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ABSTRACT

Shape and weight over-concern and self-evaluation almost exclusively 1n
these terms is a core feature of eating disorder psychopathology and it 1s this which
1s thought to drive weight control behaviours. The literature indicates concerns
about weight and shape can be present in children at least as young as eight vears of
age. Currently, there is no tool available which measures a child's over-concern
with their body shape and weight per se. This study developed an assessment of
children’s body shape and weight over-concern, using scales measuring shape and
weight concern and perceived importance of shape and weight. The properties of
the new shape and weight over-concern assessment were examined in relation to

children’s self-perception and implicit attitudes towards overweight.

Participants were 333 Year 5 children (181 boys and 152 girls) from North
Yorkshire primary schools, with a mean age of 9 years 7 months. They completed
measures of body shape perception, dietary restraint, height and weight accuracy,
self-esteem and body shape and weight over-concern. In addition they completed a
timed implicit association task which assessed implicit attitudes towards overweight.

The new assessment was concluded to have good psychometric properties
and to be a reasonable assessment of shape and weight over-concern in children.
Children with high shape and weight concern tended to be heavier, less satisfied
with their weight and body shape, have lower self-esteem and report increased levels
of dietary restraint. High levels of perceived importance of shape and weight also
impacted on this latter vanable. A general anti-fat bias was indicated from this
group of children. Dietary restraint score was a significant predictor of shape and
welght over-concern, as was global self-worth (for the boys) and physical
appearance (for the girls). No gender differences were found in the assessment of
shape and weight over-concern.

This study 1s the first to measure shape and weight over-concern in children
and highlights a need ot continued research of over-concern in children and adults
This will continue to inform intervention and prevention programmes of eating
disorders. Further research into the implicit anti-fat attitudes in children as young as

9 vears 1s also indicated, especially in respect of shape and weight over-concern.
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INTRODUCTION

1.1 EATING DISORDERS

The central manifestations of eating disorders in children, adolescents and
adults are an excessive concern with the control of body weight and shape along
with an i1nadequate and unhealthy pattern of eating (Bryant-Waugh and Lask,
1995a).

Within the term eating disorders two major syndromes are distinguished;
anorexia nervosa and bulimia nervosa, with the former being characterised by
weight loss and the latter by a cyclical pattern of bingeing and purging. Some
diagnostic criteria (e.g. DSM-IV) also include a large and heterogeneous diagnostic
category ‘eating disorder not otherwise specitied” (EDNOS) for individuals who
have clinically significant eating disorders but who fail to meet all the diagnostic
criteria for either of the two major syndromes. Such individuals can experience as
complex and serious symptomatology as those with clear-cut anorexia or bulimia
nervosa (Walsh and Garner, 1997). All of these disorders are associated with a
variety of physical health hazards and reduced psychological well-being and have
common psychological processes underlying them. All individuals with an eating
disorder have a negative body image and experience chronic (if unsuccessful)
dietary restraint. Eating and exercise patterns are often abnormal, and hikewise
hunger, appetite and satiety may be disturbed. Both bulimia and anorexia nervosa

are predominately female conditions.

1.1.1 Prevalence and Morbidity of Eating Disorders

Eating disorders are relatively common place 1n adults and children and are
on the increase. Estimates of incidence 1n adults lie between one and six per
100.000 of the population tor anorexia nervosa (King, 1989) and over eight per
100,000 for bulimia nervosa (Hoek, 1991), whist in teenage girls, prevalence has

been depicted as being around 1 and 3% (Szmukler and Patton, 1995) In recent

decades awareness and knowledge of eating disorders has increased. Women are



more likely to develop eating disorders than men (byv about eight to 11 times,
Rastam, Gillberg & Garton, 1989, and Lucas, Beard, O Fallon & Kurland, 1991). as
are adolescent girls compared to boys (9:1 ratio) and pre-adolescent girls 1n
comparison with boys (4:1 ratio, Bryant-Waugh and Lask, 1995b).

