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Abstract

This lesearch investigated the leJationship between readiness for change and treatment

group preference at intake in individuals with eating disorders. Forty-six women with

eating disorders were recluited from the Adult Eating Disordels Proglam at the Health

Sciences Centre. Parlicipants completed the Readiness and Motivation Interview, the

Treatment Group Preference Questionnaire, the Perceived Behavioral Control

Questionnaire, a demographic information sheet and a treatÍnent history questionnaire.

Logistic regressions were conducted in order to detetmine whether readiness for change

predicted treatment group preference at intake. lt was hypothesized that individuals

would choose the treatment group that was tailored to their stage of change. Results

revealed that the hypotheses ofthe study were not confirmed, indicating that readiness

scores were unable to predict treatn'lent group cl.roìce, even after incorporating differences

in perceived behavioral control into the model. It was concluded that padicipants may

have been overestimating their readiness for change, and that furlher investigation into

the relationship between readiness for change and treatment preference is warranted.
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How does Readiness for Change Relate to Treatment Group Preference at Intake? An

Investigation of lndividuals with Eating Disorders

Eating disorders have a devastating impact on the lives of sufferers. This impact is

experienced both physically and psychologically. For example, high mortality rates afe

repofied for anorexia nervosa (AN) which are consequent to both malnutrition and

suicide. Among all AN-related deaths, the effects of malnutrition account fot I.2Yo to

12.82%, wlrile the suicide rale is 56.9%o (Agras et a\ ,2004). AN can lead to a number of

severe medical conditions such as osteoporosis, structural and functional brain changes,

cardiovascular cornplications, fluid and electrolyte irregularities, and disturbances in

immune functioning. Further, individuals with AN often experience serious comorbid

psychopathology including depression, anxiety disorders, obsessive-compulsive disorder',

personality disorders and substance use disorders (Agras et aI.,2004). Individuals with

bulimia nervosa (BN) also experience severe medical and psychological problems

Health consequences ofBN include amenonhea, disturbances in bowel functioning, fluid

and electrolyte irregularities, and permanent loss ofdental enamel. Potentially fatal

complications include gastric rupture, esophageal tears and cardiac arrhythmias'

Cornorbid psychopathology often associated with BN includes mood disorders

(particularly Dysthymic Disorder and Major DepÍessive Disorder'), anxiety disorders and

substance abuse or dependence (American Psychiatric Association, 1994).

Despite the devastating health consequences ofthese conditions, individuals with

eating disorders are notor.iously ambivalent about change. This lack of motivation for

treatment is or.re of the most striking phelomena in this population (Hasler', Delsignore,

MiÌos, Buddeberg, & Schnyder, 2004). It has been found that treatment refusal,
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nonadherence, and dropout commonly occur in the treatment of individuals with eating

disorders (Eckert, Halmi, Marchi, Grove, & Crosby, 1995; Geller,2002; Ratnasuriya,

Eisler, Szmuckler, & Russell. 1991). In fact, the dropout rate lrom treatment for

individuals with BN has been repofied as ranging from 15% to 65%, with a median of

approximately 30% (Mahon, 2000), while the dropout rate for individuals with AN has

been as much as 500/o over the first year of treatn'rent (Vandereycken & Pierloot, 1983).

As a result, recent research has focused on the assessment and enìancement ofreadiness

and motivation for change in this population (e.g. Geller'& Drab, 1999; Treasure &

Ward,1997; Vitousek, Watson, & Wilson, 1998; Wolk & Devlin,2001).

The Transtheoretical Model o.f Change

The Transtheoretical Model of Change (TTM; Plochaska. 1979; Prochaska,

DiClernente, & Norcross, 1992) was initially developed for substance use populations,

but has since been applied to other health issues such as safe sex practices (Prochaska,

Redding, Harlow, Rossi, & Velicer, 1994), exercise adoption (Marcus et al., 1998),

mammography screening (Rakowski et al., 1998) and eating disorders (Geller & Drab,

1999). The model describes tkee dimensions of change: stages of change (i.e. when

change occurs), processes ofchange (i.e. how change occurs), and level of change (i.e.

what change occurs). Stage of change, which is the central olganizing construct ofthe

model, reflects the motivational and lemporal dìmensions ofthe change process

(Levesque et al., 2001). It has been found that indivìduals move through five stages of

change when attempting to modify their behaviour, either on their own or with the help of

a formal intervention (Prochaska & DiClemente, 1983). ln the first stage,

precontenxplatiorz, individuals have no intention of changing their behaviour in the
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foreseeable future. They deny they have a problem and believe the negative

consequences oftheir behaviour to be insignificant. Items endorsed by precontemplators

on a continuous stage of change measure include "As far as I'm concerned, I don't have

any problems that need changing" and "l guess i have faults, but tl,ere's nothing that I

really need to change" (Procliaska et aL.,1992). Contemplation, the second stage, is the

stage in whicli individuals become aware that a problem exists, and are seriously thinking

about making changes. In this stage, individuals begin to recognize the benefits of

changing, but continue to overestimate the costs, and thelefore remain ambivalent

(Levesque et al.,2001). Individuals in the contemplation stage endorse such items as "I

have aproblem and I really think I should work on it" (Prochaska, eTal.,1992). The third

stage is preparation. In fhis stage, individuals are intending to make changes and take

action within the next month, and have unsuccessfully taken action in the past year. Sorrre

investigators prefer to conceptualize tliis stage as the beginning ofthe action stage. The

action sfage occurs when individuals change their behaviour. experiences, or

environment in an effort to overcome their problem. Individuals in this stage endorse

items such as "l am really working hard 1o change" and "Anyone can talk about

changing; I am actually doing something about it." Lastly, individuals will enter the

maintenance stage. In this stage, people attempt to prevent relapse and maintain the

changes and gains they have already rnade, It is important to note that the maintenance

stage is viewed as a continuation of cl, ange, and not the absence of change. Therefore, fol

some behaviours, this stage can last a lifetime. Individuals in the maintenance stage

endorse items such as "l'm here to pfevent myself fi'om having a relapse ofmy problem"

(Prochaska et a1., 1992).
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Although it may seem that the TTM describes a lìnear model ofchange,

Prochaska et al. (1992) explain that linear progression, while possible. is a rale

occurrence with addictive behaviours. In fact, relapse and recycling through the stages

occurs frequently. As a result, the model is best described as a spiral pattern ofchange.

The spiral rnodel predicts that relapsers do not revolve in circles, or regress all the way

back to where they began. Rather, as they cycle through the stages, relapsers apply

lessons learned from past mistakes (DiClemente et al., 1991).

Assessing Stage ofChange in the Eating Disorders. The Readiness and Motivation

Interview

A number ofresearchels have attempted to assess stage of change in tlie eating

disorders. Both measures used previously with other populations, as well as measures

designed specifically for individuals with eating disorders have been investigated (e.g.

Stage of Change Questionnaire; Blake, Turnbull, & Treasure, 1997 The Anorexia

Nervosa Stages of Change Questionlaire; Riegel, Touyz, & Beumont, 2002). While these

measures have been useful is assessing stage ofchange, most have failed to predict

treatment outcome. It has beer.r hypothesized that this is due to the fact that original stage

ofchange measures wele developed to assess single symptom problems, such as alcohol

or drug use (Geller and Drab, 1999). Eating disorders, in contrast, are characterized by a

number ofcognitive, behavioural and affective features (e.g. fear offatness, impoftance

ofshape and weight, restriction, bingeing, pulging), and individuals often feel differently

about each symptom. For example, individuals with BN may wish to reduce their

bingeing, but may be ambivalent about reducing their restriction.
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Given the multidimensionality of eating disorder symptoms, Geller and Drab

(1999) developedlhe Readiness and Motivation Interview (RMI), which is a symptom-

specific, semi-structured interview measure ofreadiness for change in the eating

disorders. The RMI is used in conjunction with the diagnostic questions from the Eating

Disorders Examination (EDE; Cooper & Fairburn, 1987), such that both diagnostic and

motivational status can be asceftained for each symptom ofan eating disorder. The EDE

is considered the gold standard for diagnosis ofAN and BN, and assesses thirleen eating

disorder symptoms: fear ofweight gain, feelings offatness, restraint over eating.

maintenance of low weight, menstruation, importance of shape, imporlance of weight,

objective bulimic episodes, dietary restriction outside bulimic episodes, self-induced

vomiting, laxative misuse, diuretic misuse, and exercise. For each symptom, the RMI

elicits three readiness ratings, as well as one internality rating. That is, clìents are asked to

what extent they are in precontemplation, contemplation, and action/maintenance for

each symptom. In the RMI, the preparation stage was omitted, and the action and

maintenance stages are conceptualized as the sanre category. lt is the authors' view that a

clear distinction between action and maintenance occurs only rarely in the eating

disorders, since both involve active work. RMI stage scores are given in percentages and

can range from 0 to 100% (estimated to the nearest l0% increment), with

precontemplation, contemplation, and actiorVmaintenance adding up to 100% for each

symptom. By giving a rating for each of the three stages, clients explore their experiences

of preconlemplation, contemplation and action/maintenance relative to one another. The

internality rating captures the locus of colrtrol for each sympton in which action is

occuuing. Therefore, for each symptom, clients are also asked to irdicate (by percentage)



Readiness & Treatment Prelerence l2

the extent to which the individual is making changes for themselves versus for others. lt

is thought that individuals in action who have an internal locus ofcontrol will be more

successful at maintaining changes (Geller & Drab, 1999).

