather than life restricting (McKay et a1.,1997).

Laura and Carla maintained thought logs, which helped them challenge their

critical and limiting thoughts. In the log they recorded the following:

(1) A brief description of the situation;

(2) Feelings and the intensity of them (on a scale of 0-100);

(3) Automatic thoughts;

(a) The limited thinking pattem(s);

(5) Balancing or alternative thoughts; and
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(6) A re-rating of feelings (on a scale of 0-100) (McKay et al., 1997).

Cognitive theorists suggest that maintaining a written log enables individuals to

become more objective when examining their thoughts, and therefore, better able to

counteract them with alternative thoughts (Burns, 1999; McKay et al., 1997). Carla

observed that she frequently engaged in mind reading which refers to a person's ability to

"know what people are feeling and why they act the way they do" (McKay et al., 1997 , p.

32). For example, she believed that the people watching her volleyball games were

thinking about how fat she looked. Carlaidentified that she found it helpful to explore

alternative explanations for people's behavior (e.g., people are looking at her because she

is part of the team that they have come to watch play volleyball). Laura observed that she

frequently engaged in polarized thinking, which refers to "black and white thinking, with

no shades of gray allowed" (McKay et al., 1991, p. 29). Latxa explained that she found it

helpful to think in percentages. For example, instead of thinking that she had to eat a 100

percent healthy diet, she became more balanced by allowing at least 10 percent of her diet

to include less nutritious foods.

Another effective cognitive intervention in the treatment of negative body image,

weight preoccupation, and eating problems, includes the identification of the costs and

benefits to increase understanding in beliefs, thoughts, and behaviors (Burns, 1999). The

cost-benefit analysis form used in the counselling intervention asked the clients to

identify the attitude or belief that they want to change, and then list the advantages and

disadvantages to believing it. Carla explored the costs and benefits of "buying into

society's thin ideal" and reported that there were significantly more disadvantages than
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advantages to buying into these beließ and standards. This exercise helped shift Carla's

thinking and behavior regarding her preoccupation with her appearance and weight.

A number of other cognitive techniques were used to encourage Laura and Carla

to talk back to their critical inner voices. The double standard method encouraged each

woman to talk to herself in the same compassionateway that she would talk to a friend,

rather than speaking to herself in harsh and condemning ways (Burns, 1999). The student

asked both women to contemplate the following question: "If harsh words are not likely

to motivate a friend, why do you think they will motivate you?" The semantic method

encouraged Laura and Carla to stop scolding themselves with "should statements"

(Bums, 1999). Because "should statements" add fuel to the inner critical voice, the

women were encouraged to replace "should statements" (e.9., "I should work out"), with

phrases like "It would be nice/preferable if I worked out." In addition, the women were

encouraged to use neutral rather than selÊcritical language when describing their bodies.

Rosen (1997) suggests that to replace negative body talk, the client should "construct

more objective, neutral, sensory selÊdescriptions that are free of emotionally loaded self-

criticism, but are believable" (p.194). For example, instead of referring to her thighs as

"fat and chunky", Laura was encouraged to use the actual size of her thighs (in inches)

when describing them.

Positive affirmations were another useful cognitive technique that provided

ammunition against Carla and Laura's critical inner voices. Laura reported that the more

she looked in the mirror and said, 'You're beautiful!" the more she started to believe it.

Another cognitive strategy used to enhance Laura and Carla's sense of self involved

identifying the core qualities that they valued about themselves. Some of the questions
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on the handout included: qualities in you that others have praised and appreciated;

qualities that helped you survive life's struggles, qualities that helped you reach certain

life goals; and things you are good at with your familyifriends (McKay & Rogers, 2000).

To further increase both women's awareness of these core qualities, the student

encouraged them to take notice of examples from past or present situations, when they

demonstrated one or more of the core qualities (McKay & Rogers, 2000). Laurareported

difficulty completing an inventory of her core qualities. This was likely due to the

overemphasis she had placed on her weight and appearance over many years.

Behavioral interventions were also incorporated into the individual counselling

intervention. Behavioral interventions are considered useful for the treatment of negative

body image, weight preoccupation, and eating problems, because women with these

issues commonly engage in checking behaviors (Cooke & Striegel-Moore, 1997; Rosen,

1997). One form of checking behavior includes comparing oneself with others (Rosen,

1997). Laura and Carl.aboth reported frequently comparing themselves with co-workers,

füends, strangers, models, and actors. The student discussed with Laura and Carla how it

is common for individuals with negative body images to compare their least favorite

body parl(s) with an individual's most attractive body part(s) (Rosen, 1997). For

example, rather than comparing her breasts (a body partthat Laura was satisfied with)

with others, she compared her face and legs (body parts that she was not satisfied with).

Laura observed that she almost exclusively compared herself to women with clear

complexions, defined jaw lines, and thin, toned legs. This awareness helped both women

understand the self-defeating nature of their checking behaviors. In addition, they

learned how comparing themselves to others perpetuated their negative body talk and low
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sense of self-esteem. Various cognitive strategies were used to help reduce the frequency

and intensity of Laura and Carla's comparing behaviors. For example, when looking at

another woman, the clients were encouraged to focus on an aspect of the other's

appearance that was unrelated to the clients' perceived flaw (Rosen,1997). Other

strategies included intemrpting negative comparisons with selÊaffirming statements and

focusing on non-appearance related characteristics in other people (Rosen, 1997). Laura

and Carla appeared to benefit from these strategies and reported that they felt more

positive about their bodies when they were not looking at fashion magazines or watching

certain television programs. Buying new clothes was another behavioral strategy used in

the intervention. The student encouraged Laurato buy bigger clothes that fit her more

comfortably. Laurareported that the new jeans she purchased helped her feel better

about her body.

Laura and Carla benefited from relaxation techniques, such as deep breathing,

progressive muscle relaxation, and visualization, as well as self-care strategies (McKay &

Fanning, 2000; McKay & Rogers, 2000). These strategies helped to decrease the

women's stress and anxiety, and therefore, made them more able to resist engaging in

unhealthy thinking about their appearance, weight, andlor binge eating behaviors (Pike et

al.,1996). In addition, the relaxation techniques helped to increase Laura and Carla's

body awareness (Srebnik & Saltzberg, 1994).

Bibliotherapy and discussions regarding moods and feelings were incorporated

into the intervention. Carlson (1997) reports thal a shift in a person's mood is natural and

that when people understand Lhatit is their mood and not life that has changed, they have

a better perspective. Laura reported that learning about moods helped her to gain
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perspective on her thoughts and feelings, causing her to not make major decisions when

she was in a low mood. Co-exploration of uncomfortable feelings such as fear and anger

was included in the intervention. Laura and Carla were encouraged to explore the

meaning of their feelings (e.g., what does it mean for a woman to get angry),

identification of their feelings (e.g., physiological, cognitive, behavioral responses), and

guidelines for expressing their feelings (e.g., identi$ various options) (McGifford, 2003).

A feeling word list helped the women to identify their emotional experience. The women

found that talking about their feelings helped to decrease the intensity of them.

Relapse prevention was used in the individual counselling intervention. Relapse

prevention refers to the review of the cognitive behavioral strategies that the client has

found most helpful (Fairbum,1993). The goal of cognitive behavioral therapy is not to

solve all potential problems, but to teach the skills that encourage self-efficacy and enable

the client to manage such problems adaptively in the future (Pike et a1.,1997).

Therefore, the student asked Laura and Carl,ato think ahead to potentially stressful

situations and think about how they would handle them. Relapse prevention also helped

to consolidate client learning.

A feminist cognitive behavioral intervention was used with clients who presented

with issues that were not weight andlor eating related. Enright's (1997) review of the

literature suggests that because all human experience contains cognitive and behavioral

factors, most psychological and physical problems can be viewed through a cognitive

behavioral theoretical lens. Feminist theory recognizes that sex role socialization,

women's minority status in a patriarchal society, and other issues of diversity, are sources
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of psychological distress (Israeli & Santor, 2000) and contribute to women's "problems

in living" (Enns, 1997).

The feminist cognitive behavioral intervention applied to Joanne and Ruth's

situation included many of the same techniques that were used with the other clients.

Discussions about automatic thoughts, the critical inner voice, and patterns of limited

thinking, increased client self-awareness. Visualizalion exercises were used to enhance

Joanne's compassion for herself. Feminist interventions such as consciousness raising

and social and gender role analysis were also incorporated into the counselling sessions.

The student found it particularly beneficial to explore the structural issues that were

impacting Ruth's life. For example, her husband's decision to leave the marriage had

severe financial repercussions for her and her children. Modest child support and

disability payrnents left Ruth financially overwhelmed and frustrated. It was particularly

difficult for Ruth to accept that her ex-husband and his new wife continued to live in the

same middle to upper socioeconomic class that Ruth had become accustomed to. Co-

exploration of feelings was also used with both clients. Ruth especially seemed to benefit

from this intervention because of the intense anger and resentment she harbored towards

her ex-husband and his new partner.

The Integration of Feminist and Cognitive Behavioral Theoríes

Feminist and cognitive behavioral approaches to therapy have valuable

components that complement one another. One valuable component of feminist practice

is its emphasis on sociocultural explanations for women's'þroblems in living" (Enns,

1991). Although the cognitive behavioral model does acknowledge the role of
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sociocultural factors in the etiology of eating disorders, it maintains a pathological

perception of women with weight preoccupation and disordered eating (Fairburn, 1993).

Feminist theory enhances the cognitive behavioral model by shifting the blame from the

individual client onto larger social issues, expectations, and pressures (Brown, 1993a;

Srebnik & Saltzberg, 1994). While both cognitive behavioral and feminist interventions

are present and future oriented, the feminist perspective's contextual framework provides

the client-counsellor team with the most comprehensive view of the client's present

situation.

Another valuable component of feminist practice is the position of the counsellor.

Although the client-counsellor relationship is positive in both models, the feminist

counsellor's refusal to diagnose or label clients enables the therapist to maintain a non-

expert stance and focus on each client's individual experience (Brown, I993c; Burstow,

1992). This stance conveys respect and empathy toward the client. In addition, the

feminist counsellor maintains an awareness of her own values and biases so that they are

not inadvertently pushed onto the client during the intervention (Burstow,1992).

Unlike the cognitive behavioral model, the feminist counsellor rejects any

language that is diagnostic and pathologizing. The feminist counsellor does not perceive

a woman's thoughts as irrational or erroneous as do cognitive therapists, but rather as

logical responses to the sexism, classism, racism, fatism, heterosexism, and ablism that

many women experience (Rice & Russell, 2002). Utilizing a strengths-based approach to

working with women is a component of feminist therapy that also complements cognitive

behavioral therapy.
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Both the psychoeducational component of cognitive behavioral therapy and the

consciousness-raising component of feminist therapy encourage a positive shift in a

client's thinking and belief systems. However, specific cognitive behavioral techniques

such as cognitive restructuring, homework, relaxation, and relapse prevention, are

primarily useful for helping clients construct and maintain a healthier selÊconcept.

Another strength of the feminist perspective is its emphasis on social activism.

Cognitive behavioral and feminist therapies both seek to challenge social problems at the

personal level by working one-on-one with clients (Srebnik & Saltzberg,1994). Unlike

cognitive behavioral therapy, feminist practice extends its work to the political level

through consciousness-raising and challenging society's standards, beliefs, and messages.

Despite the ways feminist and cognitive behavioral interventions complement one

another, the student experienced a number of challenges when integrating the two

theories. One challenge involved finding a balance between the highly structured nature

of cognitive behavioral therapy and the less structured nature of feminist therapy.

Initially, the student found that she was very focused on implementing theory into the

counselling session. The student's concern was that the overly structured sessions were

placing her own therapeutic agenda before the clients', and therefore causing her to

become less focused on attending to important therapeutic aspects such as alliance/trust

building, empathizing, and discussing client feelings.

The student worked to find a balance between incorporating the structure of

cognitive behavioral therapy and maintaining the client-centred approach of feminist

practice. This balance was achieved through inviting clients to participate in various

cognitive behavioral interventions, while reminding them that the counselling sessions
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were for them. The student encouraged each client to let her know if any part of the

sessions (or homeworþ made her feel uneasy or was not helpful. For example, one client

reported that simply recording her automatic thoughts was not helpful. This was useful

feedback for the student, who leamed the importance of incorporating the exercise of

recording automatic thoughts with cognitive restructuring. As a result of the feedback,

the client engaged in cognitive restructuring exercises, which she found helpful. This

process allowed the student to incorporate useful structured cognitive behavioral

strategies within a client-centred feminist practice context. It was helpful to become

more flexible in the sessions in order to attend to the client's ongoing needs, drawing

upon cognitive behavioral concepts and interventions as they were applicable, rather than

trying to structure them into the session.

The role of the counsellor provided a second challenge for the student. Cognitive

behavioral therapy requires that a counsellor remains highly active and directive in the

counselling session (Pike et al.,1996). In contrast, feminist therapy encourages the client

to set the pace and agenda of the counselling session (Brown, 1993c). The student

achieved a balance by remaining active in the session and reminding clients that they

always had a choice regarding participation. For example, the student reviewed client

goals and suggested various feminist and cognitive behavioral strategies, while also

encouraging clients to change their mind about what they wanted to talk about throughout

the counselling process. This process ensured that the sessions were client-centred and

focused.

A third challenge involved the different emphases cognitive behavioral and

feminist therapies place on eating and weight gain. Cognitive behavioral therapy stresses
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the importance of normalized eating and weight gain in the initial phase of therapy.

Cognitive behavioral therapy has an initial behavioral emphasis and focuses on replacing

the individual's chaotic andlor restrictive eating pattern (Fairburn, 1993a) with a regular

pattem of eating that includes eating three meals and two snacks per day (Spangler,

1999). In contrast, the feminist approach to weight preoccupation and eating problems

does not advocate for client weight loss/weight gain. The feminist perspective

acknowledges that women with eating disorders often feel a sense of powerlessness and

lack of control in their lives and therefore, emphasizes the importance of allowing the

client to feel in control of how and when she will give up the eating disorder (Brown,

1993b). Feminist practitioner Catrina Brown (1993c) stresses that "if a client is not

emotionally ready to give up anorexic or bulimic behavior as a way of coping, she must

not be made to do so" (p. 180). Rather than initially focusing on normalized eating, the

feminist therapist helps the client to first understand her issues with food by focusing on

her body image and dieting history, attitudes about fatlthin, and family issues (Brown,

1993b). The feminist perspective maintains that work in this area will help the client

understand her issues with weight and food, and she will therefore be able to develop a

more positive relationship with food and her body.