Eating disorders are known to be very disabling. In their less severe forms
eating disorders produce distress with physical, psvchological and social morbidity,
and secondary psychiatric disorder, mainly depression. In their most severe forms
they lead to disablement and sometimes death. (Royal College of Psychiatrists,
2000). The standardised mortality ratio for eating disorders has been estimated at

538, compared with 136 to 197 for depression, schizophrenia and alcoholism (Harris

& Barraclough, 1998). The relatively high prevalence rates and clear disabling
consequences of eating disorders, are indications for further investigation and

research.

1.2 SHAPE AND WEIGHT CONCERNS IN EATING DISORDERS

Shape and weight over-concern and selt-evaluation almost exclusively 1n

these terms 1s a core feature of eating disorder psychopathology and it 1s this which

1s thought to drive weight control behaviours. Where usually self-worth 1s judged on
the basis of performance 1n a variety of domains, people with anorexia nervosa and
bulimia nervosa evaluate themselves primarily and sometimes entirely 1n terms of
shape and weight. Cooper and Fairburn (1993) argue for the centrality of shape and
weight concerns 1n eating disorders. They explain, that body shape dissatisfaction i1s
a prominent feature of the psychopathology of eating disorders but it 1s not always
present and dissatisfaction can be present in individuals without an eating disorder.
However, overvalued 1deas about shape and weight are “peculiar to bulimia nervosa
and anorexia nervosa, relatively stable, closely related to patients’” low self-esteem,
and a necessary diagnostic feature of both disorders.” (Pg. 388). This assertion is
based on research cvidence. For example. Hadigan and Walsh (1991) in examining
the significance of shape and weight concern in bulimia nervosa in adults, found
their data emphasised the importance of shape and weight over-concern as a

diagnostic criterion for the disorder, with over-concern being more closely linked
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with self-esteem than the severity of the symptomatology. Killen, Barr Taylor,
Hayward and Haydel (1996) over a four-vear period found weight concerns to be
significantly associated with onset of eating disorder psychopathology in adolescent
girls. Girls with weight concern scores in the top quartile, had the highest incidence
of onset of eating disordered psychopathology. whilst the lowest quartile did not
develop any symptoms. Furthermore, Bryant-Waugh, Cooper. Tavlor and Lask
(1996) in examining the efficacy of the modified Eating Disorder Examination 1n
seven to 14-year-old children with eating disorders, also found overvalued weight
and/or shape concerns important in terms of self-evaluation in the majonty of
children with anorexia nervosa.

Fairburn’s cognitive model of the maintenance of bulimia nervosa (see
Figure 1) places body shape and weight over-concern as a core feature of the
disorder and also as a central characteristic of anorexia nervosa. This 1s because
shape and weight over-concern is thought to lead to many of the remaining features
found in eating disorders. These include dieting, other weight control behaviours
and preoccupation with thoughts of food, eating, shape and weight but not binge
eating, which 1s not seen as a direct expression of shape and weight over-concemn.
Long-standing low self-esteem in an individual, a second core characteristic of both
anorexia nervosa and bulimia nervosa, can lead individuals to evaluate themselves
largely 1n terms of their shape and weight. This 1s thought to be due to appearance
and weight being seen as more controllable than other areas in life and because
dicting and weight loss are socially acceptable practices. Hence, such individuals
aim to increase their self-esteem through evaluating themselves more positively by
becoming thinner. However, their fundamental low self-esteem feeds into a
persistent dissatisfaction with their appearance and weight, resulting in a continual

drive for thinness.
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(over-exercising, use of laxatives or diuretics)

Figure 1. Fairburn’s cognitive view of the maintenance of bulimia nervosa

(Fairburn, 1997).

The ngid and intense dieting found in anorexia and bulimia nervosa results
from perfectionist and dichotomous (black and white) thinking, commonly found in
individuals with eating disorders and can be seen in many aspects of their lives, not

just dieting. Strict dietary rules on when, what and the amount they should eat are



imposed by the individual and if not strictly adhered to are perceived as being
‘broken’. Perfectionist thinking interprets such inevitable lapses as complete failure.
resulting in complete abandonment of the rules and hence binge eating. Low mood
which tends to precede binge eating 1s momentanly relieved due to aspects of the
eating and, for some, the self-induced vomiting. However, by the end of the binge
episode this 1s replaced by regret, self-disgust (hence feeding back into low selt-
esteem), increased concerns of weight gain and fatness (hence feeding back into
over-concerns about shape and weight) and individuals become more determined 1n
their dieting, establishing a number of vicious circles.