As the RMI is built upon the framework and principles of Motivational

Interviewing (MI; Miller'& Rollnick, 1991), an essential component of the inter-view is

appropriate therapist stance. The assessor must adopt a warm, empathic, non-judgmental

stance, and must show genuine interest and curiosity in the client's experience. Clients

must feel comfortable discussing ¿7l/ of their feelings about their eating disorder,

including any ambivalence about recovery they may be experiencing (Geller & Drab,

1999).

The RMI has demonstrated good inter-rater reliability, ranging fi'om 95.6 to

97.4%o agreement for each stage ofchange, and internal consistency, ranging from .63 to

.84. RMI scores also have good convergent validity with questionnaire measures of

readiness. Research has also shown RMI scores to predict both analogue and clinical

measures ofoutcome, including anticipated difficulty ofrecovery activities, completion

ofrecovery activities, and the decision to emoll in and dropout from intensive treatment

(Gellel et al., 2001). To date, tlie RMI is the only stage of char.rge assessment tool for the

eating disorders that has successfully predicted these outcorrre variables.

Readiness for Change and Treatment Goals

Few studies have investigated the relationship between readiness for change and

treatments goals in individuals with eating disorders. One study, conducted by Clinton,

Bjorck, Sohlberg and Norring (2004) explored treatment satisfaction among patients in a

Swedish multicentle investigation ofindividuals with eating disorders. lt was found that
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satisfaction was predicted by treatment interventions which focused on suppoft and

increased control of eating problems. Unsatisfied patienls, in contrast, tended to expect

less from treatment interventions which focused on control ofeating problems, and more

from interventions whicli focused on insight and reflection. Further, unsatisfied patients

were described as being less prepared to make changes to theiÌ eating habits. This study

offers preliminary supporl for the hypothesis that treatment goals are related to stage of

change for individuals with eating disorders, however, much rnore research must be

conducted.

Tailoring Treatment to Stage of Change

Prochaska et al. (1992) have stated that professionals often design excellent

action-oriented treatment programs but become disappointed when addicted individuals

do not register or dropout. This is due to the fact that most addicted people are not ín |he

action stage. Prochaska et al. (1992) algue, therefore, that tailoring treatment to

individuals' stage of change is critical. While action-oriented therapies may be helpful for

individuals in the action stage, the same interventions can be ineffective or detrimental to

individuals in the precontemplation or contemplation stage (Prochaska et al.,1992).

It has been established that treatment dropout is a significant banier to recovery

for individuals with eating disorders (Peake, Limbert & Whitehead, 2005). One possible

explanation lor the high dropout rate is that rnany eating disorder treatment programs

only offel action-oriented therapies. Perhaps if progran.rs offered sevelal treatment

options, each tailored to a different stage ofchange. the dropout rate would decrease, and

clinical outcomes would improve. Furlher, treatments designed lor individuals who are

ambivalent about recovery could work to enhance readiness and prepare clients for more
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action-oriented therapies. Indeed, it has been found that tailoling treatment to stage of

change improved treatment outcomes in other populations (e.g. Ockene, Ockene, &

Kristellar, 1988).

Treotmenl Preference and Outcome

Several studies have investigated the relationship between treatment preference

and outcome across a variety ofpopulations. Interestingly, these investigations have

produced very mixed results. Several investigations of weight loss treatment lound that

matching clients to their preferred treatÌnent did not improve clinical outcomes (Munay,

1976; Renjilian et al., 2001). Alr investigation of two treatments for panic disorder with

agoraphobia reporled similar hndings (Van Dyck & Spinhoven, 1997).

In the depression lileralure however, it has been found that matching participants

to their preferred treatment results in more rapid improvement of depression

symptomatology than unmatched parlicipants (Lin et al., 2005). It has also been found

that treatment preference is related to the likelihood of enteling depression treatment

(Dwight-Johrison, Unutzer, Sherbourne, 'fang, & Wells, 2001), and that random

assignment ofpatients to treatments tliey do not prefer can be associated with significant

attrition (Schulberg. Magruder. & Degruy, 1996). These findings have no1 been limited to

the depression literature. For example, an investigation of four treatments for suake-

phobia found that plefelled therapy produced significantly more fear reduction than

either randomly assigned or nonpreferred therapy (Devine & Fernald, 1973). Matching

patients with their preferred treatment has also been associated with better adherence to

treatment (e.g. Eisenthal, Emery, Lazare, & Udin, 1979; Vincent & Lionberg,200l).
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These lindings suggest that matching to prefened treatment may improve clinical

outcomes in ceftain populations, and that fuilher research on this issue is waranted.

Readiness.for Change and Treatment Preference

The efficacy of treatment groups tailoted to stage of change has not been forrnally

investigated in individuals with eating disorders. This study will provide a hrst step into

this investigation by assessing whether stage of change is related to tfeatlrrent group

preference at intake. That is, whether individuals will be interested in particular treatment

groups based on their stage of change. It has been hypothesized that precontemplative

individuals with eating disorders would prefer (and would benefit from) a less intense,

less directive and less action-oriented treatment group, while individuals who are in the

action stage would be more interested in an intense, directive, action-oriented

intervention. Further, it has been thought that contemplative individuals would be most

interested in a treatment group that is intermediate between these two types of

interventions with respect to behavioral expectations. This study will attempt to

investigate these hypotheses.

I{ypotheses:

The purpose of this research is to investigate whether readiness for change (as

measured by the RMI) predicts treatment group preference at intake in women with

eating disorders.

L It was hypothesized that high scores on RMI action will predict a cl-roice of Group

A (action group).

2. It was hypothesized that high scores on RMI conternplation will pledict a choice

of Group B (contemplation group).
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3. It was hypothesized that high scores on RMI precontemplation will predict a

choice ofGroup C (precontemplation group).

Perceived Bchaviorul ('ontroi

The theory ofplanled behavior (TPB; Ajzen, 1991) is a model which has been

used by psychologists to examine influences on health behavior. The TPB states that

behavior is determined by intentions to engage in that behavior (which consists of

attitudes and subjective norms) as well as perceived behavioral control (PBC). PBC is

defined as the extent to which the individual believes the health behavior is within their

complete volitional control. Given that the RMI does not assess for PBC, and that it has

been found to predict both intention ar.rd behavior for other health behaviors (e.g. Conner,

Norman, & Bell,2002), a measure of PBC will also be included in this study.

Method

Parliciponts

Forty-six women were recruited from the Adult Eating Disorders Program

(AEDP) at the Health Sciences Centre in Winnipeg, Manitoba, Canada. Participants were

consecutive new referrals to the program who consented to paÍicipate in research. This

included new intakes, as well as individuals lecruited from the AEDP waiting list.

Diagnoses were made by the research assessor using the diagnostic questions from the

Eating Disordels Examination (Cooper & Fairburn, 1987). Ten (21.7%) participants

were diagnosed with anorexia nervosa, 15 (32.6%) with bulimia nervosa and 21 (45.7%)

with eating disorder not otherwise specified (EDNOS).

The mean age of participants was 25.1 1 (SD: 6.8) years, while the mean age of

eating disorder onset was 16.31 (SD = 4.2)years. The tnean BMI was 19.42 (SD = 2.9)
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and mean SES was 2.4 (SD : 1.0) on the Hollingshead Index (Hollìngshead, 1919),

indicating middle class. Eighty-five percent of participants described themselves as

Caucasian, 8.7% as Aboriginal and 6.50/o as "Other," indicating a combination of

ethnicities. Thirty-one (67 A%) participants repofted receiving some type of prior

treatment for their eating disorder, with 26 (56.5%) repofting prior individual therapy, 10

(21 .7%) prior group therapy, I (17 .4%) prior inpatient treatment, I (17 .4%) prior family

therapy, l1 (239%) prior contact with a dietician, and,3 (6.5%) prior contact with a

social worker.