It is important to note that because the literature in the area of cognitive

behavioral therapy primarily discusses its application with women experiencing clinically

diagnosed eating disorders, maintaininga certainbody weight is essential for cognitive

therapy to be effective. This may explain the initial emphasis on normalized eating and

weight gain in the cognitive behavioral therapy literature. However, feminist practitioner

Catrina Brown (1993c) notes that "even in severe circumstances fextreme weight loss],
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one cannot focus solely on weight and eating...When behaviors or symptoms escalate,

the reasons should be explored. Often problematic eating behavior will intensify when

clients are engaged in critically emotional work" (p. 188).

The student's practice in this area was consistent with the feminist perspective.

For example, the student emphasized the importance of helping the client first understand

the meaning attached to her issues with food and weight. It is important to note that none

of the counselling clients were at the extreme end of the body image continuum and were

therefore able to effectively engage in the feminist and cognitive interventions. Some

emphasis was also placed on client eating patterns. For example, the student encouraged

clients with weight and food issues to maintain food logs to increase awareness of their

eating and thought patterns. Client reports indicated that this exercise increased their

awareness and enabled them to observe change.

A fourth challenge the student encountered involved the emotional experience of

the client. Because thoughts and behaviors receive more emphasis than emotions in the

cognitive behavioral therapy literature, the student initially placed little emphasis on

clients' emotions. Supervision in this area enabled the student to find a balance between

attending to the cognitive, behavioral, and emotional experiences of the client.

Bibliotherapy and therapeutic discussions in the area of feelings and moods were used to

increase client selÊawareness. These interventions enabled the client and student to note

the importance of the emotional experience and understand it in relation to cognitive and

behavioral experiences.
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Practice Themes

Numerous practice themes emerged among the three clients who experienced

body image, weight, and food issues. First, all women reported having perfectionist

standards for themselves in terms of their appearance and achievements. Garner and

colleagues (1985) suggest that abasic fear of inadequacy underlie an individual's drive

for perfection. Laura, Carla, and Kara, relied on external criteria (e.g., evaluations of

others) to determine their self-worth. Carla described that when she received a good

mark on an exam she would experience a brief moment of satisfaction before her inner

critical voice reminded her that she "should have scored 100% rather than 98%o." The

women all shared a set of standards that they admitted were unrealistic for others but

made sense for them. For example, although Laura did not require a person to be

attractive to be her friend, she believed that others expected her to be attractive to be their

friend. Each of the women had a loud, inner critical voice that berated them when these

standards were not met.

A second theme that emerged involved each woman's feelings of confusion

regarding her personal identity. The student suspected that the reason for their confusion

was twofold. First, the student observed that all of the women experiencing weight

preoccupation believed that thinness would lead to feeling worthy, huppy, and being

successful. The women's overemphasis on achieving the ideal body likely impeded the

development of more multi-faceted personal identities. Second, the student suspected

that because the women had been overly focused on behaving in ways that others would

consider perfect, they were unaware of their own interests, wants, and needs. For
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example, Laurahad spent many years trying to be the "perfect girlfüend." Once she

resolved to remain single and work on herself, Laurabegan learning what she likes to do.

A third common theme among the women who experienced weight preoccupation

was their common patterns of limited thinking. These included polanzed thinking,

filtering, mind reading, personalization, and should statements. For example, each

woman frequently engaged in should statements, which encouraged her to follow the

rigid set of rules regarding eating and/or exercise. Each client reported that she found the

information on limited thinking patterns interesting and helpful. In addition, all women

reported feeling a sense of relief that these thoughts could be changed.

The student observed three practice themes emerge among all of the clients. First,

the student observed that all clients experienced difficulty identifuing and expressing

their feelings. The women reported that the feeling word lists and a focus on feelings

during counselling sessions helped them to develop a better articulation of their

emotional experiences. Specifically, the clients who experienced weight preoccupation

and eating problems reported that expressions of certain emotions (e.g., anger or sadness)

were discouraged in their family of origin. For example, Kara explained that her mom

repeatedly told her not to discuss her problems with others because people (primarily

men) would not find her attractive.

A second theme that emerged among the clients was each woman's positive

feedback regarding the feminist perspective, and how discussions about gender role

expectations and society's narrow standard of beauty empowered them. In particular, the

women who experienced weight preoccupation reported valuing the feminist readings

from Consuming Passions (Brown & Jasper, 1993). Carlareported that that the feminist
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based articles, video, website, and discussion helped her become more accepting of her

body and loving towards herself.

A third commonality among most of the clients was the high level of commitment

and motivation each demonstrated. Kara, Laura, Carla, and Joanne were highly

committed to the counselling process. Each woman attended counselling regularly and

invested time and energy into completing the homework activities. The motivation these

women demonstrated increased their self-awareness and contributed greatly to the change

process.

Evaluation

Clinical evaluation is an essential component of social work practice. It provides

the practitioner and client with feedback regarding improvements made within the client

situation, consolidates client learning, and ensures professional accountability. The

measures used for evaluating the individual counselling component of the practicum

included self-monitoring logs, goal attainment scaling, a client satisfaction questionnaire,

and student feedback. Four clients participated in the evaluation process. Because of

Ruth's sudden and unannounced termination, she did not take part in the formal

evaluation.

Self-monitoring logs. SelÊmonitoring was used to gain assessment and evaluative

information. Two of the clients with weight and eating issues maintained logs that

recorded eating patterns and the circumstances, thoughts, and/or feelings, regarding food

consumption. The log provided the student and client with information regarding

changes in the client's eating patterns. For example, Kara's initial log revealed that she
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ate small portions of food and her eating schedule was erratic (e.g., some days she ate at

12:00 p.m. and 6:00 p.m. and other days she ate her first meal at 4:00 p.m.). Kara

observed that it was common for her to binge eat approximately 2 times each week,

usually when she was feeling alone, anxious, andlor confused about her life. Kara and

the student discussed the usefulness of eating at more regular intervals (e.g., breakfast,

lunch, and dinner) . Later, Kara's log reflected that she was eating larger meals at more

regular intervals (e.g., lunch at 12:00 p.m., dinner at 6:00 p.m., and an evening snack).

At termination, Kara reported engaging in approximately one binge per week.

Each client maintained a log that recorded her automatic thoughts and attempts at

cognitive restructuring. Some clients engaged in this process for three weeks while

others used it over a number of months. Regardless of the time spent, the process of

maintaining a log increased clients' self-awareness, and provided the student and clients

with concrete examples to explore in the session. In addition, the log enabled the clients

and the student to observe changes in the clients' thinking, feeling, and behavior

throughout the counselling process. Over time each client developed her ability to label

her feeling(s), and identify the limited thinking pattern(s) in which she was engaging.

The log also illustrated how the process of challenging patterns of limited thinking

decreased the intensity of the client's emotional experience. For example, one of Laura's

thought log entries illustrated that when she used balancing or alternative thoughts, her

feeling of frustration was reduced from an initial rating of 90 percent to a re-rating of 50

percent. Although the uncomfortable emotion was still there, the decrease in its intensity

allowed Latxa to deal with it andlor the provoking situation more effectively.
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Goal attainment scalíng. Goal attainment scaling was used to evaluate the

effectiveness of the therapeutic intervention. Each client developed a number of goals at

the initial stage of the counselling process and rated where she saw herself on a scale of

zero to ten. These goals were reviewed at termination and the client determined the

degree to which she thought the goals were achieved. All clients reported improvements

in each of the outlined goals.

The women who presented with body image, weight, andlor eating problems,

reported significant improvements in their body image and self-esteem. Goal attainment

scaling indicated that Kara's self-esteem and body image had increased from an initial

ratingof 4.5110 to a rating of 6110. Kara reported that she was more accepting of her self

and was no longer trying to change her appearance. She explained that body image was

less of a focus and that her eating had become less restrictive. She identified that her

negative thoughts were not as defeating as they used to be and did not last as long.

Goal attainment scaling indicated an improvement in Laura's body image and

self-esteem. Laura's initial rating of 3/10 increased to 8/10. Laurareported that although

she would have liked to be more physically toned she was less obsessed and stressed

about it and more accepting of her unique self. She explained that she did not "freak out"

as much if a pimple appeared and believed that her positive attitude had helped clear up

her complexion. She identified that every time she looked in the mirror she said,'You're

beautiful." She acknowledged that she had learned that she is her worst critic and was

continuing to change this. She reported that she was comparing herself to others less

frequently. In addition,Lauraidentified how her increased awareness of society's
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obsession with thinness had encouraged her to educate her female friends on these issues

and encourage them to love themselves.

Goal attainment scaling indicated an improvement in Carla's body image and

self-esteem. Carla's initial rating of 3/10 increased to 9/10. Carlareported that when she

began counselling she was very preoccupied with her body image and would check out

her reflection "obsessively" (approximately 100 times per day). She explained that she

would have to leave places because she could not handle how fat she was. She identified

that she no longer let this happen. She reported that she still checked her reflection out of

habit (approximately 5 times per day), but that it did not negatively affect her. She

reported that she reminded herself that she does not want to invest into society's thin

ideal an¡rmore and if people are not able to accept her and her body as it is they are not

worth it.

Carla's achievement goal of being physically fit and healthy remained at1ll0.

She described that being physically healthy was as important to her, however counselling

had helped her change the way she thought about it. She explained that before

counselling she had to work out to be thin and after counselling did not think of it that

way. She identified that she was using less "should statements" and no longer felt guilty

if she did not want to work out. She reported that the changes she made were lifestyle

changes and included being healthy, both physically and emotionally.

Latrareported her confidence in the area of decision making increased from an

initial rating of 3/10 to a rating of 9lI0 as a result of counselling. Laura identified that

learning to think in percentages rather than in "black and white" helped her become more

confident, when making decisions. She reported that it was helpful to remind herself that
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she could change her mind later, but current decisions were okay. She identified that she

learned a lot about herself by making decisions and was taking more risks. She described

her overall outlook on life as more positive. For example, before counselling she

perceived the glass as half empty, and now saw it as half full.

Kara and Latraincreased their ability to deal with uncomfortable feelings.

Kara's goal attainment scaling indicated an improvement from an initial ratingof 3/10 to

arating of 7110. Kara identified that she was able to label and understand specific

feelings rather than let them take on a "tornado effect." She explained that she had

gained the language and strategies necessary to effectively express and cope with her

feelings. Kara indicated that she planned to further develop her skills in this area.

Laura's goal attainment scaling indicated that she was better able to label her

feelings. Her initial rating of 5/10 increased to a rating of llI0. She identified that

learning about her moods helped her to gain perspective on her emotions. She explained

that when she was in a low mood she no longer reviewed her life story, or made major

decisions. Laura reported that at times, she chose to stuff her feelings by eating instead

of expressing them (e.g., through crying, joumaling). She identified a goal of continued

work on this area.

The clients outlined other areas of positive growth. Laura reported an increase in

her self-confidence. She described that she stood up straight, held her head high, and no

longer asked for others' opinions of her and her body size. Kara and Carla described that

they learned to set more realistic standards for themselves. Carla said that she had

achieved more balance in her life. She described taking time for selÊcare and relaxation.

She explained that she learned that it is not healthy for her to get too stressed or feel
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guilty about things. All women reported becoming more self-aware as a result of

counselling. Carlareported that while she had always valued her intelligence she now

considered her self-awareness one of her greatest strengths. Laura identified the she was

able to see the connection between her thoughts and feelings.

Joanne reported that her ability to make healthy decisions and take care of her

individual needs increased as a result of counselling. Her initial rating of 3/10 increased

to arating of 8/10. She identified that in general she was making healthier, less

impulsive decisions and attributed this to her increased self-awareness. She described

that before reacting she explored her inner feelings and cognitions, and identified the

potential positive and negative consequences of her actions. She reported that she was

able to recognize what she does and does not have control over and found that this

awareness empowered her to take responsibility for those areas where she had control.

Joanne described accepting that she was not "superwoman" and was able to set more

reasonable expectations of herself, and healthy boundaries with others.

Joanne reported that her ability to deal with feelings of shame regarding her

involvement in an affair had increased as a result of counselling. Her initial goal

attainment scale rating of 0/10 increased to a rating of 4110. Joanne reported that

although she did not perceive herself as negatively as she used to, the shame remained a

difficult issue for her. She identified that leaming about the difference between guilt and

shame was helpful. Joanne reported that the shift from dwelling on her past behavior to

examining why the affair happened had been "tough" but also helped her begin to deal

with the shame. She indicated that the more effort she invested into her marriage (e.g.,

affection, communication) the less guilty and shameful she felt about her past behavior.
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Although Ruth did not participate in the formal evaluation process, a mid-term

check (conducted in December) invited Ruth to review her goals and share what she had

found helpful/not helpful about her counselling experience so far. Ruth identified that

she was able to label her feelings and understand how these feelings keep her attached to

her ex-husband. She described that she was feeling better about her life and was taking

care of herself physically and emotionally. In addition, Ruth reported that she was

feeling more empowered because she was actively seeking employment, applying for

insurance coverage, and had her car repaired (which gave her an increased sense of

freedom).

Ruth indicated that the student's friendly and personable nature enabled her to

talk openly about what was bothering her. She identified that she appreciated how the

student helped her maintain her focus when she got sidetracked, and how they

collaborated to make connections between her feelings and life experiences.