Fairburn states the cognitive view of the maintenance of anorexia nervosa
involves the same central characteristics as the above model of bulimia nervosa,
especially 1in respect of over-concern of weight and shape being a core teature ot the
disorder from which many features of the disorder are secondary. As one of the core
features of eating disorders, 1t seems essential to further explore the nature and
prevalence ot body shape and weight over-concemn.

Over-concern with body shape and weight has been identified 1in adolescents
and adults and associated with eating disorder psychopathology (Hadigan and
Walsh, 1991, and Killen et al, 1996). This association has also been found in
children with eating disorders (Bryant-Waugh et al, 1996). However, what evidence
is there that shape and weight over-concern 1s present in children with or without
cating disorder psychopathology and, if 1t 1s present, which children 1s 1t most hikely
to be found 1in? What follows 1s a review of the research literature available on
children and their concerns about shape and weight, which include body

dissatisfaction and dieting, not solely over-concern.

1.3 SHAPE AND WEIGHT CONCERNS IN CHILDREN

Collins (1991) was one ot the first to 1dentify shape concerns in pre-
adolescents. Scaled drawings of male or female figures ranging from thin to obese
were used, and children (with a mean age of eight) were asked to identifv their

currcnt and ideal figure choices.  The studv found girls expressed more



dissatisfaction with their body shape than boys. Such gender differences have been
replicated in studies of similar aged children from the UK, America and Austraha.
For example, Hill, Draper and Stack (1994) found 41% of nine-vear-old girls placed
their preferred body shape at a thinner point than their current shape, 1n contrast to
28% of the boys. However, 41% of the boys identified their ideal at a broader point
than their current shape. Brodie, Bagley and Slade’s (1994) study used a distorting
mirror method together with the scaled drawings with nine and 14-year-old girls,
and they found the girls reported shape concerns but no age differences were evident
in this. Maloney, McGuire, Daniels and Specker (1989) using a children’s version
of the Eating Attitudes Test (ChEAT), found 55% of girls answered yes to “"Have
you ever wanted to be thinner?” compared to 34% of the boys. However, they also
found nearly twice as many older girls answered yes compared to the younger girls.

Body shape and weight dissatisfaction has been shown to be higher 1n
overweight 15-year-old girls compared to those that were not, although these
concerns were expressed in all weight categories (Wadden, Foster, Stunkard, and
Linowitz, 1989). This finding was replicated in nine-year-olds by Hill et al (1994),
who also found the gender difference disappeared in the heaviest category with 80%
of boys and girls indicating a desire to be thinner.

In an examination of whether early dieting reports are present with body
shape and weight concerns, Hill, Oliver and Rogers (1992) studied the relationship
of the self-perception of nine and 14 year old girls and their self-reported dieting
behaviours. No age differences were found 1n restraint, but the older girls described
more overall body dissatisfaction. Furthermore, girls reporting high dietary restraint
were significantly more dissatistied with their weight, build and specific body areas.
Their preferred body shape was significantly slimmer than their current figure,
unlikc the unrestrained group. Moreover, the highly restrained girls were
significantly heavier than the unrestrained group. The study showed girls who were
not overweight but dieting did so due to having a poor self-perception of their body
shape and weight. Hill and Pallin (1998) tound self-ratings of dieting practices were
significantly related to eight-vear-old bovs and girls discontent with their

appearance. For the girls this reported dieting was also related to characteristics of



low self-esteem. In the US, Flannerv-Schroeder and Chnsler (1996) tfound children
as young as seven years of age, were expressing dieting and weight concerns and
engaging in eating disordered behaviours, however this has not been replicated. Hill
(1993, 2002) states these studies indicate girls, sometimes before eight vears of age.
will try to improve their feelings of self-worth by controlling their weight.