Measures

De mo gr aphic Informatio n (Appendix A)

A demographic questionnaire asked parlicipants to provide theil age, height,

weight, ethnicity, age ofonset oftheir eating disorder, and the highest education and

occupation oftheir parents (or themselves, depending upon theil living arrangement).

Readiness and Motivotion Intert)iel¡, (RMI; Geller & Drab, 1999; Geller et al., 2001 ;

Appendix B)

The RMI is a semi-structured interview that elicits information about individuals'

readiness and motivation to change their eating disorder symptoms. RMI questions are

used in conjunction with each of the diagnostic questions from the Eating Disorders

Examination (Cooper'& Fairburn, 1987), so that both diagnostic information and

motivational status is oblained for each symptom, The symptoms are grouped into four

domains: Cognitive, Restriction, Bingeing. and Compensatory Behaviours (Geller &

Drab, 1999). The RMI provides motivatìor.ral stage scores (precontemplation,

contemplation, action/mairÍenance, and internality) for eacli of the symptom domains
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(Cognitive, Restriclion, Bingeing, and Compensatory Behaviours). RMI stage scores

range from 0 to 100% (estimated to the nearest 10% increment), with precontemplation,

contemplation, and action adding up to 100% lor each symptom. For this tesearch, mean

action, contemplation and precontemplation scores were used, which are the average

readiness scores across all applicable symptons. The RMI has demonstrated good

reliability and construct validity.

Treatment Group Preference Questionnãire (TGPQ; Appendix C)

The TGPQ was created fol use in this study and describes three hypothetical

treatment groups, one tailored to each stage of change measured by the RML The

description ofGroup A (the "action group") was based on the curent protocol for the

Intensive Outpatient Prograrn at the Adult Eating Disorders Program at the I-Iealth

Sciences Centre in Vy'innipeg. The descriptions ofGroup B (the "contemplation group")

and C (the "precontemplation group") were based on protocols for two readiness groups

currently offered at the Eating Disorders Program at St. Paul's Hospital in Vancouver.

After reading the descriptions ofthe groups, participants are asked to indicate which

group they would most like to attend if they could choose only one. They ale also asked

to indicate why they chose the group they chose (i.e. which factors made it appealing to

then), as well as what they feel is the purpose oftheir chosen group. Descriptions are

similar in length, parallel in content, and differ only in treatment expectations for

participants. The order of tleatment group descriptions was counterbalanced.

Construct validity of treatment group descriptions was established by eight

cliniciarrs, each expert in eating disorders treatment and readiness for change. Years of

experience workirrg with individuals with eating disorders ranged from 1.5 to l9 years,
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with a mean of 9.4 years. Experts were asked to read each group description and identify

each as either a precontemplation, conten.rplation or action group (see Appendix D).

Upon administration of the Expert Questionnaire, 92Vo of groups were matched correctly

by the experls.

Perceived Behavioral Conh'ol Oltestionnaire (Adapted from Armitage & Conner, 1999;

Appendix E)

This three-item questionnaire was adapted for use in this study. Participants are

asked to rate statements on a 7-point scale (e.g., "Whether or not I reduce my eating

disorder symptoms is entirely up to me strongly disagree strongly agree"). The

internal consistency ofthe measure was found to be adequate (Clonbach's alpha: .71),

however inforunation regarding the validity ofthe measure has not been established.

Treatment History Questionnoire (Appendix F)

A treatmed history questionnaire asked participants to provide a detailed account

ofany past treatment they have received for their eating disorder. Participants were asked

to describe the type of treatment (e.g. individual, group, inpatient), as well as the duration

of the treatment received.

Procedure

After providing informed conser'ìt, parlicipants were scheduled for a two-hour

interview with the research assessor. For the first 90 minutes of the interwiew, the RMI

and TGPQ were administered, For half of the paÍticipants, the RMI was administered

first, while for the other hall the TGPQ was administered hrst. During the last halfìour

ofthe interview. participants were asked to fill out three questionnaires (described

above). In order to ensure that participants felt comforlable discussing ambivalence about
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recovery, they were informed that information gathered from the resealch assessment

would be kept confidential from the AEDP treatment tearn.

Results

Preliminary Analyses

Des criptive StaÍtstics

Descriptive statistics using SPSS revealed that pafiicipants' mean action score

was22.77 (SD: 16.39), mean contemplation was 31.98 (SD: 12.83) and mean

precontemplation was 45.86 (SD: 18.39). These results are shown in Figure 1. When

looking at dominant stage of change (i.e., the highest of the th¡ee readiness scores for

each participant) , 17 .4%o of participants had action as their dominant slage, 26.l%o had

corfemplation as their dominant stage, and 56.50/o ltad precontemplation as their

dominant stage. These results can be found in Table 1. With regards to treatment group

choice,37 .0%o ofparlicipants chose the action group, 32.6"/o chose the contemplation

group and 30.4%o chose the precontemplation group. These results are also shown in

Table 1. The mean score for perceived behaviolal control was 4.41 (.SD : 1.35) Õn the 7-

point scale.

Check of Assumptions

Assumptions pertaining to logistic regression (e.g., residual outliers,

multicollinearity, and linearity in the logit for the predictors) were evaluated as per the

recommendations ofTabachnick and Fidell (2007). Treatment group choice was entered

as the dependent variable, while rnean RMI action, contemplation and precontemplation

scores were entered as predictor variables. Upon cornpletion ofthis regression, two

problems were identified. First. although the correlation table indicated no bivariate
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correlations among the predictor variables, the collinearity assessment revealed high

multicollinearity among predictors (condition index : 61.07), indicating the presence of

multivariate multicollinearity. Second, the classification table revealed several

unacceptably low cell frequencies such that conducting a multinomìal logistic regression

was not feasible.

As a result ofthese issues. two modif,ications were made to the analysis plan as

per the reconmendations ofTabachnick and Fidell (2007). The filst ofthese

modifications consisted of elirninating one of the predictor variables. The RMI

conternplation variable was selected for elimination because past research has shown that

it has the lowest predictive utility among the three readiness scores elicited by the RMI

(Geller et al., 2001). Second, in order to address the low cell frequencies in the

classificatior.r table, the dependent variable was recoded into three new dependent

variables: 1) action group/not action group,2) contemplation group/not contemplation

group and 3) precontemplation group/not precontemplation group.

Methodological Check

Logistic regressions were run to determine if the order in which the measures

were administered (i.e., RMI first versus TGPQ first) or the order of the therapies listed

on the TGPQ had any effect on treatment group choice. No significant results were

found, indicating that order did not affect the treatment gloup choice ofparticipants.

De mo gr aphic and Sympt om Var i ctb I e s

Four demographic variables (age, BMI, SES. previous treatment experience) as

well as four symptom variables (diagnosis, age at eating disorder onset, importance of

body shape, importance ofbody weight) were entered as predictors in a series ofbinary
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logistic regressions using the treatment group variables as criterion variables. Although

no significant results were found þ > .01), several trends were revealed. First, a trend

indicated that as age increased, participants were less likely to pick the action group over

the other two groups. Second, a trend indicated that as SES increased, participants were

less likely to choose the precontemplation group over the other two groups. Lastly, trends

indicated that as importance ofbody weight increased, participants were more likely to

choose the action and the contemplation group over the precontemplation group. Tables

2-5 show these trends.

Main Analyse,s

Using the three new recoded dependent variables, thlee binary logistic regressions

were performed using SPSS, with mean RMI action and precontemplation used as

predictors. The output ofthese regression analyses revealed no significant results (p >

.05), indicating that RMI scores were unable to predict treatment group choice among

study participants. However, a trend was observed for action scores suggesting that as

mean RMI action scores increased, participants were more likely to choose the action

group over the other two groups. Tables 6-8 show the results of these regressions.

To detennine whether perceived behavioral (PBC) may have impacted treatment

group choice, the analyses were re-run using PBC as a third predictor. Results showed no

significant results (p > .05). Thus, participants' perceived control over reduction oftheir

eating disorder symptoms did not impact their treatrrent group choice.

Regressions were also conducted in order to investigate whether RMI subscale

scores (i.e., cognitive, restriction. bingeing, compensatory behaviour) or RMI internality

scores were related to tleatmeff group choice. No significant results were found þ > .05).
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Because participants dìd not seem to be matching their treatment group choice

with their dominant stage ofchange, an independent-samples t-test was conducted in

order to investigate differences on readiness scores as well as demographic and

symptoms variables between poor appraisers (i.e., individuals who chose the opposite

group relative to theil dominant stage ofchange; r - 9) and the rest ofthe sample (n -

37). Several significant difTerences were found. Results revealed that poor appraisers

were significantly younger lt(44):2.a9, p: .017] and reporled greater importance of

shape [r(42) : -2.27 , p - ,029] and weight þ(42) : -2.12, p: .0401 compared to the rest

of the sample. Also, pool appraisers had a significantly lower mean contemplation score

compared to the other parlicipants þ$\ - 2.134, p = .038).