Student feedback. Student feedback \ryas a useful component of the evaluation

process. The student provided each client with verbal and written evaluative feedback

regarding her progress throughout the counselling experience. Each client was presented

a card with the student's feedback enclosed. The student hoped that the card would

remind each woman of her personal growth and remain a source of encouragement for

her to continue on the journey towards self-acceptance. For example, the feedback given

to Laura was as follows:

"It has been wonderful having the opportunity to work together with you.
As we have spent time together, I have seen you grow in a number of
areas. I have seen you work hard at enhancing your sense of self - both in
your self-esteem and body image. I have watched you become more selÊ
aware and apply the new skills you have learned. I have observed you
fight the critic's voice and become more compassionate and loving
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towards yourself. It has been exciting to watch you give yourself the same

care and acceptance that you so readily give to others. I have seen you

become more confident in your decision making, labeling your feelings

(especially the difficult ones), and challenging yourself to sit with these

feelings. It truly has been a pleasure meeting you and I wish you all the

best in the future. I am confident that you will succeed at everything you

set your mind to. I encourage you to stay on the joumey to loving yourself

- both inside and out. Stay strong! Be proud! Stand in your own space

and know you are there!"

The student observed that the feedback had a significant impact on the clients.

All clients responded with words of appreciation. For example, Lauraremarked, "Thank

you so much. That is so sweet. I can't believe you noticed all of these changes in me."

The student also observed some of the women nod as the cards were read to them. This

suggests that they agreed with what was being said about them and were affected by the

affirmative feedback. For example, Carla began to cry and explained how happy she is

about the positive changes she has made in her life.

Client satis.faction A client satisfaction scale was developed to determine the

client's reaction to the intervention (Kirst-Ashman & Hull, 1999). The questionnaire

included questions from the Client Satisfaction Questionnaire (CSQ-8) (Attkisson, 1979)

and the'Women's Health Clinic client satisfaction form. A summary of the clients'

written evaluations is included in Appendix G.

Each of the clients rated the quality of their counselling experience as excellent

and reported that they could speak very openly and without judgement of the student.

Joanne wrote, "Instead of approaching me from an analytical point, I was encouraged to

speak openly." Carlawrote, "I always felt that Lori was "feal" and that she really cared

about what I was saying [and] very genuine which made me feel very comfortable and

safe."
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All clients reported that they felt the student really understood their problems.

Laura wrote, "I really got a sense of true caring and understanding from Lori. Lori was

also interested in what I had to share and listened with full attention... I felt so

comfortable with Lori that I could become vulnerable in front of her." Kara wrote that

the student was "quickly able to determine my issues and concerns [and] offered and

developed an active, positive approach to tackling my concerns."

Each client indicated that she gained greater selÊawareness and useful skills as a

result of the counselling. Laurawrote, "I really, truly have become more confident and

have way more self-respect and show more selÊlove tools towards myself from working

Lori." In addition, the women reported that they are more confident in their ability to

solve problems and feel better about themselves overall. Carlawrote, "I feel this

experience was immensely helpful and empowered me to accept and cope with life's

challenges in healthy ways." Joanne wrote, "I appreciate fl-ori] for the skills that she has

shared with me."

Finally, all women indicated that they would definitely come back to the WHC

counselling program and recommend the program to a friend'

Group Work Interventions

The practicum experience included two group work interventions. The student

participated in the development and co-facilitation of a treatment group for young women

experiencing body image dissatisfaction andlor weight preoccupation and an eating

disorder prevention group for sixth grade girls.
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Description of Group Members

The four young women who completed the Images treatment group were

Caucasian and betweenlT and 19 years old. Two of the group members attended

university, one was in high school, and one young woman was employed full time.

Despite the size of the group there was araîge of experiences regarding socioeconomic

status, family circumstances, and religious and cultural affiliations. For example, two of

the participants belonged to high socioeconomic status families and were active members

of their ethnic groups, while another member was a single parent of a young child and

receiving social assistance. In addition to the members' diverse cultural and

socioeconomic backgrounds, each member was at a different place along the body image

continuum. Kate indicated that although she had a "fairly positive" body image, she was

under a lot of pressure from her father to lose weight. Kayla and Rachel each reported

that they experienced negative body image and weight preoccupation. Ellen identified

that in addition to being preoccupied with her weight, she experienced eating disordered

behaviors.

The twelve girls who completed the prevention group were l1 years old. Most

members were of Mennonite heritage. All but four members were of middle to high

socioeconomic status and described having opportunities to participate in numerous

extracurricular activities such as sports, music, and art. One girl of color participated in

the group. All of the members knew each other and friendship cliques were evident

within the group. Although remarks from the members indicated that they were

reasonably satisfied with certain parts of their appearance (e.g., eyes, mouth), other

feedback suggested that many were unhappy with other body parts (e.g., stomach, legs).
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Member comments indicated that no one in the group was experiencing weight

preoccupation and/or eating problems.

Integration of Theory and Practice in Group Interventions

Group Goals

The goals of the treatment group were twofold. The first goal was to enhance

members' body image and self-esteem by increasing their awareness in the following

areas:

(l) Media influences on body image and selÊesteem;

(2) Dieting myths and society's fat oppression;

(3) Influences of family and culture on body image and self-esteem;

(4) Impact of sexual violence on body image and self-esteem;

(5) Connections between feelings and body; and

(6) Skill development in the areas of assertive communication, stress

management, obtaining help for abuse, and media literacy and activism.

The second goal was to promote individual and collective change by fostering a sense of

support and connection among members.

The goals of the prevention group were to provide girls with the opportunity to

talk openly about issues that influenced their self-confidence, such as self-esteem, and

body image during adolescence, and teach skills to help girls effectively deal with

negative experiences (Friedman, 1999).

Although the content was similar in both group interventions, differences in the

focus and process existed. The focus of the treatment group was more remedial than that
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of the preventive intervention. The treatment group assisted the members to develop

skills and coping strategies to enhance their self-esteem and body image and thus, heal

from their negative experiences. The focus of the prevention group was to teach the

participants skills that would protect them from experiencing low selÊesteem and

negative body image. While the discussion in the treatment group was more

personalized, a discussion of global issues occurred in the prevention goup.

Group Structure

The structure of the treatment and prevention groups was similar. The members

arrived at the session and formed a circle with their chairs. Each session began with a

check-in. The check-in provided each member with an opportunity to share something

about her self (e.g., how she was feeling that day, how her week had gone, etc.). In

addition, the check-in enabled the facilitators to "take the temperature" of the group with

regards to members' moods and experiences, The prevention group check-in was more

structured and asked members to respond to a specific question (e.g., What was the high

point and low point of your day? Use the feeling word list to describe how you are

feeling today.). The structure was useful because of the large group size and

developmental age of the members.

The sessions in both of the group interventions focused on a specific topic (e.g.,

the media). A mini lecture andlor video was often incorporated into the session to

provide education. Group discussion was used in both interventions to create

opportunities for members to give voice to their thoughts, feelings, and experiences

(Friedman, 1999). Small group discussion was used to initiate intimate discussion ¿ìmong

participants in the large prevention group (Mussell, et a1,2000). Activities such as
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journaling, creative art, and role-playing facilitated experiential leaming in the

interventions.

Group sessions in both interventions ended with a check-out. The check-out

process in the treatment goup gave members an opportunity to share how they were

feeling at the close of the session. The check-out process in the prevention group focused

primarily on consolidating member learning (e.g., What is one new thing you learned in

today's session?) and member strengths (e.g., Share two things that make you a good

friend, share one thing that you appreciate about the girl sitting to your right.). Member

feedback from the treatment group indicated that the check-in and check-out was

"wonderful fbecause] it makes you feel that someone cares". A selÊcare basket was

included in the treatment goup. As the members participated in the check-out, they each

took an item from the selÊcare basket as a reminder to do something nice for themselves

in the upcoming week. The selÊcare basket contained items such as bath beads, scented

candles, hand lotions, and lip balms. Both groups incorporated minimal homework (e.g.,

media literacy exercise).

Group Content

Although the primary objective of the groups was different (e.9., treatment of a

problem versus prevention of a problem), both interventions incorporated similar feminist

and cognitive behavioral techniques. The techniques promoted positive body image and

selÊesteem, and encouraged members to connect with one another. Figure 4.1 provides a

summary of the content included in the treatment and prevention groups.
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Fi 4.1

It is important to note that the content of the treatment group was organizedin

such a way that each session built on the material presented in previous sessions. For

example, it was considered advantageous to explore societal expectations of women,

historical changes in the ideal body type, and assumptions about fat and thin body types,

before presenting information on dieting myths. The facilitators believed that

Treatment Group Prevention Group

Session 1 Topic:
Activities:

Orientation
Icebreakers;
"Ideal Woman" collages

Orientation
Icebreakers; group noflns;
"Ideal Girl" collages

Session 2 Topic:
Activities:

Body Image & Self-esteem
Group nonns; questionnaires;
Body imase history iournaling

Media fnfluences
Video; collage presentations

Session 3 Topic:
Activities

Media Influences
Expectations of women;
Slím Hopes video

Media Literacy and Activism
Video; media literacy exercise;
media activism website

Session 4 Topic:
Activities

Fat Prejudice / Dieting Myths
Fat/thin assumptions; dieting quiz

Feelings / Body Awareness
Discuss "grungies"; body drawing

Session 5 Topic:
Activities

Media Literacy & Activism
Media literacy exercise; Oprah
video; media activism websites

Puberty
Video; question & answer period

Session 6 Topic:
Activities:

Family & Cultural Influences
Culture exercises; readings on
body image & identity

Stress
Depict "stress" through creative
art; relaxation exercise

Session 7 Topic:
Activities:

Impact of Sexual Violations
Discussion

Fat Prejudice / Dieting Myths
Fat/thin assumptions; dieting quiz

Session 8 Topic:
Activities:

Communication Skitls/
Feelings/Body Awareness
Assertive communication skills;
body drawing

Communication Skills
Personal strengths exercise; role
plays to practice "I statements"

Session 9 Topic:
Activities:

6úFat Talk" / Stress
Translating " fat talk" ; stres s

management skills (e. g., selÊcare,
relaxation exercise)

Friendships
Role plays

Sessionl0 Topic:
Activities:

Evaluation & Termination
Party
Pizza; "Ideal'Woman" collages;
member sharing (learning,
feelings about termination);
written evaluation; share gifts

Evaluation
"Ideal Girl" group collage;
member sharing (e.g. learning,
feelings about termination);
written evaluation
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consciousness raising was a necessary prerequisite for members to want to change their

attitudes (e.g., around size prejudice) and behaviors (e.g., dieting). In contrast, the

prevention group was organizedto include a new topic each week. Because it was

common for one or more girls to miss a session (due to other after school activities or

illness), the content ensured that members were able to benefit from the material despite

missing a previous session. In addition, the session topics were aranged with group

process in mind. For example, the session that addressed the impact of sexual violations

on women's body image was scheduled for week seven to ensure that the group had

established a high degree of trust and cohesion.

In accordance with the feminist perspective, both goup interventions stressed the

role that sociocultural factors have in the development and maintenance of weight

preoccupation and eating disorders in women (Striegel-Moore, 1995). Feminist therapy

techniques such as consciousness raising, social and gender role analysis, social activism,

and acceptance of diversity were included in both interventions as a means of

empowering group members.

Consciousness raising was utilized in both interventions. The treatment group

used consciousness raising to place members' personal experiences within alarger

societal context. The body image continuum and an activity that explored body image

history were used to depathologize the members' experiences with weight and food. The

body image history activity invited members to reflect on a picture of themselves from

the time in their life when they first remember disliking their body. Members were

invited to use art or journaling to explore the influences, expectations, and experiences

that have impacted their body image (Friedman, 2002).
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Both group interventions used consciousness raising to demystify the tyranny of

society's beauty standards. Discussion in the prevention goup revealed that members

felt pressured by the media to be "thin," "flawless," and "rich." The members described

that these pressures made them feel "bad," "weird," "like a loser," "like we're the most

out of style and most ugly people ever," and'Jealous of what others have." Members in

the treatment group were encouraged to share items from the media that made them feel

bad about their bodies. Rachel presented a plastic surgery advertisement that illustrated a

woman with large breasts. She described how the advertisement made her feel

inadequate about her body. Most members shared that the media had strongly influenced

their decision to diet. Videos were used to provide members with age appropriate

information on how beauty standards have changed over time and how advertisers exploit

the female body for profit gains. Positive feedback from members of the treatment group

indicated that Slim Hopes: Media's Obsession with Thinness (Kilbourne , 1995) was a

powerful tool to include in the intervention.

Consciousness raising in the prevention group also facilitated change at the

systemic level. Mussell (2000) asserts that prevention efforts at the systemic level

include improving the immediate environment of girls by educating teachers, staff,

administrators, and coaches. In addition, efforts should promote attitudes and behaviors

that counter the size prejudice that contributes to the development of weight

preoccupation and eating disorders. The teacher's role of co-facilitator enabled her to

learn about the sociocultural factors that contribute to the development of weight

preoccupation and eating disorders. The teacher reported that the group experience
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challenged her personal weight and size prejudice. In addition, she informed interested

staff members on the topics discussed in the group.

Media literacy skills were taught in both group interventions. Media literacy

skills enable girls and women to "think critically about media content in order to identify,

analyze and challenge the beließ around thinness, body shape and fat prejudice that the

media continually reinforce" (Friedman, 2002, p. 187). One media literacy activity asked

group members to critically view their favorite television program by answering a

number of questions (e.g., What messages does the show give us about being female and

being male? Does the show include any characters útat are of different races, fat, or

disabled? If so, how are they portrayed?) (Friedman, 1999). Some members of the

prevention group reported that they did not like their favorite show as much after they

completed the activity. Media activism websites (e.g., aboutface.org, mediawatch.ca)

were used to further illustrate how women are portrayed in the media. Members of the

prevention goup reported feeling frustrated and angry at the way the media portrayed

girls and women. The comments were primarily directed at the lack of clothing models

wear (e.g., "Why do models have to dress so skimpy to sell perfume?") and the way the

models were positioned in the advertisement (e.g., "Why are so many models lying

down?").

Another consciousness raising exercise used in both groups involved examining

the assumptions that society makes about fat and thin body types. Similar comments

emerged from both groups. Words associated with the thin body type included

ttpopularrt' ttsmartr" "happyrtt "healthyr" "sexyr" "fi.lnr" and "boyfriend." Words

associated with the fat body type included'hnstylish," "clumsy," "unpopular," "sad,"
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"lazy,"'1rnhealthy," and "non-athletic." This exercise challenged the"fat mfhs" that

remain prevalent in Western society and are continually reinforced in the media.