To summarise, body shape and weight concerns are more likelv to be found
in girls, children who are overweight and children who have low self-esteem.
Although age differences are not clear, the literature indicates concerns over weight
and shape can be present in children at least as young as eight years. Dietary
restraint appears to be an expression of shape and weight concerns and has been
reported by primary schoolchildren.

But, how are shape and weight concerns acquired, how do children learn
about society’s perceptions of shape and weight, and how do they learn about

methods of weight control?

1.4 INFLUENCES OF SHAPE AND WEIGHT CONCERNS IN CHILDREN

Stice (1994) discusses appearance-based socio-cultural pressures on
individuals and their role in the promotion of eating disorders, specifically bulimia
nervosa. He categorises these pressures into: the thin-ideal body for women; the
centrality of appearance 1n the female gender-role; and the importance of appearance
for societal success. A review of the literature led Stice to conclude the ideal body
image for women has become increasingly thin paralleled by a corresponding
increase 1n the numbers of diet articles and advertisements 1n women’s magazines.
He states that appearance i1s a central component of the female gender role and
attractiveness 1s important for women's societal success. Stice goes on to theorise
that there are three primary carners of the socio-cultural themes, which influence
children and adults’ body shape and weight concerns and weight control behaviours.

These have been 1dentified as the tamily, peers and the media, and a review of each.

in respect of children and adolescents, follows.



1.4.1 Family

As a route of transmission and acquisition the family has a significant
impact, and a large part of this 1s the impact of a parent, especially the mother. Pike
and Rodin (1991) compared mothers of 16-year-old girls who were rated highly as
having symptoms of disordered eating, with mothers of same aged girls who had low
scores of disordered eating. They found the former group of mothers to have
significantly higher scores on measures of drive for thinness, bulimia and bodv
dissatisfaction. Hill, Weaver and Blundell (1990) obtained similar findings in
younger girls (aged 10 years), where a strong association was found between the
level of dietary restraint reported by the girls and their mothers. They concluded
that girls appeared to be modelling their mothers’ dieting behaviour alongside
learning and giving the same reasons for dieting failure. Even in eight-year-olds
dieting awareness 1s predicted by the children’s perception of whether their mothers
would diet 1f they felt fat (Hill & Palin, 1998).

However, Hill (2002) argues that 1t 1s over-simplistic to explain these
findings as being a mechanism of simple modelling of mothers current concerns.
Studies have shown that parents can be active as well as passive 1n conveying weight
concerns to their children. Dieting in nine and ten-year-old girls has been found to
be positively associated with parental encouragement to control weight (Thelen &
Cormier, 1995) and parents who have been on a diet, compared to those who have
not, were more likely to have tried to help their child to lose weight (Striegel-Moore
& Kearney-Cooke, 1994). Smolak, Levine and Schermeer (1999) found direct
parental comments, especially by the mother, to nine to 11-year-old children seemed
to be more powerful intluences than did parental modelling ot weight and shape
concerns, although the latter did aftect the child’s beliets and behaviours. Lein
(2000) explored attachment patterns and perceived parental weight expectations in
relation to weight concerns between pre-adolescent girls and their parents. She
found that girls who perceived their parents as having high expectations on them to
control or lose weight had a higher degree of weight concerns, and furthermore, the
fathers™ cxpectations played more of a dominant role in predicting the girls™ degree

of weight concerns. This reintorces conclusions (Hill, 2002) made on the



importance of the child’s perception of parental involvement compared to what 1s
reported by parents themselves. Moreover, the Lein study supports other research
emphasising the role of the father’s pressure for thinness (Shisslak. Crago,
McKnight et al, 1998), their own weight dissatisfaction or comments made about
their daughter’s weight (Keel, Heatherton, Harnden & Hornig, 1997) in contnbuting
to their daughters’ weight concerns.

Other than perception of family functioning there 1s very little research on
the role of other family members, such as siblings, 1n the transmission of the socio-
cultural pressures. However, this does not necessarily reflect the lack of importance
of this area.