In order to investigate participant appraisal further, a post-hoc examination ofthe

data revealed thal23 (50%) parlicipanls chose a treatment group that was associated with

a higher stage of change relative to tl-reir highest stage score on the RMI. For example,

this included individuals whose highest RMI scole was precontemplation but who ended

up choosing either the contemplation group or the action group. Similarly, this also

included individuals whose highest RMI score was contemplation but who chose the

action group. Only 16 (34.8%) participants chose the treatment group that matched their

highest RMI score, while 7 (15.2%) chose a treatment group that was associated with a

lower stage ofchange relative to their highest RMI score.

An additional independent-samples t-test was conducted in order to investigate

differences on readiness scores as well as demographic and symptom variables between

overestimators (i.e., individuals who chose a treatment group associated with a higher

stage ofchange compared to their highest RMI score; n:23) and the rest ofthe sample
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(n: 23). Only one significant difference was found. Results showed that overestimators

had a higher mean RMI precontemplation score compared to the rest of the sample [r(44)

---2.36,p=.0241.

Discussion

Low readiness and motivation for change has been identi{ìed as one ofthe largest

barriers to recovery for individuals with eating disorders (Geller & Drab, 1999; Peake et

a1.,2005). This is evidenced by high treatment refusal, nonadherence, and dropout within

this population (Eckert, Halmi, Marchi, Grove, & Crosby, 1995; Geller,2002;

Ratnasuriya, Eisler, Szr¡uckler, & Russell, 1991). h other treatment-resistant

populations, such as the substance use disorders, it has beer-r found that individuals often

benefit greatly from treatments that ale tailored to theil specific stage ofchange. A

mismatch of treatment type to client stage of cl.range can result in client dissatisfaction

and poor outcome (Prochaska et al., 1992). The main finding of this study was that

readiness for change (as measured by the RMI) does not predict treatment group choice

among three groups tailored to stage of change for women with eating disorders.

Interpretation of Results

The results ofthis study were not consistent with the original hypotheses. RMI

scores were not found to be related to the treatrnent group choice ofparticipants. This

finding is surprising, given that the RMI has predicted both anticipated treatrnent

outcomes, as well as observed outcomes, in the past. For example, Geller et al. (2001)

found that RMI scores predicted anticipated difficulty of recovery activities, completion

ofrecovery activities, decision to enroll in an intensive symptom-reduction program and

treatment dropout from this program. It is possible that the non-significant findings were
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a result of the small sample size, and that significant results would emerge with a larger

sample. The trend indicating that participarfs were more likely to choose the action group

as their action scores increased seem to suppofi this possibility, as this trend is consistent

with the stated hypotheses.

An alternate explanation, however, is that participants were mìsjudging their own

readiness. Tl-rat is, they were either overestimating or underestimating theìr readiness to

begin recovery, thereby choosing a treatment group that was inconsistent with their stage

ofchange. A study by Geller (2002) offers some support for this hypothesis. In this study,

the relative ability of clients, clinicians and RMI assessors (i.e. researcl, assistants

administering the RMI) in estimating readiness for change in individuals with anorexia

nervosa was investigated. It was found that while RMI assessol and client ratings

predicted self-reporled cognitive and behavioral change, only RMI assessor ratings

predicted completion of recovery activities one week following the research assesstrrenl

as well as the decision to enroll in an intensive treatment program. Clinician readiness

ratings were unable to predict any of the questionnaile ol behavioral recovery activity

measures. This study suggests not only that the RMI rnay be a more accurate rneasure of

readiness than both clier.rt and clinician ratings, but also tl.rat clients rnay be misjudging

their readiness to change at the time they pfesent for treatment. It is perhaps only when

clients begin treatment that they undelstand their true readiness to change their eating

disorder. That is, perhaps it is not until they are actually required (ìn lreafment) to make

behavioral changes that clients realize they are not yet ready to do so.

Casual obselvation ofthe pafiicipants in this study seemed to support the above

hypothesis. Specifically. it appeared during testing that many of the participants were
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overestimating their readiness to change. Evidence for this is revealed when considering

the descliptive statistics. Results revealed that the highest mean readiness score of

participants was precontemplation. Sinilarly, when broken into the domjnant stage of

change, most padicipants had precontemplation as their dominant stage ofchange. In

terms of treatment groùp choice, however, almost an equal number of participants chose

each group. It is surprising to note that even though most participants were presenting as

precontemplative during the assessment, only approximately one third chose the

precontemplation group.

Further evidence for this is shown in the post-hoc analysis which revealed that

50% ofpafiicipants chose a treatment group that was associated with a higher stage of

change relative to their highest stage score on the RMI. Only 34.8% ofpadicipants chose

the treatment group that matched their highest RMI score, while 1 5.2% chose a treatment

group that was associated with a lower stage of change relative to their highest RMI

score. These observations, combined with the study by Geller (2002), may be evidence

that individuals with eating disorders have a tendency to overestimate their readiness for

change. This overestimation may be one ofthe factors leading to high nonadherence and

dropout w ithin this population.

The trend indicating that participants are rr-rore likely to choose the action group

and the contemplation group over the preconternplation group as importance ofbody

weight increases is an interesting observation given that higher symptom severity has

been linked to /ow¿r readiness for change in other studies (e.g. Gellel et al., 2001), That

is, a choice of precontemplation group for individuals with high irnportance ofbody

weight would have been more consistent with past research. Again, this f,rnding is
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perhaps due to a misjudging ofreadiness by participants. Perhaps the overestimation of

readiness stems from a belief by parlicipants that as their symptoms get worse, more

action oriented therapies are needed for successful treatment. Instead of associating

higher symptom sevedty with lower readiness for change, as has been found by

researchers, perhaps individuals are associating their high symptom severity with a need

for more ligorous and action-oriented interventions.

The idea that eating disorder clients want a "bitter medicine" may reflect their

tendency towards perfectionism. Perfectionìsm l.ras long been associated with eating

disorders and has been suggested as a key maintenalrce mechanism for the persistence of

these conditions (Fairburn, Cooper, & Shafran, 2003). Perhaps some parlicipants in this

study chose a treatment group associated with a higher stage of change tl.ran their own

because they associate action-oriented therapies and higher Ievels of behavioral change

with success, which is a better fit with their perfectionistic ideals. Another possible

explanation comes from a study done by Baclrner-Melman, Zohar, Ebstein and Bachar

(2007) which examined tlie role of selflessness among individuals with AN, This study

found tliat as anolexic symptomotology increased, wÕrìen were more likely to have high

scores on the Selflessness Scale (Bachal et a1.,2002), a self-report measure ofthe

tendency to ignore one's own needs and fulfill those of others. Perhaps individuals in this

study gravitated towards action-oriented treatment groups despite their precontemplation

because they have a tendency to ignore their own needs. Perhaps they felt the groups they

chose were more consistent with either the needs offriends and family (i.e. the need for

the individual to begin behavioral change as soon as possible), or the wishes of treatment

staff.
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The hnding that perceived behavioral control (PBC) was not related to treatment

group preference is irferesting gìven that ìt has been associated in other studies with

individuals' intentions to engage in behavioral change (e.g. Armitage & Comrer, 2001 ;

Conner, et aL.,2002). However, this finding may also be a function ofthe fact that

participants may have been n-risjudging theit readiness for change. Perhaps for the eating

disorders, PBC is not a good predictor of ìntentions for bel-ravioral change, but may still

be a good predictor ofactual behavioral change. This hypothesis will require fuither

investigation.

Although much research has been conducted on the issue of self-control in the

eating disorders. this research has focused primarily on control as an etiological factor.

Specifically, it has been thought that eating disorders may evolve lrom a perceived lack

ofcontrol and that individuals attempt to regain a sense ofcontrol by engaging in eating

disordered behaviors (Dalgleish et al., 2001; Fairburn, Shafran & Cooper, 1998). Very

few studies, however, have investigated the role that control, specifically PBC, plays in

the process ofrecovery from an eating disorder. Although it has been shown to predict

both intention and behavior for other health behaviors (e.g. Conner, Norman, & Bell,

2002), PBC has not been investigated in the eating disordels.

hr thìs study, the mean score for PBC was 4.41 (.SD : 1,35) on a 7-point scale,

indicating that participants did not feel they had particularly high behavioral control ovel

whether or not they reduced their eating disorder symptoms. Pelhaps this is sirnply a

function of the fact that individuals with eating disorders report a low sense ofpersonal

control in general (Dalgleish et a1.,2001; Fairburn, Shafran & Cooper, 1998). Another

possible explanation perlains to low self-esteem, which has been hypotlresized to play a
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pivotal role in the development of eating disorders (Polivy & Herman, 2002; Vitousek &

Manke, 1994). Surgenor, Maguire, Russell and Touyz (2007) conducted a study of self-

esteem in individuals wiTh AN in which they broke self-esteem into two distinct

componenls: selfJiking and self-competence (Tafarodi & Swann, 1995). Self-

competence was defined as related to control and effectiveness, denoting a sense of

personal efhcacy and worth. In this study, individuals with AN were lound to have low

self-competence scores, which were also associated with high scores on ineffectiveness,

perfectionism and interpersonal distrust, as measured by the Eating Disorders Inventory-2

(EDI-2;Garner, 1991). Low self-competence in this population is therefore a potential

facto¡ contributing to the level ofPBC found in the current study.