Social and gender role analysis is another feminist technique that was used in both

goup interventions. A brainstorming session elicited from members the qualities that

society expects women to possess. The treatment group generated a long list of societal

expectations and discussed the various contradictions that existed within the list (e.g.,

women are supposed to be sexy, but not sluttish). The prevention group members

focused primarily on the division of labor between men and women (e.g., women are

expected to do houseworþ. Member comments were consistent with the literature in this

area. Friedman (2000) asserts that the media is rigid in its gender stereotypes. In the

media, "women and girls are more likely to be shown in the home performing domestic

chores such as cooking and laundry fand] as sex objects who exist primarily to service

men..." (Friedman,2000, p. 87).

Media activism, a form of social activism was incorporated into both group

interventions. Media activism refers to "efforts to change the messages that are portrayed

by the media" (Friedman, 2002,p. 192). Media activism websites were used to

demonstrate how people are able to protest unhealthy images of women in the media and

praise the media images that promote health, wellness, and diversity among women.

MediaWatch audience research found that althoughT4 percent of women are sometimes

or often offended by the advertising portrayals of women, only 8 percent of them express

their concems in writing (mediawatch.cø). Members were informed about how to write

an effective comment letter and encouraged to become involved if they desired

(Friedman,2000). Other forms of activism among the treatment group members included
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Kayla's resolution to stop looking atmagazines and Rachel's decision to limit her

television watching. Rachel reported that for at least 10% of her day (the time she spends

watching television) she does not have to feel bad about herself. Activism among

members of the prevention group included a parental letter that outlined the learning that

occurred as a result of the members' group experience (see Appendix H).

Feminist practitioners pay particular attention to issues of diversity. Although,

the feminist perspective embraces diversity among people, it acknowledges that diversity

can lead to various forms of oppression (e.g., sexism, fatism, racism, etc.) (Burstow,

1992). Issues of diversity were addressed in both group interventions. The treatment

group spent two sessions exploring issues of culture, family, and diverse life experiences.

The Petal of Culture exercise encouraged each group member to identify how the various

components of her culture (e.g., race, age, socioeconomic status, sexual orientation, other

influences, etc.) has influenced her body image and self-esteem. Members were asked to

consider what their culture expects of them. Bibliotherapy (e.9., Edut's (1998) Adios,

Barbie: Young Women lYrite About Body Image and ldentity) was used to further educate

members on issues of culture and body image. The session on diverse life experiences

examined the impact of sexual violations on women's body image and self-esteem.

Feminist theorists and clinicians note that experiences of sexual abuse may have a

negative effect on body image, which in turn can contribute to the development of body

image and eating problems (Kearney-Cooke & Streiegel-Moore,1994). Treatment group

members explored how their experiences of sexual objectification and/or violence

affected how they perceive themselves. In addition, the session addressed what women

can do to stay safe (e.g., take a self-defense course), get help (e.g., counselling), fight
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back (e.g., report abuse), and advocate for social change (e.g., political action, sexual

harassment policies, believing and supporling other women, boycotting movies that

glamorize sexual violence). Member feedback indicated that"ilwas helpful learning

about other influences affecting your body image".

Less emphasis was placed on issues of diversity in the prevention group because

the members had recently completed a school unit that explored their cultural

background, and issues of racism, classism, and sexism. The issue of diversity was

explored in the session on media influences. The group identified that aboriginal people,

people with disabilities, and people who wore glasses andlor braces, were among the

people who were not represented in fashion advertisements. The issue of sexual

harassment was also discussed with members of the prevention goup. Sexual

harassment was defined and strategies to deal with it were explored (e.g., assertive

communication, tell an adult).

Cognitive behavioral techniques were incorporated into the feminist-based group

interventions. In accordance with the cognitive model of eating disorders (Fairburn,

1993) the treatment group addressed the individual, sociocultural, and familial factors

that arebelieved to influence and maintain weight preoccupation and eating disorders.

Cognitive behavioral techniques such as psychoeducation, cognitive restructuring,

problem solving, and stress management, were used in the treatment group to encourage

change in members' thoughts, feelings, and behaviors. Similar strategies were

incorporated into the prevention gfoup, as a means of enhancing the protective factors

(e.g., high self-esteem, problem solving and stress management skills) that are believed to

assist in the prevention of eating disorders (Crago et al., 2001).
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Psychoeducation was used in both group interventions to provide accurate

information about the role of genetics in an individual's weight and shape, dieting myths,

and on the physical and emotional consequences of dieting. Psychoeducation is an

effective "cognitive intervention designed to correct misinformation and inaccurate

beließ about food, metabolism, effects of vomiting and laxative use, and the long term

consequences of food restriction (Spangler, 1999,p.702). One research study found that

six months after a weekly, six week long group psychoeducational intervention, a25o/o

remission rate was detected for bulimia (Shekter-Wolfson & Woodside,7997). Although

all members in the treatment group reported knowing about the ineffectiveness of dieting,

one member acknowledged that she still believed she could "beat it" (e.g., overcome the

set point theory and the negative consequences of dieting such as fatigue) in her pursuit

of thinness. Reports from members in the prevention group indicated an understanding

about the ineffectiveness of dieting. Discussion in the prevention group focused on

eating and exercising for health and fun, and exploring ways they can help füends who

start dieting (Mussell et al., 2000; Paxton, 1999). Psychoeducation also provided

members in the prevention group with information regarding puberty. Members were

invited to ask questions anonyrnously (on paper) in order to alleviate any potential

embarrassment.

Cognitive restructuring was used in both group interventions to enhance

members' self-esteem and body image. Group discussion and activities were employed

to help members understand the connection between their thoughts, feelings, and

behaviors (McKay, l99l). Friedman (1999) reports that:

"As girls grow up and are prohibited from expressing their feelings

directly, they learn to do so indirectly through the use of a negative voice.
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Girls tell themselves that they 'feel stupid' and that they 'feel ugly'.
Because girls are socialized to value themselves according to how they
look and because fat is considered bad by our society, many girls 'feel
fat'. They deflect the feelings that they cannot express onto their bodies

and encode them in a language offa.f' (p. 1 1).

Members were encouraged to become aware of their "fat talk" andlor "grungies" (terms

used by Friedman (1999) to describe negative self-talk), identify their actual feeling(s),

and express these uncomfortable feelings through journaling or talking.

Girls in Western society are socialized to disregard their kinesthetic and

emotional sense of their bodies, and to experience their bodies exclusively in terms of its

appearance (Friedman, 2000). Activities designed to encourage body awarensss were

incorporated into both interventions. One exercise had members draw or trace their body

onto a piece of paper and then use different colored felt pens to color the body parts that

they use a lot, really like, have confidence in, make them feel embarrassed, etceteras

(Friedman, 2000). A second activity had the members move around as if they were

experiencing a specific feeling (e.g., anger, sadness, and disappointment) and identify

where in their body they experienced the emotion. Members in the treatment group

appeared to particularly benefit from these body awareness activities. For example, Ellen

noticed that the body parts she most dislikes are the same parts she stuffs her feelings

into.

The cognitive behavioral model asserts that weight preoccupation and eating

problems such as bingeing and purging are frequently used to reduce external sources of

stress (Spangler, 1999). Therefore, training in problem solving and stress management is

considered useful in both the treatment and prevention of weight preoccupation and

eating problems (Mussell et a1.,2000; Spangler, 1999). The issue of problem solving was
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addressed in both group interventions through assertive communication skills training.

Friedman (2000) reports that negative body image and eating problems often occur as a

result of female socialization, which encourages girls to please others (at the expense of

themselves), and hold back feelings and opinions that may hurt others. Group discussion

was used to explore the differences between passive, aggressive, and assertive

communication. Most members reported using passive styles of communication.

Session activities encouraged members to practice assertive communication by

developing "I-statements." Feedback from members of the treatment group indicated that

assertive communication was an interesting and relevant topic for them. Kayla reported

that she found the session on communication particularly useful because it helped her to

learn skills that can make a difference in her life instead of dieting. The prevention group

included role-playing to facilitate experiential learning. Members were encouraged to

respond assertively to a variety of situations (e.g., weight andlor appearance related

teasing, friendship conflicts, sexual harassment, etc.). Member feedback indicated that

role-playing was an effective and fun intervention to use with this particular age group.

Stress management strategies were included in both group interventions. Group

discussion enabled members to explore the nature, sauses, and consequences of stress.

Stress management strategies were also reviewed. A relaxation exercise was used in both

interventions. The relaxation technique created an opportunity for members to

experience the effects of deep breathing and visualization. Member feedback from both

groups indicated the usefulness of this activity. Members in the prevention group asked

for a copy of the exercise so they could try it with their family members.
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Group Process

Group work deliberately uses group processes to accomplish individual and group

goals (Toseland & Rivas, 2001). Similarities and differences were noted within the

prevention and treatment group dynamics and processes and are discussed within the

context of the three broad stages of group development: beginning, middle, and end.

The beginning stage of the group is a time for group members to become familiar

with other members, the facilitators, and the structure of the gtoup (Corey & Corey,

2001). The student observed that the members in both groups arrived at the first session

looking somewhat apprehensive and nervous. The first session of both interventions

incorporated activities that facilitated a sense of comfort, safety, and cohesion within the

group. This was particularly important in the treatment group because all but two of the

members did not know each other prior to the first session. One icebreaker activity thal

was especially useful at the beginning stage of the goup was Slow Disclosure. The

purpose of Slow Disclosure is to foster an atmosphere of trust and to enable members to

become acquainted and share personal information at a comfortable pace. The members

began with sharing "low risk" information (e.g., What is your favorite place to go in

V/innipeg?) and gradually took risks by sharing more personal information (e.g., \What is

one thing you would like to change about your life? What are you hoping to get out of

this group experience?). The facilitators were surprised by how much conversation

occurred in the icebreaker activity. Slow Disclosure was also used in the prevention

group. Although the girls knew each other, it proved to be a fun activity and enabled the

student to learn something about the members.
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Reviewing the group purpose and session topics provided the members with an

opportunity to express their expectations and concems regarding the group, as well as

ensured that individual and group goals were compatible. Group norTns were developed

to further encourage a sense of safety and cohesion among group members. The "Ideal

WomarVldeal Girl" collages enabled the members in both interventions to talk informally

with one another as they created their collages. The student observed that there were

periods of silence during this activity in the treatment group. The student interacted with

the individual members in both groups as they worked on their collages. The purpose of

the interactions was to establish connection and help members to feel accepted.

Group dynamics in the beginning stage of both interventions included a leader

centred, round robin pattern of interaction (Toseland & Rivas ,2001). The student

observed that the first session of each group consisted primarily of facilitator to member

interactions. However, by the second session, members in the treatment group appeared

more comfortable. The co-facilitators were surprised by how talkative the members were

so early in the group process. The small number of members in the treatment group

likely contributed to members' feelings of security. An assessment of the communication

patterns in the beginning stage revealed that one member tended to dominate the

conversation in each of the group interventions. The student observed that when the co-

facilitators asked a question, the same member tended to respond. The co-facilitators

decided that it would be beneficial to invite one member to share, and then go around the

circle (with the understanding that one always had the right to pass). By alternating the

initial speaker all members had the opportunity to share their thoughts with the group,

rather than having to respond to the same member's comments.
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The facilitators encouraged member to member interactions in the group

discussions by reflecting members' questions and comments back to the group (e.g.,

What does the group think about that comment? Has anyone had a similar experience?).

This was particularly important in the treatment group because group cohesion was being

formed.

The co-facilitators initially planned to incorporate a "talking stick" into the

prevention group to ensure that the members would take turns talking (Friedman, 1999).

The "talking stick" became unnecessary because the members automatically raised their

hands when they had something to share. The student worried that the hand raising was

too structured and "classroom like". However, her co-facilitator recommended that this

style of interaction be maintained because it would be difficult for the girls to break out

of this habit and would help the large group function in an orderly manner.

The initial part of the middle stage can be characterizedby a number of member

functions including resistance and conflict (Corey & Corey, 2002). Although members

want to become involved in the group they resist in order to keep themselves safe (Corey

& Corey, 2002). The student observed that certain members in each group intervention

contributed considerably less to the group discussions than others did. At the end of

second session, Ellen disclosed to the facilitators that although she wanted to be an active

participant of the group she did not feel it was safe for her to do so because of

confidentiality concerns (another gfoup member attended the same church as she did).

The facilitators encouraged her to share as much or as little as she was comfortable with.

There were four members in the prevention group who remained silent during the group

discussions. The classroom teacher reported that these girls were also shy in the school
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setting. Facilitator functions at this stage included encouraging all members to

participate in the group discussions. The student leamed that when she directly asked a

'isilent member" if she had a comment to add to the discussion, she often contributed

something. It is important to note that at no point was a member ever pressured to

contribute when she did not want to.

Conflict is a part of every group and may arise between members or between a

member and the facilitator (Corey and Corey, 2002). Corey and Corey (2002) note the

importance of dealing with conflict effectively at this stage in the group process because

trust between group members is still developing. Although the student did not observe

any conflict arise within the prevention group, she did observe minor conflicts emerge

among members in the treatment group. One minor conflict occurred at the end of the

third session. The co-facilitators observed that Kayla had become suddenly quiet during

the check-out. When the student's co-facilitator asked if she was okay, she began to cry.

She reported said she was hurt by the words that the group had associated with the word

fat during the final activity. The co-facilitators did not expect that anyone would take

offense to the exercise because no one in the group was fat, and it was assumed that

everyone knew the exercise was talking about stereotypes and not the truth. The group

members listened to Kayla and validated her hurt feelings. The co-facilitators apologized

for beginning an exercise when there was not enough time to fully debrief it. The co-

facilitators talked to Kayla individually at the end of the session. The student sensed that

Kayla was frustrated with Rachel and Ellen because they were not at the same place as

her in terms of self-acceptance. The student discussed this observation with Kayla and

reminded her that she has a lot of valuable insights to share with the group.
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The co-facilitators learned about a second minor conflict that occurred from Ellen

who shared that Kayla had approached her at the end of the fifth session and challenged

her to become more open with the group. Ellen explained that although she did not feel

good about Kayla's comment initially, she thought about it, and decided that since

everyone else was sharing it was only fair that she would share too. Ellen's awareness

was put into action later that session, when she shared a personal experience with the

group. It was unfortunate that Kayla missed this session and was therefore, unable to

hear about her impact on Ellen to share more of herself with the group.