There are studies which have found daughters and their mothers with high
levels of weight concern (Pike & Rodin, 1991) or who reported dieting (Hill &
Franklin, 1998), desire increased family cohesion or are less satisfied with the
current cohesion, family orgamisation and moral-religious emphasis. Hill (2002)
highlights the importance of the dynamic nature of family functioning, waith
dissatisfactions in self-perception having the potential to influence dissatistactions in

other domains, and vice versa.

1.4.2 Peers

As children’s social support moves towards peers and away from parents, the
role of peers in the transmission and acquisition of weight and shape socio-cultural
1Issues increases with age (Hill, 2002). Paxton (1996) has reviewed the literature on
peer influences on adolescent dieting, there being little investigation 1n this area in
pre-adolescent children. The review highlights the common place discussions about
welght and dieting 1n adolescent peer group interactions, which serve to give and
recerve weight control information and advice, as well as highlight 1ssues such as the
importance of being thin and sharing negative perceptions regarding particular body
arcas. The fact these are shared increases their normative value 1n the perceptions of
adolescents. Paxton, Schutz, Wertheim & Muir (1999) found the level of body
image concerns. dieting and extreme weight loss behaviours were more similar

within adolescent fniendship groupings than between them. The few studies



undertaken in younger age groups do show some evidence that peer opinion and
behaviour are important before adolescence (Levine. Smolak, Moodey, Shuman &
Hessen, 1994, and Barr Taylor, Sharp, Shisslak et al, 1998) but 1t 1s unclear how
these are mediated.

Differences in age have been shown 1n the role of peer teasing. Where peer
teasing about weight has been shown to predict weight concern in 11 to 15-vear-old
girls, 1t has not been shown to have an impact on weight concerns 1n nine to 12-vear-
olds (Barr Taylor et al, 1998). In a study focusing on teasing about being
overwelight in 12-year-old children, Hill and Murphy (1999) found 12% of girls and
16% of boys reported being victimised for being overweight. These children were
heavier than those children who did not report being victimised and there was a
significant association between the victimisation and dietary restraint and a range of
weight loss behaviours.

Peer behaviour i1s clearly relevant to early weight concern and dieting.
Gender differences in weight-related talk and teasing vary in that girls perceive
being attractive as relatively more important than boys and there 1s a fluctuation of
this perception with age. Therefore, girls engage more in weight-related talk than
boys and boys engage more 1in weight-related teasing towards girls than vice versa
(Hill and Murphy, 1999). Being teased for being overweight also appears to
increase the likelithood of teasing for other reasons. The complexity of these

functions of peer behaviour warrants further research.

1.4.3 Media

Research 1into the impact of exposure to media which reinforces the thin i1deal
on the development of shape and weight concerns or dieting, has been problematic
and difficulties have been encountered. Thereby, i1t has been difficult to conclude
that there 1s an association between the two. For example, Field, Cheung, Wolf,
Herzog, Gortmaker and Colditz (1999) tound girls (aged nine to 17 years) who were
frequent readers of women's fashion magazines were two to three times more likelv
than infrequent readers to report dieting or exercising because of a magazine article.

and to agree that magazines influence what they believe is the i1deal body shape.
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However, there 1s a problem of causality which prevents this studv being used to
Iindicate there 1s an impact of fashion magazines on the initiation of weight and
shape concerns. In contrast, Champion and Furnham’s study (1999) of exposing
pictures of thin and overweight women to 12, 14 and 16-year-old girls. did not find.,
as was expected, that the exposure cffected the girl’s self-perception. They
explained this in terms of there being a weakness in the brnief exposure to media
images in comparison with everyday exposure which tends to be continuous and
often unnoticed.