Another interesting finding from this study is the fact that treatment preference

was relatively equally balanced among the three groups, suggesting that clients were

open to unconventional types of groups, such as the contemplation and precontemplation

groups. This could be interpreted as prelirninary supporl for tlie availability ofthese

groups at eating disorder treatmerìt centers. However, the fact that participants' treatment

preferences in the current study were not matched to their stage ofchange raises the

question of whether it is appropriate to let participants choose their course of treatment.

Although there is a paucity ofresearch in the area of treatment preference in the eating

disorders, this issue has been investigated in other populations (e.g. weight loss, panic

disorder, depression, pliobias), and has proven to be r¡ixed. While some sludies have

found that matching clients to preferred treatment did not implove clinical outcomes (e.g.

Renjilian et al., 2001r Van Dyck & Spinhoven, 1997). others have reported the opposite

result (e.g, Devine & Fernald, 1973;Lin et a1.,2005). The findings ofthis study indicate
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that individuals with eating disorders may be mìsjudging their readiness for change,

suggesting that their treatment preferences may not be appropriate. Further investigation

is required, however, in ordel to assess how treatment preference relates to outcome

among individuals with eating disordels.

It is difficult to interpret the results of this study suggesting differences among

poor appraisers compared to the rest ofthe sample. The finding that poor appraisers had a

significantly lower mean contemplation score is interesting, parlicularly given that this

group was also found to be signihcantly younger than the other parlicipants. In a recent

study of the RMI, Geller, et al. (in pless) found that adolescents were mÕre likely to

describe their readiness in absolute terms (i.e. high action and/or precontemplation

scores), which resulted in Iower contemplation scores compared to previons studies with

adult sarnples. Therefore, it is possible that the younger parlicipants in tbis study wele

also mo¡e likely to describe their readiness in this way.

Strengths and Limitations

This research contained a number of strengths. For example, the use of a clinical

sample greatly increased the external validity ofthe study. Also, several methodological

checks were incorporated into the design in order to reduce confounding variables. This

included counterbalancing the order ofthe treatment groups oÌr tlie TGPQ, as well as

alternating the order in which tlie RMI and TGPQ were administered. Another strength

was the fact that tlie TGPQ was validated by eiglit experl clinicians plior to use. Finally,

the use of the RMI, which is the only symptom-specific measure of readiness in the

eating disorders, as well as the only measure to show predictive utility, is a major

strenglh of the resealch.
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Several limitations ofthis research can be identifìed. First, because a clinical

sample was used it was not possible to recruit an extremely large number of participants.

Although the sample size is consistent with published studies ofthe clinical population, it

may have reduced power when analyzing the data (the post-hoc power for a medium

effect size was 0.62). Second, the analogue nature of the TGPQ restricts the external

validity ofthe study. Ifparticipants had been told they were choosing their actual

treatment group, instead ofa hypothetical treatment group, their answers on the TGPQ

might have changed. Third, even though parlicipants were inforrned that the lesults of

their research assessment would not be shared with the AEDP treatment team, they may

still have felt pressure to report a higher level of readiness, or to choose a more action-

oriented group, out offear that they would not be considered appropriate for treatment

without demonstrating a high level of readiness. Therefore, a measure of social

desirability could have proved useful when analyzing the results. Fourth. another measure

of symptom severity, such as the Eating Disorders Inventory 3 (EDI-3; Garner,2004),

would have been helpful to include in this study. Although tlie RMI elicits a number of

rneasures of symptom severity for eating disordered individuals, low variability among

many of the symptom questions resulted in low utility of this measure when analyzing

symptom severity ofparticipants. Lastly, a measure of perfectionism and a measure of

selÊesteem would have been helpful to include in this study in order to investigate some

of the hypotheses that resulted from the discussion.

Future Reseorch

As a result of this study, several areas of futur e research can be suggested. First,

this study investigated whether RMI scores were lelated to participants' intentions to
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enroll in hypothetical treatment groups. Future sludies should be conducted in order to

evaluate whether RMI scores predict individuals' intentions to enroll in actual readiness

treahnent groups, as well as whether the RMI can predict nonadherence or dropout from

these groups. Ifthis can be shown, further evidence will exist to support the predictive

and clinical utility of the RMI in the assessment of individuals with eating disorders.

Beyond this, the effectiveness ofeating disorder treatment groups tailored to stage of

change must be investigated. These groups must be developed in order to determine

whether they can reduce symptom severity and increase readiness for change, thereby

reducing dropout rates in this treatment-resistant population.

It was hypothesized during the course ofthis study that a number of parlicipants

may have been overestimating their readiness to change their eating disoldered behavior.

Although the data in this study provide some preliminary support for this hypothesis,

much more investigation is needed. A study investigating whether individuals with eating

disorders overestimate their readiness for change would be very helpful in order to

determine whether this factor needs to be taken into consideration by both clients and

clinicians during the treatment decision making process.

The lole ofPBC in eating disorders treatment and recovery has not been

thoroughly investigated. Because PBC has been found to be related to behavioral change

for other health behaviors, it is worthwhile to investigate its relationship to behavioral

change in the eating disordels. Although this study indicated that PBC was not related to

participants' intentions to enroll in hypothetical treatment groups, it may still be a

clinically useful predictor of actual behavioral change in this population.
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C onc luding C o m nxe nts and C I inic al Imp I ic ations

This study sought to investigate whether a relationship exists between readiness

for change and treatment group preference at intake. Although no significant results were

found, several interesting collclusions can be made. First, within the eating disorders, it

appears inportant to investigate not only objective measures ofreadiness for change, but

client self-reporl measures as well. Clients and clinicians urust work together in order to

explore all areas of ambivalence and readiness in order to ensure that the treatment

decisions made will have the highest chance for success. Second, other studies of the

RMI must be conducted in order to provide furlher suppod for its predictive and clinical

utility in the assessment and treatment of the eating disorders. Lastly, tlie effectiveness of

eating disorders treatments tailored to stage ofchange must be investigated in order to

determine whether these treatments will reduce syn-ìptom severity, enhance readiness and

motivation lor change. and help to decrease the high levels of nonadhenrence and dropout

that are cuffently plaguing this population.
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Appendix A

Information Sheet

Age Date of Birth (dd/mm/yr)
Your height:
Age at eating disorder onset

Your weight:

Please indicate the occupation ofyour mother and father'(or other pelson that provides
for you financially)
Mother: _
Father:

What level ofeducation did your mother and father (or other pelson that provides for you
fi nancially) complete? (check one) :

Mother Father
less than seventh grade
junior high school (grade 9)
patial high school (grade l0 or 11)
high school graduate
parlial college (min. I yr) or specialized training (e.g., RN diploma)
standard college/ university graduation (e.g., 8.4., B.Ed., M.D., L.L.B.)
graduate professional training (e.g., M.,A., Ph.D., M.Sc., M.B.A.)

Please describe your ethnic background:
a) _Caucasian/White (e.g., European)
b) _Chinese
c) _South Asian (e.g., East Indian, Pakistani, Punjabi)
d) _South East Asian (e.g., Cambodian, Indonesian, Vietnamese)
e) _Arab/Vy'est Asian (e.g., Armenian, Egyptian, Iranian, Lebanese)
f) _Other Asian (e.g., Filipino, Japanese, Korean)
g) Latin American (e.g., Mexican, Spanish)
h) _Black (e.g., African, Jamaican, Haitian)
i) _Other. Please Describe



Readiness & Treatrnent Preference 42

Appendir B

RMI Codi Sheet

Name:

TD:

Date:

TInitial Interview

Notes on General Eatins Habits To get a sense of your general eatìng habits over the past

few months, could you describe a typical day of eating? Do your eating habìis varìed much from
day to day? Have weekdays (or work/school days) differed from weekends? Have there been any
days in the past 3 months when you haven't eaten anything at all?

Fear of Weisht Gain
* Over the past 4 weels have you been afraid that you might gain weight or become fat?