The second part of the middle stage is where the group members do the work that

is necessary for them to accomplish their goals (Corey & Corey, 2002). The student

observed that ahigh level of trust and cohesion had developed among members in the

treatment group. Members were observed communicating with one another openly and

directly. Members supported one another as they shared personally meaningful

information with the group. The co-facilitators encouraged the mutual support among

members in the treatment group by modeling empathy and validating members'

experiences. Mutual aid within the group was also achieved through encouraging

member to member interactions. For example, as individual members shared, the co-

facilitators invited other members to share similar experiences. This process enabled the

members to sense that they were not alone in their experiences. The mutual support of

the members was illustrated many times throughout the group intervention. For example,

when one member shared that her partner abused her, the members demonstrated

empathy and support. They listened to her story and reminded her that it was not her

fault.
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Specific task and maintenance roles were observed among the members at this

stage of group development. The role of opiniorVinformation seeker described Rachel

who asked a lot of questions and demonstrated an active interest in other members'

thoughts about an issue. The role of opinion giver described both Kayla and Ellen who

frequently shared their personal opinions and comments with the group. The digressing

role described Kate who frequently deviated from the topic. The role of encourager

described Rachel who was waÍn and responsive to the other members, and recognized

their contributions and experiences.

Primary facilitator roles in the middle stage of group development included

educator and supporter. As educators, the co-facilitators provided members with

information that challenged their life restricting thoughts and behaviors. As supporters,

the co-facilitators actively listened to members as they shared their thoughts, feelings,

and experiences, with the group. They also encouraged members to become more

accepting of their bodies and their selves. The student believed that the education helped

increase members' self-awareness, and the support encouraged them to take action that

promoted positive growth.

The ending stage of the group is as important as the earlier stages of group

development (Corey & Corey, 2002). It is charactenzed by the completion and

evaluation of the group's goals and a process of separation (Toseland & Rivas, 2001). In

addition, termination often involves celebrating the accomplishments of the group

(Toseland & Rivas, 2001). Termination followed a similar process in both intervention

groups. The issue of termination was introduced at the end of the seventh session when

group members were encouraged to share their feelings about the group ending in three
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weeks. In the eighth session members were asked how they wanted to spend the last

session. The members in the treatment group indicated that although they wanted the

final session to included some structured activities, they also wanted to have a less

structured time for eating pizza and sharing their gifts with the group (e.9., a quote, poem,

words to a song, etc.). The final session of both interventions attended to the members'

feelings about termination, the consolidation of members' learning, and the evaluation of

the members' group experience. Due to time constraints, the co-facilitators of the

prevention goup decided to have the termination party separate from the evaluation

session. In addition to eating pizza and watching a movie (at the request of the

members), the termination party included a creative art aúivity and a time for member

sharing. Members in both interventions expressed feelings of disappointment andlor

sadness about the group ending. The prevention group members reported wishing the

group could go on for the remainder of the school year because they enjoyed spending

time after school talking and doing fun activities with other girls.

Practice Themes

A number of practice themes emerged among the group members. One common

theme that emerged among the members of the prevention group involved their difficulty

identifying their personal strengths. Some of the members explained that they found it

hard to talk about their positive qualities because it felt like they were bragging.

Discussion about the usefulness of complimenting oneself ensued, and a homework

activity was assigned that asked members to list the things that they value and find

interesting about themselves, are good at, believe about themselves, etceteras. The co-
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facilitators observed that by the eighth session, the members were confidently sharing

their strengths with one another.

A second theme that was noted among members of the prevention group involved

a change in how they evaluated the thin body shape. Prior to the media awareness

sessions, most members reported valuing the thin body shape. The student observed that

during the media literacy discussion and activities many of the members used the term

"gross" to describe pictures of thin models. The student was concerned that these

prejudicial size comments may negatively affect the one group member who was

naturally very thin, as well as other thin people in the members' social environments. It

was important for the co-facilitators to emphasize throughout the intervention that all

body shapes and sizes are beautiful, and that the problem with the media is that they

exclusively value the thin body shape.

A third theme that emerged in both groups included the members' interest in

discussion. Although both groups included experiential learning activities, the sessions

became more discussion oriented than previously anticipated. The student observed that

many of the members cherished the opporfunity to share their thoughts, opinions, and

feelings. Members in both groups shared many insightful and intelligent comments that

had a profound impact on the goup.

A fourth common theme among members in both group interventions involved

their similar style of communication. The majority of the group members identified that

they often engaged in passive forms of communication and tended to avoid conflict. This

was not a surprising finding considering how girls and women are socialized to be
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passive (Friedman, 2000). The members of the treatment goup demonstrated a particular

interest in learning about assertive communication.

A fifth theme observed among members in both groups was their appreciation for

diversity within the group. The co-facilitators of the treatment group found that including

girls from diverse socioeconomic and cultural backgrounds made for a rich learning

environment. All members seemed to learn from one another's experiences. For

example, Ellen reported that she appreciated the diversity among group members and

enjoyed meeting girls who had different life experiences. Although less diversity existed

among members in the prevention group, a similar theme emerged that reflected the

members' appreciation for one another. A number of members commented that being a

part of the group had allowed them to "get to know the girls that we don't usually hang

out with."

A theme that emerged among members of the treatment group was their shared

experience of violence against women. As the members disclosed more of their life

experiences, the co-facilitators became aware that each of them had experienced some

form of male violence, either past or present. Although it is not surprising that there is a

link between these life experiences and young women having low self-esteem and

negative body image, the co-facilitators had not expected that violence/abuse issues

would become forefront in the group discussions. It was very interesting that two of the

members who were currently in abusive relationships did complete the group, and

demonstrated significant improvements in their selÊesteem and body image despite the

influences of their abusive partners.
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Practicql Cons iderations

The school was an ideal setting for the prevention group. The school had many of

the necessary art supplies (e.g., paint, paper, glue sticks, etc), large spaces for the twelve

members to work comfortably in (e.g., library and classroom), and a computer lab

equipped with a large viewing screen. The computer lab was particularly useful for the

session on media literacy and activism. The student's co-facilitator occupied the teacher

computer and the student pointed out items of interest on the large overhead screen.

One disadvantage to having the group meet in the school involved a lack of

privacy. Because the group convened at 3:30 p.m. in the library it was common for the

librarian to be there until approximately 4:00 p.m. and for other staff members to enter

briefly to drop off/pick up a book. The co-facilitators responded to this issue by

including the more personal discussions and activities in the latter part of the session

(when most of the staff and students had left the building). It should be noted that

although the lack of privacy concerned the student, the members reported they were

unaffected by the presence of others.

Recruitment for the treatment group proved to be a challenge. It would be

beneficial for future groups to actively recruit first year university and college students

and/or run the group in the winter/spring session so that high school guidance counsellors

have an increased sense of who may benefit from the group. In addition, high school

students may show more interest if the goup is easy to access (e.g., offered in their

school or community centre).

The co-facilitators noted that time was a factor in both of the group interventions.

In many of the sessions it seemed that there was not enough time to complete what had
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been planned. It would be advantageous for future group sessions to either cover less

material in more depth, or change the duration of the interventions to 12 weeks.

Members in both groups were provided a snack due to the group being after

school. It was important to ask the members of the treatment group how they felt about

having healthy snacks at the group sessions because most of them were experiencing

weight preoccupation and eating problems. Feedback from the members in both group

interventions indicated that having snacks was an important part of the group. Although

the WHC provided the snacks for the treatment group, parents volunteered to bring

snacks to the prevention group sessions.

Evaluation

"Evaluation is the process of obtaining information about the effects of a single

intervention or the effect of the total group experience" (Toseland & Rivas, 2001, p. a01)

Numerous measures were used to obtain evaluative information regarding the

effectiveness of the treatment and prevention group interventions.

Evaluation of the Treatment Group

The goals of the treatment group included enhancing members' body image and

self-esteem through the use of group content and process. Evaluation of the group goals

involved two questionnaires, facilitator observations, member feedback, a comparison of

the "Ideal'Woman" collages, and awritten evaluation form.

Assessment instrumenls. Two questionnaires were used to determine change

among members' body image and selÊesteem. The first questionnaire was the Index of

Self-Esteem (ISE) (Hudson, 1992) (see Appendix I). "The ISE is a25 item standardized
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questionnaire designed to measure the degree, severity, or magnitude of a problem the

client has with self-esteem" (Fischer & Corcoran, 1994, p. 238). The ISE has an

excellent intemal consistency with a mean alpha of .93 and a low SEM of 3.70. It also

has excellent short-term stability (two-hour test-retest correlation of .92), good known-

groups validity, and very good construct validity (Fischer & Corcoran, 1994). The

second questionnaire was the Body Image Test (Friedman, 2000) (see Appendix J).

Although the Body Image Test was not a standardized questionnaire, it provided the

members and co-facilitators with interesting and useful information.

The participants were invited to complete both questionnaires during the second

and ninth sessions. Individual meetings were affanged prior to the final session to

provide members with the questionnaire results, as well as individualized consolidation

of the group members' leaming and personal growth. The questionnaire scores showed

improvements in Ellen, Rachel, and Kate's body image and self-esteem. These findings

were consistent with member feedback and facilitator observations. The co-facilitators

observed that by the middle of the group intervention, Ellen was participating as much as

the other members. In addition, Ellen demonstrated an openness to change in terms of

her thinking and attitudes. The co-facilitators noticed an increase in Rachel's self-

awareness and assertiveness. She noticed when people treated her poorly and was able to

speak her mind. The co-facilitators noted the strength Kate demonstrated by standing up

to her father's negative comments about her weight. The questionnaires and facilitator

observations indicate improvements in the members' selÊesteem and body image.

The results from Kayla's questionnaire did not reflect an improvement in her

body image or selÊesteem. This finding was inconsistent with facilitator observations
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and Kayla's feedback. The co-facilitators hypothesized that results were due to an

emotional event that Kayla experienced that week. Kayla's questionnaire results would

have likely shown an increase in her self-esteem and body image if she had completed

them during the previous session. The co-facilitators observed that Kayla became

increasingly self-aware and that her insight helped other members make connections

between their experiences. Kayla was also a role model for the other members when she

described her use of assertive communication in her personal relationships.

Memberfeedback. A second method of evaluation involved member feedback.

The members were given an opportunity to share in the individual meetings and final

group session, about changes that had occurred in thinking, feeling, and behavior. Kayla

identified that the issue of weight had become less important to her and that she was more

focused on what is going on inside of her. Kate commented that she felt better about

herself in general and was able to stand up to her dad when he made negative comments

about her appearance. Rachel reported that the group experience had settled her down

and that instead of being a "10 neurotic" she was 4 "5 neurotic." She identified that she

was less obsessed with food and eating. She said she no longer woke up and went to

sleep thinking about food. In addition, Rachel commented that she felt"g7yo less guilt"

about food, eating, and exercise. She indicated that she ate when she was hungry and

realized that it was okay for her to not attend the gym. Ellen commented that the group

helped remind her about what is important in life and to redefine her priorities. These

comments indicate improvements in the selÊesteem and body image of each member.

The feedback from members indicated that people in their social environments

observed positive growth in them. Kayla identified that her social worker noticed that
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she demonstrated more self-confidence. Kate shared that her mom told her that she has

more confidence in herself.

Evaluative feedback from the members indicated the achievement of the second

group goal (to foster a sense of support and connection among members). The members'

reported that they found talking to other girls helpful. One member identified that the

group provided her with a sense of security and hope. She wrote, "The group has offered

me some security in knowing that other girls feel the same way I do and have gotten

through it.... The group reminded me that although I have some healing/problem solving

to left to do, I can do it, and I will reach the end."

Collages. A third evaluation measure involved a comparison of the members'

"Ideal Woman" collages. In the first session, each member created a collage using

pictures and words that reflected her perception of the "ideal woman". In the final

session each member was asked to make a new collage or alter her original collage to

indicate her current perception of the "ideal woman". Members presented their changed

views to the group as a whole. All members depicted a more realistic perception of their

"ideal woman" at the end of the group intervention. The student observed that the

collages emphasized inner qualities more than physical appearance. For example,

Rachel's first collage was entitled Sexy, Sexy and depicted numerous images of beautiful,

thin women. A purple flower was also attached to the bottom of the collage. The words

that surrounded these images included curve, lazy eyes, long brown hair and a smile,

stomaclt, thighs, arms, and same color hair, eyes, and lashes. Rachel's second collage

was entitled Who cares (about sexy). Rachel reported that her initial collage had a strong

emphasis on beauty and thinness. She identified that the only part of her original collage
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that she still liked was the picture of the purple flower. Rachel's second collage included

the words nice, true, smar| polite, independent, assertíve, cute, and a picture of one

"avefage" sized woman.

Ellen's first collage had a picture of model, Cindy Crawford in the centre of it.

Ellen reported that she chose the picture because it represented her ideal woman -

"strong, beautiful, and confident". The wordsfreedom, happiness, intelligence, strong,

personality, healthy, beøuty, love, express, I am, fearless, style, fulfillment, índependence,

family, perfect, and secret surrounded the picture. The changes Ellen made to her initial

collage reflected her new perception of beauty. Ellen wrote, "If you asked me whom the

most beautiful person is, I would say a lady I know. Why? Not because she's a model or

because she's thin but because she gives of herself and others - listening, caring, helping

& leaving her handprint on my life. Beauty to me is someone who has that

extraordinarily ability to help others." Other changes to Ellen's original collage involved

the addition of the words, happíness, on your own terms, beauty from head to soul, love

of your self & others, and assertiveness) and the removal of the word secret.