Notes (ifyes to action: what are you doing to reduce your fear ofweight gain?)

Feelings of Fatness
* Over the past 4 weeks have you felt fat?

Last 4 Weeks
Month 2
Month 3
Precontemplation
Contemplation
Action/Maintenance
Internality

Last 4 Weeks
Month 2
Month 3
Precontemplation
Contemplation
Action/Maintenance
Internality

_%
_%

%
%

_%
_%
_%

%

Problem: yes no
Notes:

Problern: yes

Notes:

Notes: (Ifyes to action: what are you doing to work on reducing feelings of fatness?)
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Restraint Over Eating
* Over the past 4 weeks have you consciously tried to restrict whât you eât whether or not
you have succeeded? Horv do you restrict your eâting?
Are there any foods you avoid? Do you watch your portion sizes? (must be for reasons
concerning shape and/or weight),

Last 4 Weeks
Month 2

Month 3
Precontemplation
Contemplation
Action/Maintenance
Internality

l
] Problem: yes no

I Notes:

_%
_%

-NNotes; (lfyes to action: what are you doing to not restrict?):

Weight Loss/ Weight Maintenance (choose applicable inaDDrooriate weight control
behaviour for your client)
*What's been going on with your weight over the last year? (establish pattern of
gain/loss/maintenance)
* Over the pâst 3 months have you been trying to lose weight?
If no; IIweyou been trying to make sure that you do not gain weight?

Over Past 3 Months t ] Problem: yes no
Precontemplation _Yo Notes:
Contemplation _Y'
Action/Maintenance %
Internality _%

Notes: (Summary ofweight over last yearlwhat are you doìng to stop your weight loss/or
what are you doing to gain weight? Action = changes in a healthy direction for that
person):

Menstruation
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* Have you missed any menstrual periods over the past three months?
* How many periods have you had?

On Pill: yes no
Number of Periods Problem: ves no
over the past 3 Months t ] Notes:
Precontemplation _Yo
Contemplation _%
ActionL/Maintenance _%
Internality _%

Notes: (Ifyes to action: what are you doing to try to get your periods back?):

Importance of Sharre
* Over the past 4 weeks has your shape been important in influencing how you feel about
fiudge, think, evaluate) yourself as a person?

Last 4 Weeks
Month 2
Month 3

Importance of Weisht
* Over the past 4 weeks has your weight been importânt in influencing ho\d you feel about
fiudge, think, evaluâte) yourself as a person?

Last 4 Weeks I I Problem: yes no
Month 2 I I Notes:
Month 3 l. l
Precontemplatio n _Y:o
Contemplation _%
Action/Maintenance _%
Internality %

Notes: (Ifyes to action: what are you doing to wolk on reducing the amount of influence
that shape and weight have on your self-evaluation?):

Obiective Bulimic Episodes
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* In the past 4 weeks have there been any times when you &!! that you have eâten too much
in one go, and others would agree it's an objectively large amount of food?
*Did you have a sense of loss of control at the time?

Number of Days
Number of Episodes/Month
Month 2 - Days
Month 3 - Days
Precontemplation
Contemplation
Action/Maintenance
Intemality

/o

%

Problem: yes no
Notes:

Problem: yes no
Notes:

Notes (Ifyes to action: what are you doing to reduce bingeing?):

Longest Continuous Period Free from Obiective Episodes Over Past 3 Months
* Were there ever 2 or more weeks that passed in the last 3 months when you didn't binge?
Must be more than 2 weeks t ]

Dietarv Restriction Outside of Bulimic Episodes
* Outside the times when you have lost control over eâting, have you been restricting the
amount you eat? Immediately before or after? To compensate for the binge?

This should be the average degree ofdietary restriction:
0 - No extreme restriction outside of binge
I - Extreme restriction outside of binge (less than 1200 calories)
2 - No eating outside of binge

Month I t
Month 2 t
Month 3 t
Precontemplation _%
Contemplation _%
Action/Maintenance _%
Intemality _%

Notes (If yes to action: what are you doing to reduce restrictir.rg in between binges?):

Self Induced Vomitine
* Over the past 4 weeks have you made yourself sick as a means of controlling your shape
or weight?



Number of Days
Number of Episodes/Month
Monrh 2 - Days
Month 3 - Days
Precontemplation
Contemplation
Action/Maintenance
Internality

_%
_%
_%

%
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Problem: yes no
Notes:

Problem: yes no
Notes:

Notes (Ifyes to action: what are you doing to reduce vomiting?):

Laxative Misuse
* Over the past 4 weeks have you taken laxatives âs â meâns of controlling your shape or
weight?
Nurnber of Days
Number of Episodes/Month
Month 2 - Days
Month 3 - Days
Type of Laxative
Precontemplation
Contemplation
Action/Maiffenance
Internality

Notes (lfyes to action: what are you doing to reduce your use oflaxatives?):

_%
_%
_%

%
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Diuretic Misuse
* Over the past 4 weeks have you taken diuretics âs a meâns of controlling your shape or
weight?

Number of Days
Number of Episodes/Month
Month 2 - Days
Month 3 - Days
Type of Diuretic
Precontemplation
Contemplation
Action/Maintenance
Intemality

Notes (If yes to action:

Problem: yes no
Notes:

%
o/

-o,
/o

%

what are you doing to reduce your use ofdiuretics?):

Intense Exercising
* Over the past 4 weeks have you cxercised âs â meâns ofcontrolling your weight, altering
your shape or amount of fât, or burning off calories?

Number of Days
Time/Day
Month 2 - Days
Month 3 - Days
Precontemplation
Conternplation
Action/Maintenance
Internality

Notes:

Problem: yes no
Notes:

%

_%
_%

I **Please note: two more questions on next page
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Abstinence from All Weight Control Behaviour
(Only ask this if at least one compensatory behaviour has been rated as present, more
than twice a week, for the past 3 months)

Have there been two or more weeks where you engaged in none of the following
behaviours? (i.e. restriction, self-induced vomiting, laxative misuse. diuletic misuse,
excessive exercise)

Must be more than 2 weeks t I t l

Denial of Seriousness
(lf BMI is less than 17.5)

In the past 3 months have you felt that being at your current weight presents âny
serious health risks?

Yes No
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READINESS AND MOTIVATION INTERVIEW PROFILE SHEET

Cognifive Restriction
1. ___ 3. __
2.- 

- - - 
4.

6.

Bingeing
7.

Cognitive
PCA]

Compensatory strafegies

o

10

11

12

Symplom Rutings
Restriction
PCA]

DIMENSION PRECON CONT ACTION INTERN
L Fear of Weieht Gain
2. Feelings of fatness
3. Restraint over eating
44. Weisht loss

48. Maintained low weishl
5. Menstruation
6. Imnortance of shane & weisht
7. Obiective Bulimic Episodes
8. Restriction outside OBEs
9. Self-induced vomiting
10. Laxative misuse
I 1. Diuretic misuse

12. Exercise
Totals lsum of all scores)
Number of applicable items

Mean Totals (sum scores/number items)

Bingeing
PCA]

Compensatorv Strategies
PCAI
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Appendix C

Treatment Group Preference Questionnaire (TGPQ)

1 . Below are descriptions of hypothetical treatment groups for individuals with
eating disorders. Please read each description carefully.

Group A

This group operates 2 days a week from 12:00 pm to 2:00 pm. Parlicipants will be
expected to follow a meal plan established by a dietician (based on Canada's Food
Guide) both at home and during group. During group time, lunch will be eaten under staff
supervision. Participants who are below a healthy weight will be placed on a "weight
gain protocol" of 0.5-l.0 kg/week until they reaclr a healthy weight. Participants who
begin at a healthy weight will be placed on a "normalization ofeating protocol," in which
balanced meals will be established with emphasis on a variety offoods, including "taboo"
foods (e.g. desserts, spreads). An exercise plan will be established for each individual in
order to maintain a healthy level ofexercise and to eliminate over-exercising. Participants
are required to refrain from self-harming behaviours, including all forms ofpurging (e.g.
vomiting, laxative use, over-exercising) botli at home and at the hospital. Therapist-led
group discussions will address both food lelated issues as well as other psychological
themes such as body image, tlioughts which make you feel anxious or down, self-esteern,
independence, assediveness (standing up for yourselt), and friendship and family
relationships. Participants will rernain in the group for 8 weeks.

Group B

This group operates 2 days a week from l2:00 pm to 2:00 pm. During group tirne. lunch
will be provided by the hospital in consultation with a dietician, and will be completed
under staff supervision. Parlicipants will not be required to lollow a meal plan while at
home, but will be encouraged to experiment with small changes in their eating outside of
group time (e.g. trying a previously "forbidden" food once during the week). Parlicipants
will be encouraged to discuss their progress with these expeliments during group. There
is no weight protocol or exercise protocol fol participants in this group. That is,
participants are not required to gain weight or maintain a certain weight, and they will not
be required to follow an exercise plan. Participants are required to refrain fi'om self-
harming behaviours, including all forms ofpurging (e.g. vomiting, laxative use, over-
exercising) while at the hospital. During therapist-led group discussions, participants will
set theil own nutritional and psychological goals, and discuss their progress on goals set

in previous weeks. Also, participants will explole various forms ofhealthy leisure,
relaxation and stress management strategìes, as well as creative self-expression and
socialization with friends and family- Participants will remain in the group for 8 weeks.
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Group C

This group operates 2 ð,ays a week from l2:00 pm to 2:00 pm. There will be no meals or
snacks during the group, however a dietician will be available to participants in order to
discuss healthy eating and the function offood. Participants will not be required to
consult with the dietician, but will be able to talk to the dietician any time during group.
should they wish, in order to clarify any questions or concerns they may have.
Participants are not required to gain weight, follow an exercise plan, or otherwise change
any of their eating disordered behaviour. However, participants are expected to
participate fully in group discussions and must be pliysically and enotionally able to do
so. Therapist led-group discussions will provide participarfs with an opportunity to gain a

better understanding oftheil eating disorder by exploring their thoughts and feelings
about their eating disorder, and by identifying the pros and cons of changing their eating
disordered behaviours. Participants will be encouraged to talk about any ambivalence
(mixed feelirigs) they may be having about changing their eating disorder, as well as how
their eating disorder affects tlieir lives, in either positive or negative ways. Participants
will remain in the group for 8 weeks.

2. If you could only attend one of the above gror"rps. which one would you most like
to attend? (Please circle one)

Group A Group B Group C

Why did you choose the group you chose (i.e. what lactors made the group
appealing to you)?
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4. In your opinion, what do you feel is fhe purpose ofthe group you chose?
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Appendix D

Eating Disorder Treatment Groups - Expert Questionnaire

Instructions: Below are descriptions of tb-ree hypothetical treatment groups for
individuals with eating disorders. Please read each treatment group description carefully
and answer the questìons that follow (circle the best answer).

Groun A

This group operates 2 days a week from 12:00 pm to 2:00 pm. Parlicipants will be
expected to follow a meal plan established by a dietician (based on Canada's Food
Guide) bofh at home and during group. During group time, lunch will be eaten under staff
supervision. Parlicipants who are below a healthy weight will be placed on a "weight
gain protocol" of 0.5-1.0 kg/week until they reach a healthy weight. Parlicipants who
begin at a healthy weight will be placed on a "normalization ofeating protocol," in which
balanced meals will be established with emphasis on a variety of foods, including "taboo"
foods (e.g. desserts, spreads). An exercise plan will be established for each individual in
order to maintain a healthy level of exercise and to eliminate over-exercising. Parlicipants
will be required to refrain from self-harrning behaviours, including all forms ofpurging
(e.g. vomiting, laxative use, over-exercising) both at home and at the hospital. Therapist-
led group discussions will address both food related issues as well as other psychological
themes such as body image, thoughts which make you feel anxious or down, self-esteem,
independence, asseúiveness (standing up fol yourself), and friendship and family
relationships. Parlicipants will remain in the group for 8 weeks.

1. This group can ó¿sf be described as:

A. A group for individuals in the precontemplation stage of change
B. A group for individuals in the contemplation stage of change
C. A group for individuals in the action stage of change

Group B

This group operates 2 days a week from l2:00 pnl to 2:00 pm. During group time, lunch
will be provided by the hospital in consultation with a dietician. and will be eaten under
staff supelvision. Parlicipants will not be required to follow a meal plan whìle at home,
but will be encouraged to experiment with small changes in their eating outside of group
tirne (e.g. trying a previously "forbidden" food once during the week). Participants will
be encouraged to discuss their progress with these experiments during group. There is no
weight protocol or exercise protocol for participants in this group. That is, parlicipants do
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not need to gain weight or maintain a cefiain weight, and they will not be required to
follow an exercise plan. Participants are required to refrain lrom self-harming behaviours,
including all folms ofpurging (e.g. vomiting, laxative use, over-exercising) while at the
hospital. During therapist-led group discussions, participants will set their own nutritional
and psychological goals, and discuss their progress on goals set in previous weeks. Also,
paficipants will explore various forms ofhealthy leisure. relaxation and stress
management strategies, as well as creative self-expression and socialization with friends
and family. Pafticipants will remain in the group for 8 weeks.

2. This group cân ó¿sl be described as:

A. A group for individuals in the precontemplation stage of change
B. A group for individuals in the contemplation stage ofchange
C. A group for individuals in the action stage of change

Groun C

This group operates 2 days a week from l2:00 pm to 2:00 pm. There will be no meals or
snacks during the group, however a dietician will be available to pafticipants in order to
discuss healthy eating and the function offood. Parlicipants will not be required to
consult with the dietician, but will be able to talk to the dietician any time during group,
should they wish, in order to clarif, questions or concerns they may have. Participants
are not required to gain weight, follow an exercise plan, or otherwise change any oftheir
eating disordered behaviour. However, participants must be relatively healtliy (i.e.
medically stable) as well as physically and emotionally able to parlicipate in the group.
Therapist led-group discussions will provide participants with an opportunity to gain a
better understanding oftheir eating disorder by exploring their.thoughts and feelings
about their eating disorder, and by identifying the pros and cons ofchanging their eating
disordeled behaviours. Participants will be encouraged to talk about any ambivalence
(mixed feelings) they may be having about changing their eating disorder, as well as how
their eating disorder affects their lives, in either positive or negative ways. Participants
will remain in the group for 8 weeks.

3. This group can ó¿sl be described as:

A. A group for individuals in the precontemplation stage ofchange
B. A group lor individuals in the contemplation stage ofchange
C. A group for individuals in the action stage of change
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Appendix E

Perceived Behavioral Control Questionnaire

Instructions: Read each statement carefully and circle the number on the scale that best
describes you,

1. Whether or not I reduce my eating disorder symptoms is entirely up to me.

Strongly
disagree

I

2. How much personal
symptoms?

Very little
control

3. How much do you feel thal
beyond your corfrol?

Not at all

Strongly
agree

7

control do you feel you have over reducing your eating disorder

Complete
control

,7

reducing your eating disorder symptoms is

Very much
so

7
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Appendix F

Treatment History Questionnaire

Please indicate what type of treatment you have received for your eating disorder.in the
past, as well as how long you teceived this treatment:

Type of Treatment YesÆ.,1o How long did you attend
this treatment?

Individual Therapy
(e.g. psychologist, nurse

therapist, counselor)

Group Therapy

Inpatient Treatment
(i.e. hospital stay)

F amily Thcrapy

Dietician

Social Worker

Other (please describe)
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Appendix G

PARTICIPANT INFORMATION,{ND CONSENT FORM

Research Project Title: How Does Readiness for Change Relate to Treatment Group
Preference at Intake? An htvestigation of Individuals with
Eatins Disorders

Researchers: Mollie Bates
B.Sc.. M.A. Candidate

Dr. Michael LeBow
Ph.D, C.Psych
47 4-8719

You are being invited to palticipate in this resealch in order to inclease our understanding
ofleadiness and motivation for change in individuals with eating disorders. Participation
in this study is entirely voluntary. You may decide to participate or not to participate, or
you may withdraw from the study at any time, and these decisions will not affect the care
you receive in any way. This study is being conducted by a graduate student at the
University of Manitoba, Mollie Bates, as her Master's Thesis in psychology, under the
supervision of Dr. Michael LeBow.

This consent form, a copy of which will be left with you for your records and reference,
is only parl ofthe process of informed consent. It should give you the basic idea ofwhat
the research is about and \¡/hat your padicipation will involve. Ifyou would like more
detail about something mentioned here, or information not included here, you should feel
fi'ee to ask. Please take the time to read this careftrlly and to understand any
accompanyin g information.

PURPOSE

Previous research has shown that individuals with eating disorders often have mixed
feelings about making changes to their eating-related thoughts and behaviors. The
purpose ofthis research is to increase our understanding of individuals' readiness for
change in order to assist care providers in determining what kind of treatment will be
most helpful.

PROCEDURE

Ifyou agree to participate in this resealch, you will be invited to meet with tlie study
coordinator to complete a clinical interview and a questiomaire package. The interview
addresses your health and feelings about recovery, and the questionnaire package
addresses your feelings about change, asks you to indicate what type of treatment you
have had in the past (ifany) for your eating disorder, and asks you to provide social-
demographic information (e.g., age, date of birth, occupation, ethnicity). Social-
demographic information will be used to provide a general description of the study
participants (e.g., age range, average socio-economic status, percentage ofparticipants of
each ethnicity). Parlicipation will invol'r,e approximately 2 lrours of your time.
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RJSKS/BENEFITS

During the research appointment, you will be asked personal questions about your eating
disorder and your feelings about recovery which may arouse distressing memories or
feelings for you. A list of helping services will be made available to you should you
require them as a result ofyour parlicipation in this study.