Groupfeedbackþrm. A written evaluation form was used to evaluate the group

intervention (see Appendix K). Figure 4.2 provides a summary of the members' written

evaluations. The numbers in bold print indicate how many members selected each

response (e.g., a lot, some, none, etc.). The evaluation form elicited information

regarding the members' leaming and group experience.

The written evaluation indicated that the members obtained a lot of information

throughout the intervention. This finding is consistent with the group's goal to increase

members' awareness by providing them with information. The student found it
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surprising that two members responded that they had only received some information on

the influence of life experiences (e.g., sexual and physical abuse), considering that one

entire session was spent discussing this topic. Because all the members had past or

present experiences with male violence, the group may have benefited from spending

more time on this issue.

The written evaluation indicated that the members were pleased with the

facilitators and found them well prepared, well informed, easy to understand, caring, and

respectful. The feedback also indicated that members were very comfortable sharing

their opinions and ideas in the group. One member wrote, "The group has allowed me to

be able to talk about some personal experiences that I needed to get out. That is a huge

step for me to be able to speak about such personal experiences, and it should show you

fthe facilitators] how much trust all of us girls had in you two and the group."

Member feedback from the written evaluation indicated that all members felt the

group met their expectations. In addition, members recommended that the group be

offered in the future. One member wrote, "I really hope this group is offered to other

girls next year, so they can have a chance to talk, relate and most of all learn." Although

one member reported that she found all the topics helpful, other members identified that

they liked certain topics the best. These included the media, communication skills,

diverse influences on body image, and breathing techniques. In addition, members

reported enjoying sitting in a circle, checking in and checking out, having snacking,

taking breaks, and doing arts and crafts.

The written evaluation also provided valuable member feedback regarding what

should be done differently if the Imag¿s group is run again. Member feedback
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recommended that the next group should "try and target more women to join" and be

longer "to finish all the things in the group that were squeezed in" and "to discuss related

things or other issues that you may want to share or get advice on."

4.2

Do you think the Images group met your expectations? Yes

4

Some No

How comfortable \dere you in sharing
your opinions and ideas?

Very
Comfortable

4

Somewhat
Comfortable

Uncomfortable

Ifow much information did you get on the following topics? A lot Some None

In the long run, diets don't work and other dieting myths.
3 I

It is healthy to be accepting of your own body
4

You can be healtþ at any weight
2 2

The connection between feelings and body.
4

Influence of media on body image and self-esteem.
4

Influence of family and culture on body image and self-esteem.
3 I

Influence of life experiences esp. sexual and abuse
experiences on body image and self-esteem. 2 2

4
Communication skills.

Skills to cope with stress,
3 I

Were the facilitators: Yes Some No

Well prepared 4

Well informed (knew their material).
4

Easy to understand.
4

Respectful of cultural differences
4

Caring and respectful
4
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Evaluation of the Prevention Group

The goals of the prevention group were to provide members with the opportunity

to talk about issues thatmay influence their selÊconfidence, self-esteem, and body image

during adolescence and teach skills to effectively deal with negative experiences

(Friedman, 1999). The measures used to evaluate these goals included a comparison of

the "Ideal Girl" collages", member feedback, a written evaluation form, parent feedback,

and teacher observations.

Collages. One evaluation measure that assessed changes in the members'

attitudes compared the members' "Ideal Girl" collages created in the first session with the

"Ideal Girl" group collage created in the final session. The group members' initial

collages included a variety of images. Seven out of ten collages included pictures of

female models, actors, and pop singers. Images of expensive jewelry, trendy clothes, and

expensive cars were also included in many of the collages. Most of the collages included

one or more of the following words: perfect, hot, not a loser, beauty, popular, red hot,

fashionable, Cover girl, beauty, and chic. However, many of these collages also included

one or more of the following words: understandíng, kind, gentle, lcnowledge, beauty is

found inside, brillíant, friendly, Christian, energy, charming, loveable, strength, normal,

dffirent, and healthy. Although many of the collages reflected the importance of inner

qualities (e.g., knowledge, friendly, etc.), an emphasis remained on physical appearance

and material possessions. This is not surprising considering the impact of the media.

"As girls make the transition into adolescence, the media usher them psychologically into

a culture based upon and reinforcing unattainable perfection" (Friedman,2000, p. 88).
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Due to time restrictions, the members worked together to create one o'Ideal Girl"

collage in the tenth session. The final collage demonstrated what the members had

learned throughout the intervention. The members enjoyed making the collage and were

committed to including images that were their "ideal" and not the media's "ideal". The

members entitled their collage Beauty is Found Inside and included images that are not

generally depicted in the media. These included mothers and daughters, a grandmother,

'women with various body shapes and sizes, women of color, a woman wearing glasses,

and women participating in sports. Other images included pets, food (e.g., pasta,

chocolate, and ice cream), smiles, and soap (for soft skin). The members coÍtmunicated

their dislike of skimpily dressed women by including a picture of pop singer, Brittany

Spears (showing a lot of skin) with an X over it.

Empowering words and phrases were included in the group collage. The selected

words focused primarily on inner beauty and body acceptance. These included søly'

esteem) intelligence, healthy, happy, power, spirit, don't apologíze orfeel guilty about

how youfeel, shape is not important,love your body, our bodies: beautiful, and love the

skin you are in. The collage also included the phrases; live your best life, dare to be

dffirent, remember life isn't a dress rehearsal so go dream up a greøt adventure, eat

what you want...listen to your body, try anything, be curious, live fully, and say it like it

,s.

Discussion about the changes in the collages provided evaluative feedback. For

example, one member said, "'Wow, this collage is different than the other ones. This one

is more about how we feel than how we look."



150

Member feedback. A second method used to evaluate the learning and growth

among members included a group brainstorm. The group brainstorm provided the co-

facilitators with valuable information about the learning that had occurred between the

first and final sessions. In addition, the brainstorming session served to consolidate

members' leaming. The members identified the following:

"'We learned to be critical viewers of the media and that we don't have to
agree with and follow the media. We learned that we don't have to be like
others. We can dare to be different. We can be ourselves. We leamed
that shape is not important and that all sizes are beautiful. We learned

how to communicate better with our friends and solve problems. 'We

learned to stand up for ourselves by using "I messages". We learned that
dieting is bad and healthy eating and exercise is good. We learned about
stress and how to relax by deep breathing. We learned about puberty. We
learned that it is important to share our feelings (e.9., through talking,
writing, art). We learned more about the girls in our class that we don't
usually hang out with. We learned to think about ourselves in a positive
way. We leamed that we are beautiful!"

The members' feedback indicates that the prevention group's goals were

achieved. For example, the members identified that they learned about societal issues

(e.g., media), developmental issues (e.g., puberty), and individual issues (e.g., feelings,

stress), and skills (e.g., assertive communication, relaxation training, media literacy,

valuing personal strengths). The literature suggests that discussion and skill development

in these areas may protect girls from developing problems such as weight preoccupation

and eating disorders (Mussell et a1.,2001). The student found it interesting that the

members liked learning more about the girls that they do not usually spend time with.

Because the members are part of the same class and community, the student did not

expect that learning more about one another would emerge as an importantpart of their

group experience.
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Groupfeedbackform, A third method of evaluating the intervention involved a

written evaluation form (see Appendix L). The written evaluation obtained information

about members' learning and group experience. Figure 4.3 provides a summary of the

members' responses. The numbers in bold print indicate how many members selected

each response (e.g., a lot, some, etc.). Some members reported that they did not receive

information on a topic because they missed a session. The number shown in the N/A

column indicates these responses.

The feedback from the written evaluations was consistent with the verbal reports

provided by the members in the brainstorming session. The members reported learning a

lot about the media, media literacy, stress, and dieting myths. In addition, they

recognized that it is healthy for them to accept their bodies and be different from others.

The members identified that they found the co-facilitators well prepared, well informed,

easy to understand, caring, and respectful.

All members indicated that the prevention group met their expectations. They

identified that they especially enjoyed doing arts and crafts, leaming about the media,

getting to know people better, sharing their feelings, getting information, talking openly

about important issues with people who listen and can relate, leaming to deal with

problems by using "I feel statements", and having snacks.

The members recommended that future groups should be longer so people can get

to know each other better, talk about more and different things, and have more fun.

Other recommendations included talking about additional topics such as boys and doing

outdoor activities.



How much information did you get on the following topics? A lot Some None N/A

How the media influences how we feel about our bodies and
ourselves. 11 I
How to be media literate.

11 I
It's okay to be different and unique.

10 2

The connection between your feelings and your body
5 7

It is healthy to be accepting of your body
10 2

Puberty.
8 2 2

Stress and how to deal with it.
8 1 3

In the long run diets don't work and other dieting myths
10 2

Assertive communication skills (e.g. I messages)
I 3 I

Your personal strengths
8 4

Dealing with problems between füends
6 5 I
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Fi 4.3

Do you think the group met your expectations? Yes

12
Some No

How comfortable were you in sharing your
opinions and ideas?

Very
Comfortable

7

Somewhat
Comfortable

5

Uncomfortable

Parent and teacherfeedback. Parent and teacher feedback \ /as also included in

the group evaluation. The student invited the members' parent(s) and classroom teacher

Were the group leaders: Yes Some No

Well prepared.
l2

Well informed (knew their material)
12

Easy to understand.
t2

Caring and respectful
t2
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to comment on the members' experience in the group (e.g., any changes they noticed).

Over one half of the parents provided feedback on their daughter's group experience.

The parents' comments reflected an appreciation for the group. For example, "I was so

glad that you made this course available for my daughter and the other girls in the class",

"Thanks to both of you for your time, energy and love of these girls", "What a great way

to prepare them for the emotional entrance into Junior High (and life). Thank you for

hosting this program," and "Thank-you for your efforts and passion in promoting a

positive 'girl power' message when our daughters are entering a stage of questioning

issues/self."

Other comments from parents focused on the impact that the group had on their

child. For example, "What a positive experience this has been for my daughter! I have

noticed a greatu sense of "self' and confidence in her," "It was great to see [my

daughter] put her thoughts into words and create reflections," and "My daughter loved

being part of this class. She feels more equipped for life after elementary school and also

more able to discuss her views with others. She has certainly matured this year and this

group has helped reinforce who she is." Another parent commented:

"I believe that your program is one program that can profoundly and
positively impact a young girl's life. The themes that you've outlined are

topical and relevant to the experience of a grade 6 female...My daughter
always discussed each week's topic with me, and I've concluded that from
her comments that the group discussions were thought provoking and
opened up a channel of communication amongst the participants. I've
noticed one area, in particular, where my daughter has learned to be more
aware and discerning. The section on images in the media, I think, was
extremely intelligent. By enforcing each girls' personal identity and
heightening their positive awareness of sel{ they then have the tools they
need to combat the unrealistic 'goals' of what they see and hear in the
media. Bravo for this huge victory!"
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Parent feedback also indicated that the group should be offered again in the

future. For example, "I think this is a great idea and it should be continued" and "I hope

fthis program] will be available for my other daughter in two years."

The classroom teacher reported observing changes in the members' self-

confidence and awareness a result of the intervention. She reported:

"I have noticed that their self-confidence has increased. For example, in
classroom interactions the girls are standing up for themselves, solving
problems, and talking more. They are also communicating more
effectively with the girls in the other class. I have observed the girls
become more aware and empowered. For example, they challenge boys

who speak to them in a disrespectful manner and arc more critical of the

media. They are questioning things in the media and discussing these

issues with their peers."

Comments from the members' parent(s) and classroom teacher are

consistent with the learning and changes reported by the goup members and also

indicate attainment of the gtoup's goals.

Conclusion

The student's practicum experience involved feminist cognitive behavioral

therapy with five women. The majority of these women experienced weight

preoccupation and eating disturbed behaviors. Feminist therapy techniques such

as consciousness raising, social activism, gender role analysis, and selÊdisclosure,

were utilized to increase body image and selÊesteem, and challenge traditional

gender role behaviors. Cognitive behavioral techniques such as psychoeducation,

cognitive restructuring, cost-benefit analysis, positive affirmations, relaxation,

and selÊcare, were among the strategies used to modify the thinking patterns and

behaviors that maintained negative body image, low self-esteem, and eating



155

disturbed behaviors. Bibliotherapy and discussion regarding moods and emotions

were also included in the intervention.

Self-monitoring, goal attainment scaling, student counsellor feedback, and

client satisfaction questionnaires were used to evaluate the intervention. All of

the evaluative measures indicated a positive improvement in each client's

situation, thus suggesting that feminist cognitive behavioral therapy was an

effective treatment for weight preoccupation, eating disturbed behaviors, as well

as issues not related to weight andlor eating.

The practicum experience also included two group work interventions.

The Images group for young women experiencing weight preoccupation helped

members gain the necessary information and skills to increase their body image

and self-esteem. The prevention group provided members with useful

information and skills to help protect them from developing weight preoccupation

and eating disorders. Although the focus of the group interventions differed,

similar feminist and cognitive behavioral interventions were included. Feminist

therapy techniques such as consciousness raising, social and gender role analysis,

social activism, and acceptance of diversity were included in both interventions as

away of empowering group members. Cognitive behavioral interventions such as

psychoeducation, cognitive restructuring, problem solving, and stress

management were used in the treatment group to encourage change in members'

thoughts, feelings, and behaviors. Similar strategies were incorporated into the

prevention group as a means of strengthening the protective factors that are

believed to assist in the prevention of eating disorders.
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Evaluation of the treatment group involved two questionnaires, member

feedback, "Ideal'Woman" collages, and a written group feedback form.

Evaluative reports indicated the achievement of the group's goals, as well as

positive changes within each of the member's situations. Evaluation of the

prevention group involved "Ideal Girl" collages, member feedback, a written

evaluation, as well as parent and teacher feedback. The feedback from the

members, parents, and classroom teacher suggest that the group was a positive

experience for the sixth grade girls involved. Comments revealed that members

appreciated discussing issues that were important to them. Feedback also

indicated that participants demonstrated increased self-confidence as a result of

the group experience. Members in the treatment and prevention groups

recommended that both groups become available for other girls to benefit from in

the future.
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CHAPTER 5 - CONCLUSION

I evaluated my achievement of the learning goals in a number of ways. First, I

evaluated my clinical counselling skills by receiving regular supervision from my clinical

supervisor Valerie Regehr, and my faculty advisor, Dr. Brenda Bacon. The clinical

supervision provided me with support and useful feedback regarding my counselling

experience. A second way I evaluated my clinical counselling skills involved listening to

and evaluating the audiotaped sessions. This process enabled me to identify areas of

growth in terms of my counselling abilities.

I evaluated my group work skills by receiving feedback from my co-facilitator,

Lisa Naylor, and faculty advisor, Dr. Brenda Bacon. In addition, I engaged in a self-

evaluation of the group process and my participation in it. The self-evaluation

component followed the format outlined in Northern and Kurland's (2001) work on

group work evaluation. This format for self-evaluation is as follows:

(l) Planning (e.9., What did you want to help the group members achieve? Were

the group's pu{pose and the members' goals congruent?).

(2) Initial Stage (e.g., To what extent did you create an environment for the group

that was maximallybeneficial for members? What norrns were created in the

group and what did you do to influence their development?).

(3) Ongoing Assessment of Individuals and Group (e.g., To what extent did you

demonstrate ongoing understanding of each goup member's needs and

strengths?).
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(4) Use of Relationship (e.g., What forms of emotional support did you provide and

to what extent did you help members support one another?).

(5) Use of Categories of Intervention (e.g., To what extent did you use appropriately

the major skills of intervention such as support, advice and guidance,

exploration, education, confrontation, and interpretation?).

(6) Effective Use of Group Structure and Interactional Processes (e.g., How

successful were you in helping members to participate in the group's activities?

How, and to what extent were you able to help the members to translate the

learning from the group experience to their lives outside the group?).

(7) Evaluation of Service and Termination (e.g., How and to what extent were you

able to help members to evaluate the group experience and the progress made?

To what extent did you prepare each member and the group as a whole for

termination?).

Achíevement of the Student's Learning Goals

My first learning goal was to develop clinical assessment and counselling skills.

Assessment from a social work perspective involves gaining information about the

clients' situation at the micro, mezzo, and macro levels, and considering issues of human

diversity (Kirst-Ashman & Hull, 1999). The initial assessment information was gained

during the intake interviews. The client and I explored each client's problem(s) and

strengths at the micro, mezzo) and macro levels. The micro level assessment involved

the identification of the client problem and how it affected her life, as well as the

individual strengths of the client. The assessment at themezzo level identified client

supports and barriers by exploring the client's relationship with family members and
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füends, and involvement within her community (e.g., employment, recreation, church,

etc.). The macro level assessment identified the larger socio-cultural issues and aspects

of diversity that contributed to the client's situation. I leamed the importance of

continually using my assessment skills throughout the counselling process to identiff and

evaluate change within the client's situation andlor problems in living. Experience and

supervision increased my ability to effectively conduct initial interviews and form

assessment hypotheses about the client's situation.

I acquired a number of clinical counselling skills throughout the practicum

experience. I demonstrated the ability to establish genuine and honest relationships with

each of the women involved in individual counselling. Counselling skills such as

attending, paraphrasing, empathy were all used to demonstrate that I understood each

client's situation and feelings. Additional skills such as summarizing and focusing were

used to maintain clinical focus, communicate to the client that I was listening, and to help

point out patterns in the client's experience. Clinical experience, supervision, and review

of the audiotapes, helped me become more aware of my role in the session and learn how

to remain involved without dominating the process and thus, doing the client's work. I

also demonstrated improvement in my ability to articulate my thoughts and observations.

The audiotaped sessions enabled me to reflect on the occasions whereby I did not

ask effective questions or explore an important statement made by the client. These

reflections were critical to my learning. Although clinical supervision, my personal

reflections, and client feedback indicated that I gained some effective assessment and

counselling skills, additional counselling experience and supervision is necessary for me

to further develop these important clinical assessment and counselling skills.
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My second learning goal was to develop individual and group intervention skills

in cognitive behavioral therapy. Cognitive behavioral therapy proved to be a useful

component of the individual counselling and group work interventions. Both the

cognitive behavioral therapy literature and clinical supervision that I received provided

me with effective cognitive behavioral techniques to incorporate into the sessions.

Evaluative feedback indicated that cognitive behavioral strategies such as challenging

patterns of limited thinking, relaxation exercises, assertiveness training, and relaxation

techniques, benefited the girls and women involved in the individual and group work

interventions. I observed that these strategies helped to increase self-awareness among

clients and enabled them to become more in control of their emotional experience.

My third learning goal was to gain an increased understanding of the applications

of feminist theory in practice. Valerie Regehr contributed greatly to my learning in this

area, as she helped me to understand my clients' various situations and experiences from

a feminist perspective. I learned the importance of encouraging selÊdetermination with

all of the girls and women with whom I worked. I became aware of the power

differences that exist within the therapeutic relationship and remained cognizant of my

personal biases and experiences. This self-awareness helped me to maintain an open

mind to the diverse experiences of the women with whom I worked. I experienced the

value of utilizing a strengths-based perspective in both the individual counselling and

goup interventions. Because it is common for girls and women to evaluate themselves

externally, it was beneficial that they learned to identifli their personal strengths. I

observed that the analogy of the continuum and the feminist-based literature significantly

empowered the women with whom I worked.
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My fourth leaming goal was to experience how two theoretical perspectives

blended in direct individual and group modalities. When I first leamed about cognitive

behavioral therapy, I became aware of its benefits in the treatment of weight

preoccupation and eating disorders. For example, cognitive behavioral therapy has an

array of useful techniques to challenge patterns of limited thinking and life restricting

behaviors. In addition, a vast amount of empirical research supports the clinical

effectiveness of this particular therapy in the treatment of weight preoccupation and

eating disorders. Despite the numerous benefits of cognitive behavioral therapy, I felt

that something was lacking. It was when I encountered the feminist perspective on

weight preoccupation and eating problems that everything came together for me. The

feminist perspective clearly addressed the cultural context of women's problems in living

and extended change beyond the micro level. I found that the cognitive behavioral and

feminist perspectives blended together well in both theory and practice. Cognitive

behavioral therapy provided useful strategies to encourage positive change, while the

feminist perspective provided a cultural context to this social issue. Client feedback

indicated that components of each theoretical perspective contributed to their process of

change.

I learned the importance of balancing the session in terms of structure. Because

cognitive behavioral therapy is considerably more structured than feminist therapy, I

found myself feeling overly concerned with incorporating cognitive behavioral strategies.

At times it felt like my agenda came before the client's agenda. Supervision helped me

to find a balance between focusing on theory and maintaining the therapeutic

relationship.
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My fifth leaming goal was to acquire group development and co-facilitation

skills. I gained valuable group development and co-facilitation skills as a result of my

involvement in the Images and eating disorder prevention groups. I leamed a lot about

group process from my co-facilitator, Lisa Naylor throughout the Images group

experience. I learned how to encourage goup cohesion, effectively deal with group

conflict, maintain session focus, and when to become more flexible (e.g., when group

members are actively engaged in a relevant discussion it is often beneficial to omit an

activity in order for the discussion to continue). I learned how to identify member roles

and facilitator roles at the various stages of group development, and the importance of

effectively addressing termination. I felt more confident co-facilitating the eating

disorder prevention group because of my experience co-facilitating the Images group. I

observed that I began the eating disorder prevention group feeling rigid in my attempt to

follow the session outlines. My group experience taught me that activities often take

more time to complete than initially anticipated, and that flexibility is required. I noticed

that as my flexibility increased, I was able to focus more on connecting with the members

and giving a voice to their thoughts, feelings, and experiences.

I believe I formed a genuinely positive relationship with each member in the

Images and eating disorder prevention groups. I was accepting of all the members and

genuinely interested in their ideas and opinions. I believe that my friendly disposition

encouraged the members to feel comfortable. I demonstrated empathy as the members of

the Images goup shared their feelings about difficult life experiences. I believe that my

personal past experiences with weight preoccupation allowed me to identify with the

issues facing the young women in the Images group. Appropriate self-disclosure was
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used to let the young women know that I understood these challenges and that change is

possible.

My sixth learning goal was to develop clinical evaluation skills. Goal attainment

scaling was a useful component of the evaluation process. It enabled the client and

myself to observe the degree of change throughout the counselling process. I observed

that many of my clients' goals were broad, and therefore difficult to measure. In the

future I plan on helping clients' develop specific (and measurable) therapeutic goals. I

learned the importance of consolidating clients' learning. For example, the individual

meetings with the Images group members, the final sessions with my counselling clients,

and the prevention group members' brainstorm, facilitated the consolidation of

client/member learning and thus, encouraged the process of change to continue.

Other clinical evaluation skills I gained as a result of my practicum experience

included developing program evaluation questionnaires (e.g., client satisfaction

questionnaire, group evaluation forms), and leaming to score a standardized

questionnaire (e.g., SED. I also leamed to use creative means of evaluating client

learning and change. For example, the collages enabled me to observe change in the

group members' perceptions of their "Ideal Girl/Woman". I observed that the collage

activity was an enjoyable method of obtaining evaluative information.

Triangulation \ryas incorporated into the evaluation of the eating disorder

prevention group to assess whether member feedback was consistent with parent

feedback, co-facilitator observations, and teacher observations. I found that the feedback

was consistent, thus providing additional support for the achievement of the goup goals.
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The seventh learning goal was to increase my understanding of the issues related

to body image, weight preoccupation, and eating disorders among women. The

theoretical and empirical literature in the area of eating disorders primarily focuses on

women who meet the Diagnostic and Statistical Manual of Mental Disorders (APA,

1994) criteria for clinical eating disorders. My clinical experience supports the

continuum hypothesis. I saw more commonalties than differences among the women

with whom I worked. I observed the benefits of utilizing feminist and cognitive

behavioral techniques with women who are situated at various points along the body

image continuum. In additiofl, ffiy practicum experience illustrated the importance of

prevention work in Ihe area of weight preoccupation and eating disorders, as it is the only

way to reduce the incidence of a disorder (Levine & Prian, 2001).

My final leaming goal was to gain an understanding of the role of social work

within a feminist based multidisciplinary setting. I experienced my role as a social work

student as consistent with the role of the feminist practitioner. For example, in

accordance with the feminist practitioners at the WHC, I attended to issues of diversity,

as well as client strengths, empowerment, and selÊdetermination.

Recommendations for Social Work

I believe that it is important for social workers to continue making contributions

to the treatment of weight preoccupation and eating disorders. Future social work

contributions include prevention work and advocating for change at the societal level,

group work, and maintaining a family systems perspective.
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I strongly believe that eating disorder prevention efforts are necessary for children

to become healthy and develop positive body image and selÊesteem. Social workers can

provide families, schools, and communities, with information on the body image

continuum, as well as the risk and protective factors associated with eating disorders.

Education in this area will help in the early detection of body image and eating problems.

Social workers can inform people on the macro level issues that contribute to negative

body image, weight preoccupation and eating problems. Consciousness raising on issues

such as society's fat prejudice, media/advertising influences, and dieting myths will

increase people's physical and emotional well being. Encouraging people to develop

media literacy skills will demystify the unrealistic and unhealthy societal standards, and

help them feel better about their bodies. Media activism can also be used as a means of

advocating for positive change in the media.

Social workers can work at the systemic level to develop and enforce policies to

protect girls and young women from sexual harassment. It is important to increase

awareness about the relationship between experiences of discrimination and harassment

and negative body image, which can lead to weight preoccupation and eating problems.

I believe it is important for social workers to continue contributing to the area of

group work. My practicum experience demonstrated the powerful and useful nature of

utilizing a group modality in the treatment and prevention of body image and eating

problems. The group interventions provided the girls and young women with the

opportunity to share their experiences and help one another.

I think that maintaining a family systems perspective is useful in the treatment

and prevention of weight preoccupation and eating disorders. I observed that each of the



t66

women who participated in the individual counselling and Images group experienced

problems within their families of origin. This suggests that it is important to address

family issues within the counselling process.

The area of weight preoccupation and eating disorders is a complex and exciting

field. Although a vast amount of work has occurred in the areaof eating disorder

etiology and treatment, more is required in the areas of prevention, issues of cultural

diversity, and feminist theory. Issues of weight preoccupation and disordered eating

continue to plague the lives of many girls and women. Therefore, it is imperative that

social workers continue to work together with others to fight this life-restricting

phenomenon.
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Appendix A

Intake for Free Counselling*

l. Purpose of intake
o The pu{pose of this intake is to talk about what you want to get out of the counselling

experience and to match you up with one of the free counsellors.
o It will take about % - % of an hour.
o Also a place to ask any questions you might have.

2. WHC counselling program
o Generally we see people every week.
o Counselling is confidential but notes are taken and put in the chart - this means that

other clinic staff has access but no one else. You can arrange to see this file if you
wish.

. Philosophy: These sessions are for you. You are the best resource for your own life
and the counsellor is there to help you figure out the pieces that don't make sense

right now. Therefore it is your goals, not anyone else's that are the most important
and the most meaningful. Please feel free to come in with your own agenda or
change your mind about what you want to talk about as time goes on. If you are ever
uneasy about something that the counsellor says or suggests don't just go along with
it. Disagreeing is good and you will know if something seems helpful or if it does

not. It is also great if you want to ask questions and give feedback at any time.

3. Intake questions
o What has brought you to seek counselling now?
o What issues are you hoping to deal with in counselling?
o Have you been in counselling before and what kind of an experience was it for you?
o Are there any barriers that might get in the way of you doing your work?
o What kind of supports do you have in your life currently?

4. Where to from here?
o Give goal setting sheet.
o Set first appointment.

* Taken from the Women's Health Clinic Counselling Program. (2003). Vy'innipeg, Manitoba
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Appendix B

Participant Consent Form

I am Lori Peters and I am doing my practicum at the Women's Health Clinic as the final
requirement for my Master in Social V/ork degree from the Faculty of Social Work at the
University of Manitoba. This practicum is designed to enhance my counselling skills.