The information you provide, combined with information from other participants, will
add to the understanding ofreadiness and motivation for change in individuals with
eating disorders, and help care providers develop the best treatments.

CONFIDENTIALITY

Information collected from your appointment will be entered ir.rto an electronic database
that identifies you by number only. Any identifying information, such as your name or
telephone number, will not be included in the database, and will be kept in a locked filing
cabinet in a locked office. Access to this information will be restricted to the researchers
listed at the top of this consent fonn. All data gathered will be destroyed upon completion
ofthe study (i.e. approximately January 2008).

All inforn-ration gathered is treated as confidential in accordance with the Personal Health
Information Act of Manitoba. Despite efforts to keep your personal information
confidential, absolute confidentiality cannot be guaranteed. Your personal information
may be disclosed under circumstances required by law (e.g., if subpoenaed by court, for
safety reasons, or if a child may be in need ofprotection).

All infonnation gathered will also be kept confidential fiom the Adult Eating Disorders
Program (AEDP) treatment team. The only exception to this would be if confiderfiality
had to be broken under circuÍnstances required by law, as descr.ibed above. Under these
circumstances, Dr. Patricia Fergusson, the AEDP psycliologist, would be consulted.

STUDY F'I,EDBACK

Findings frorn this research will be reported at conferences and published in a scholarly
journal. You may request a summary ofthe results ofthe study, however individual
results will not be provided to participants.

If you would like to receive a summary ofthe results of this research, please check the
appropriate box and provide your mailing address on the next page.
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PARTICIPANT CONSENT AND SIGNATURES

Your signature on this forrn indicates that you have underslood to your satisfaction the
information regarding participation in the research project and agree to participate as a
subject. ln no way does this waive your legal rights nor release the researchers, sponsors,
or involved institutions form their legal and professional responsibilities. You are free to
withdraw from the study at any time. and/or refrain from answering any questions you
prefer to ornit, without prejudice or consequence. Your continued parlicipation should be
as informed as your initial consent, so you should feel free to ask for clarification or new
information throughout your participatiori.

Mollie Bates
B.Sc., M.A. Candidate

Dr. Michael LeBow
Ph.D., C.Psych
47 4-8719

This research has been approved by the Psychology/Sociology Research Ethics Board at
the University of Manitoba. Ifyou have any concerns or complaints about this proj ect
you may coffact anv ofthe above-named persons or the Human Ethics Secretariat ãf 474-
7122, or emall A copy ofthis consent form has been
given to you to keep for your records and reference.

May we contact you about future eating disorders research studies? _yes _no
By checking yes, you are only agreeing to be contacted. You may decline ifyou are not
ínterested.

Participant's name (please print) Date

Participant's signature

Researcher's name (please print) Date

Researcher's signature

! Yes, I would like to be mailed a summarv of the results (please provide address below)
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Appendix H

Contact Letter for Waiting List Participants

Dear XXXX,

You are being contacted because you are on the waiting list for assessment at the Adult
Eating Disorders Program (AEDP) at the Health Sciences centre. The purpose ofthis letter is
to invite you to participate in a research study. The study is in response to recent research
which has shown that it is comnon for.individuals with eating disorders to have mixed
feelings about making changes to their eating-related thoughts and behaviors. This study was
designed to address this issue, and is described in detail in the attached pages.

The study is being conducted by a gr.aduate student at the University of Manitoba, Mollie
Bates, as her Master's Thesis in psychology, under the supervision of Dr. Michael LeBow.
Mollie is employed as a Research Assistant at the AEDP, however, for the purposes of this
research, will be working only in her capacity as a gladuate student researcher.

Pañicipation in this study is entirely voluntaly and will not affect your assessment or
treatment at the AEDP in anv wâv. if you are interested in parlicipating in this research,
please contact Mollie at Otherwise, in one week's time, Mollie will contact you by
phone (in a confidential manner) to find out ifyou are interested in panicipating. If you ar.e

not, nothing will change as far as your position on the waiting Iist for assessment and
treatment at the AEDP. lf you ate interested, Mollie will schedule a research appointment
with you. You may withdraw from the study at any time. Please note that pafticipating in this
resealch is NOT equivalent to receiving treatment at the AEDP; it is simply an additional
research oppoftunity while you ale waiting for your AEDP assessment. Therefore, ifyou
choose to participate, your family physician will continue to be responsible for your medicaì
care.

Feel free to read thlough the attached infonnation f,or details about the study. Moilie will be
able to answer any questions you nray have.

Sincerely,

Dr. Patricia Fergusson
Ph.D., C.Psych
Psychologist, Adult Eating Disorders Program
Health Sciences Centre
187 -s198

Mollie Bates
B.Sc., M.A. Candidate
University of Manitoba

Dr. Michael LeBow
Ph.D., C.Psych
University of Manitoba
474-8719
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Table 1

Percentage ofparticipants with each dominant stage and percentage of parlicipants

picking each treatment group

Dominant Stage Group Choice

17.4% 37 .\o/n

Contemplation 26.1% 32.6%

Precontemplation 56.5% 30.4%
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Table 2

Binary logistic regression using action group/not action group as the criterion variable

and demographic variables as predictors

Wald df Exp(B)

957" C.I. for

Exp (B)

Lower Upper

t.725 r89 .788 1.048

.7 5t-.045 .9s6 726 1.260

SES .420 1.326 250 1.522 .745 :1.111

759 1.387186 .3 1 3 6.14'7

3.557 .732 3.3 82
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Table 3

Binary logistic regression using precontemplation group/not precontemplation group as

the criterion variable and demographic variables as pledictors

B S.E. Wald df Sig. Exp(B)

957o C.I. for

Exp (B)

Lolver Upper

Age .030 059 1 .03 1 .918 | .157607.265

BMI 149 .136 1.201 1.161 .889 1.s16272

SES -.496 166 1.836 t75 297 1.248609

priortx .168 766 048 .826 1.183 .264 5.310

Constant -3 .373 3.326 1 .028 034:ll1
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Table 4

Binary logistic regression using action group/not action group as the criterion variable

and symptom variables as predictors

B S.E. Wald df Sig. Exp(B)

95o/o C.l. for

Exp (B)

Lower Upper

Dx (AN) .076 963

Dx (BN) 191.0709462s0 I .285 .201 8.1 97

Dx (EDNOS) .029 .788 001 .971 1.029 4.821220

Age of onsel -.004 .093 996 .829 1 .196002 962

Importance of shp tlt .041 840 r.068 .562.066 2.029

Importance of wl .662 .419 2.s00 .114 1.939 4.408853

Constant -4.1.3 2.737 2.280 t3l 0r6
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Table 5

Binary logistic regression using contemplation group/not contemplation group as the

criterion variable and symptom variables as predictors

B S.E. Wald df Sig. Exp(B)

95%o CJ. for

Exp (B)

Lower Upper

Dx (AN) .s24 770

Dx (BN) -.182 987 .034 854 834 .120 5.776

Dx (EDNOS) 846 292457 589 1.580 .301 8.281

Age of onset 098.095030 .7 55 1.030 .855 r.241

lmportance of shp -.401 1.463 226 669 349 r .283

Importance of wt -.679 341 3.91s .260.046 .501 .989

Constant 3.619 2.7r1 1.782 182 37.306
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Table 6

Binary logistic regression using action group/not action group as the criterion variable

and mean RMI action and precontemplation scores as predictors

S.E. Wald Exp(B)

95% C.l. for

Exp (B)

Lower Upper

Precontemplation .001 1 .001 .95 1 L054.968

L835.030 t76 1.041 .982 l 103

Constant 735 391 2t5
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T at:le 7

Binary logistic regression using conternplation gloup/not contemplation group as the

criterion variable and mean RMI action and precontemplation scores as predictors

Wald

95o/o C.l. for

Exp (B)

Lower Upper

Precontemplation -014 .025 322 .570 966 1.064

936 1.047

314.4901.67 6
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Table 8

Binary logistic regression using precontemplation group/not precontemplation group as

the criterion variable and mean RMI action and preconlemplation scores as predictors

S.E. Wald Exp(B)

95% C.l. for

Exp (B)

Lower Upper

Precontemplation -.014 .025 322 .570 986 938 1.036

1.310-.033 .961 .914 1.024

Constant 557 1.7467411.684
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Figure I

Mean action, contemplation and precontemplation lor all study participants