With your consent all counselling sessions will be tape recorded to assist me in my
learning. Please know that at any time during the session you can ask me to tum off the
tape recorder. All information that we talk about in our counselling sessions will remain
confidential. The only limits to this confidentiality include information that I share

during meetings with my supervisors, information suggesting that you are a harm to your
self or others, and information suggesting that children are being abused or neglected.

You should also be aware that as a social work student I do not have immunity from the
courts. My final report will include information from my practicum experience, however
all names and identifying information will be changed so that you remain anonymous.

At our final counselling session, I will ask you to complete a client satisfaction
questionnaire that will ask about your satisfaction with the counselling services that you
received.

If you have any concerns regarding me andlor this practicum please contact Brenda
Bacon (my faculty advisor at the University of Manitoba) or Valerie Regehr (my clinical
supervisor at the Women's Health Clinic).

Statement of Consent

I understand what this practicum is about and my questions have been answered. I
understand that Lori Peters is a graduate student, that all information I share will remain
confidential and anonymous, and that I may withdraw from counselling at any time and it
will not affect any future services that I may seek from the Women's Health Clinic.

Date Signature of Participant

Date Lori Peters
Graduate Student
Department of Social Work
University of Manitoba
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Appendix C

Goal Setting*

This sheet is designed to help you think about what you want to work on in counselling
and where you are at with each issue. This is just a starting place and does not in anyway
limit what you can talk about in the sessions.

1. The main issue/goal I would like to work on in counselling is...

2. This issue affects my life by...

3. Other secondary issues/goals are...

4. They affect my life by...

5. I have already worked on these issues by...

6. These are the positive forces that are supporting me in doing this work...

7. These are the barriers that are working against me...

8. I can deal with these barriers by..

9. Specific needs from counsellor or counselling...

* Taken from the'Women's Health Clinic Counselling Program. (2003). Winnipeg, Manitoba.
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Appendix D

SummaryNotes

ClientName:
Date of Session:
Session Number:

Session goals:

How, and to what extent were the goals met?

\'

Student counsellor's analysis of the session (e.g. what went well in the session, what
could have been improved in the session?):

Questions artdl or concerns :

Plans for next session:
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Appendix E

P articipant Consent Form

I am Lori Peters and I am doing my practicum at the Women's Health Clinic as part of
the final requirement for my Master in Social Work degree for the Faculty of Social
Work at the University of Manitoba. Part of my practicum involves co-facilitating this
group. After my practicum is finished, I will write a report that describes what I have
learned while working at the Clinic, however I will change all names and delete any
identifying information in order to ensure your confidentiality and anonyrnity.

If you should have any concerns regarding my participation in this practicum you may
contact my advisor Dr. Brenda Bacon (at the University of Manitoba) or Lisa (at the
'Women's Health Clinic).

Statement of Consent

I understand what this practicum is about and my questions have been answered. I
understand that Lori Peters is a graduate student, that all information I share will remain
confidential and anonymous.

Date Signature of Participant

Date Lori Peters
Graduate Student
Department of Social Work
University of Manitoba
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Appendix F
January 10,2003

Dear Parent(s),

The Women's Health Clinic, in partnership with your child's school is offering an after
school discussion goup for girls in grade 6 called IMAGES. The Program will consist of
ten sessions, each approximately one and one-half hours long. The sessions will be co-

facilitated by Lori Peters, a MSW student completing her practicum at the Women's
Health Clinic and by Kate Bradshaw, grade six teacher. Lori Peters will receive ongoing
supervision from her faculty advisor, Dr. Brenda Bacon over the course of the group.

The aim of the IMAGES group is to provide girls with the opportunity to talk about issues

thatmay influence their self-confidence and self-esteem during adolescence, and to help

them develop skills and strategies to combat negative experiences. It is our hope that by
encouraging girls to talk about their concerns we will avert future tendencies towards

weight preoccupation, eating disorders, depression, and substance abuse. Session topics

will include:
I Self-esteem
I Understanding and Expressing Feelings

t Dealing with Stress

t Talking about Puberty
t Body Image
a Exploring the Myths about Dieting
I Learning Good Communication Skills
I The Media
Group sessions will use discussion, journaling, visual arts, the media, and other activities
to explore the relationship that girls have with themselves and teach skills to further

enhance self-esteem and body image.

Your daughter has expressed an interest in participating in this group, which will be held

on Monday afternoons from 3:30 to 5:00 at the school. The group will begin on Monday,
January 20 and end on March 24. If you agree to her participation in the grouP, please

sign the parental consent form below and return to Kate Bradshaw by Friday, January I7.
If you would like further information about the gtoup, please feel free to contact either
Lori Peters or Kate Bradshaw.

Yours truly,

Lori Peters
Social Work Student, University of Manitoba

Kate Bradshaw
Grade 6 Teacher

I,
to attend the IMAGES group at School.

give permission for my daughter,

Date Signature:
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Appendix G

Summary of Cli ent S ati sfaction Questionnaires *

*The number in parentheses indicates the number of client responses.

Please help me improve my counselling skills by answering some questions about the
counselling you have received. I am interested in your honest opinions, whether they are

positive or negative. Thank you for taking the time to complete this questionnaire.

Circle your answer:

1. How would you rate the quality of the counselling service you have received?

4(4)* 3 2 1

Excellent Good Fair Poor

2. Did you feel you were able to speak openly; freely and without judgement with the
student counsellor?

1 4J2 5 (s)

Not at all openly Somewhat openly

3. Did you feel that the student counsellor understood your problems?

r234

Very openly

s (s)

Did not understand Somewhat understood

4. As a result of the counselling do you think
that you...
a) have gained greater awareness ofyourselfl
b) have gained useful skills?
c) are more confident in your ability to solve

your problems?

d) feel better about yourselfl

Really understood

Very much Somewhat Not at all

1(3) 2(L) 3 4 5

1(4) 2 3 4 s

1 (1)
l- (3)

2(3', 3 4

2(L',) 3 4

5
trJ
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4. In an overall, general sense, how satisfied are you with the service you received?

4 (4) 2 IJ

Very satisfied Mostly satisfied Indifferent or
mildly dissatisfied

Quite dissatisfied

5. If you were to seek help again, would you come back to the WHC counselling
program?

2 J 4 (4)

No, definitely not No, I don't think so Yes, I think so Yes, definitely

6. If a friend were in need of similar help, would you recommend the WHC counselling
program to her?

I (4) aJ 4

Yes, definitely Yes, I think so No, I don't think so No, definitely not

7 . What were the characteristics and/or behaviors associated with the student counsellor
that were helpful to you?

Very positive, caring, waÍn, person, sense of humor. I always felt that Lori was
"real" and that she really cared about what I was saying; very genuine which made
me feel very comfortable and safe; selÊdisclosure was appropriate and extremely
helpful; exceptionally skilled and competent.
Lori was always very positive about everything. I was always greeted with a big
smile which showed me that I was worthy to be here. I really got a sense of true
caring and understanding from Lori. Lori was also interested in what I had to share

and listened with full attention, something I didn't get athome with my Mom and
Dad. I never felt they valued what I had to say.

Very understanding, compassionate and patient; quickly able to determine my issues
and concerns; offered and developed an activeþositive approach to tackling my
concerns; very supportive.
Lori was arnazing. Instead of approaching me from an analytical point, I was
encouraged to speak openly. She was a great "listener" who through conversation
allowed me to dig deep into myself. She offered options, encouragement and
compassion. I have never told my complete story to any other counsellor, yet totally
trusted Lori.

I

2

o

a

a

a
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8. What were the characteristics and/or behaviors associated with the student counsellor
that were not helpful to you?

o N/A
o N/A
o None
o None

10. Are there any additional comments or concerns that you would like to include?

Lori was such a delightful person to meet. I feel this experience was immensely
helpful and empowered me to accept and cope with life's challenges in healthy ways.
Thank you so much Lori.
I really, truly have become more confident and have way more selÊrespect and show
more selÊlove towards myself from working with Lori. I think Lori is an awesome,
kindhearted, caring, warln person. I felt so comfortable with her that I could become
vulnerable in front of her.

I know that I am a better person because of my association with Lori. I appreciate her
for the skills that she has, and the way she has shared these skills with me. Thank you
Lori. God Bless.

a

o

a
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Appendix H
March 21,2003

Dear parent(s),

The Images group has come to an end and we wanted to let you know what a great time
we had with your girls. Each girl contributed to making the group as successful and fun
as it was. Here is what your girls had to say about what they learned in Images;

'We leamed...
i To be critical viewers of the media and that we don't have to agree with and follow

the media.
t That we don't have to be like others. We can dare to be different. We can be

ourselves.

t That shape is not important. All sizes are beautiful.
a How to communicate better with our friends and to solve problems.

I We learned to stand up for ourselves by using "I messages".

a That dieting is bad. Healthy eating and exercise is good.

t About stress and how to relax by deep breathing.

I About puberty.
I That it is important to share our feelings (e.g.through talking, writing, art).

I More about the girls in our class that we don't usually hang out with.
t To think about ourselves in a positive way.
I That we are beautiful!

Lori is interested in using these comments and the written evaluation comments from the
girls when she writes about the Images goup experience in her University practicum
report. Please note that the report will not contain the names of your children. Please

complete the permission form if you agree to this and return tomorrow. We also invite
you to comment on your child's experience in the group (e.g. any changes you have

noticed, comments she has made to you) and what you think about her feedback above.

Thanks for supporting your daughter and us in this experience.

Kate Bradshaw and Lori Peters (MSW student)

I agree that Lori can use the feedback from my child for her practicum report.

Parent or guardian's signature Date

I agree that Lori can use my feedback for her practicum report.

Student's signature

PARENT COMMENTS:

Date
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Appendix I

rNDEX OF SELF-ESTEEM (ISE)*

This questionnaire is designed to measure how you see yourself. It is not a test, so there
are no right or wrong answers. Please answer each item as carefully and as accurately as

you can by placing a number beside each one as follows.

l:None of the time
2:Yery rarely
3:A little of the time
4:Some of the time
5:A good part of the time
6:Most of the time
7:All of the time

1. _ I feel that people would not like me if they really knew me well.
2. _ I feel that others get along much better than I do.

3. _ I feel that I am a beautiful person.

4. \ü/hen I am with others I feel they are glad I am with them.
5. _ I feel that people really like to talk with me.

6. _ I feel that I am a very competent person.

7. _ I think I make a good impression on others.
8. _ I feel I need more self-confidence.
9. When I am with strangers I am very nervous.
10. _ I think that I am a dull person.

1 1. _ I feel ugly.
12. _I feel that others have more fun than I do.
13._ I feel that I bore people.
14. _I think my friends find me interesting.
15._ I think I have a good sense of humor.
16. _I feel very self-conscious when I am with strangers.
17. _I feel that if I could be more like other people I would have it made

18._ I feel that people have a good time when they are with me.

19. _I feel like a wallflower when I go out.
20. _I feel I get pushed around more than others.
21. _I think I am a rather nice person.

22. _I feel that people really like me very much.
23. _I feel that I am a likeable person.
24. _I am afraid I will appear foolish to others.
25. _My füends think very highly of me.

*Taken from Hudson,W. (1992). The WALMYR assessment scales scoring manual. Tempe, AZ:

WALMYR Publishing Co.
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Appendix J

TAKE THE BODY IMAGE TEST*

How healthy is you image of your body? Find out how your body image measures up
Never Sometimes Often Always

1. When I look in the mirror, the image reflected
back to me is not who I want to be.

2. I'd rather shop for pet food than for clothing

3. I go through at least three outfit changes
when I get dressed and I'm still not happy.

4. I never exercise or participate in sports
unless I can wear baggy sweats.

5. I think that my body is ugly and I'm sure
that others think so too.

6. When I'm out with friends I feel that
everyone else is more attractive than I am.

7. When I go out with my family, I can't help
wondering if people think I missed out on the
'good-looking' genes.

8. I compare myself with others to see if they
are heavier than I am. It's all I can think about
when I'm with another person.

9. I am so self-conscious about how I look that
it's hard to enjoy activities like going out to
dinner or to the movies with friends.

10. Being untrappy with my appearance
preoccupies my mind.

I 1. I know that my thoughts about my body and
appearance are negative, but I can't stop them.

12. I believe that dieting will change my life
forever.

Taken from Friedman, S. (2000). Nurturing girlpower. Yancouver, BC, Canada: Salal Communications
Lrd.
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Appendix K

Images Group Evaluation Foml

Do you think the Images group met your expectations? Yes Some No

How comfortable \ilere you in sharing
your opinions and ideas?

Very
Comfortable

Somewhat
Comfortable

Uncomfortable

How much the foll a, A lot Some None
In the long run, diets don't work and other dieting myths.

It is healthy to be accepting of your own body.

You can be healthy at any weight.

The connection between feelings and body.

Influence of media on body image and self-esteem.

trnfluence family and culture on body image and self'esteem.

Influence of life experiences esp. sexual and abuse
experiences on body image and self-esteem.

Communication skills

Skills to cope with stress.

Were the facilitators: Yes Ssme No
Well prepared.

V/ell informed (knew their material).

Easy to understand.

Respectful of cultural differences.

Caring and respectful
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If this group is run again - what should we do differently?

What should we do exactly the same? (or what did you like best?)

\,
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Appendix L

Group Evaluation Form

Do you think the group met your expectations? Yes Some No

How comfortable \ryere you in sharing your
opinions and ideas?

Very
Comfortable

Somewhat
Comfortable

Uncomfoltable

How much information did you get on the following topics? A lot Some None

How the media influences how we feel about our bodies and
ourselves.
How to be media literate.

It's okay to be different and unique.

The connection between your feelings and your body

It is healthy to be accepting of your body.

Fuberty.

Stress and how to deal with it.

In the long run diets don't work and other dieting myths.

Assertive communication skills (e.g. I messages).

Your personal strengths.

Dealing with problems between friends.

Were the group leaders: Yes Some No

V/ell prepared.

ell informed (knew their material).

Easy to understand.

Caring and respectful
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\'

What did you like best about being a part of the group?

If the group is run again - what should we do differentþ?

Do you have any more comments you want to add?