However, what the research does indicate, 1s studies that establish
individual’s pre-existing weight and shape concerns have found those with existing
shape and weight concern are more likely to be affected by exposure to such media
content (Sherwood & Neumark-Sztainer, 2001). Therefore, the research indicates
that a change in focus 1s needed. For example, emphasis needs to be placed on
identifying the characteristics of children which increase their vulnerability to media
messages, rather than identitying media types which influence shape and weight
concerns of children (Lewis and Hill, 1998). Social comparison theory, for example
(Waller and Shaw, 1994), highlights a need for children to use others as a source of
information about body shape 1deals 1n order to evaluate their own attitudes and self-
perception of body shape. Theretore a child with high social comparison needs 1s
more likely to use and more likely to be sensitive to media images and messages.
They are therefore more likely to use media sources to evaluate their own body
image.

Applying this theory, Martin and Kennedy (1993) found a brief exposure to
pictures of highly attractive models raised the comparison standards for physical
attractiveness 1n adolescent girls but not in 10-year-olds. Hence, although a
‘standard’ model s perceived attractiveness was dependent on the attractiveness of a
preceding set of tashion images the girls’ own self-perception was not changed.
Atchison (1999) repeated these findings for ratings of thinness in 10-year-old girls.
There are possible explanations as to why self-perception is not affected by fashion
images but perceptions of an ‘ambiguous’ individual are. Firstlv. exposure to the

images was brict and so not comparable to everyday media exposure which 1is

I



known to be more continuous, often unnoticed and repetitive.  Secondly. central
beliefs such as shape and weight self-perceptions have an endurning nature which
makes them resistant to change at a superficial level. Significantly, a recent report
from the BMA Board of Science and Education (2000) on "Eating disorders, body
image and the media” recommends “more research into the subject of the media ....
particularly the impact on perceptions of body shape and healthy eating.™

The hterature on body shape and weight concerns 1n children provides clear
evidence of shape and weight concerns in pre-adolescent children. Moreover, there
Is evidence to support the argument that socio-cultural pressures to be thin and be
concerned with shape and weight are absorbed by children through three prnimary
carriers; family, peers and the media; which are all highly important and influential
parts of a child’s system. With this knowledge 1t would be expected that primary
prevention programmes have been developed 1n addressing eating disorder
psychopathology if not specifically on body shape and weight concerns. Theretore,

what prevention programmes have been developed and how ettective are they?

1.5 THE PROBLEM OF PREVENTION

Prevention programmes focusing on changing the presence of eating disorder
psychopathology through addressing body dissatisfaction and dieting in children
have so far been largely unsuccessful. They usually have taken the format of
teaching sessions delivered to class groups of adolescents (1.€. school-based primary
prevention), but on evaluation have shown to have little impact. On the whole they
are shown to be effective 1n increasing knowledge in the area, have little, 1if any,
effect on eating, body shape or weight attitudes and are very poor at changing
weight control behaviours (e.g. Killen, Barr Taylor, Hammer, et al 1993).

In answer to whether the programmes had been targeted at the wrong age
group, Smolak, Levine and Schermer (1998) demonstrated similar findings for nine-
vear-old children. Another explanation for such interventions being unsuccessful
could be the lack of an appropriate outcome measure. Due to the verv low rates of

ncw eating disorder cases it 1s difficult to show an impact on the rate of eating



disorder diagnosis, 1.e. assessing true efficacy. Theretore, other measures have been
used to evaluate outcome which tap into the knowledge. attitudes and behaviours
related to eating disorders. The most common has been dieting which has become
directly associated with eating disorders, and 1s assessed as such when treating
individuals with eating disorders. However, in a society where obesity in children
and adults 1s escalating, the association of dieting to eating disorders 1s too
simplified, indicating that dieting 1s not an appropnate or effective outcome
measure. Furthermore, dieting can not be 1dentified as being a major nisk factor for
cating disorder onset 1n pre-adolescents, simply because this has been identified in
adolescents. Rather, concerns with weight regulatory behaviours could be an
indicator of vulnerability to acquiring an eating disorder later in life 1f combined
with other rnisk factors (Levine and Smolak, 1992).

[t an eftective outcome measure can be developed that rehably and validly
assesses a known nisk factor for eating disorder psychopathology. then future
primary prevention programmes aimed at reducing risk factors and increasing young
people’s resistance to them can be objectively evaluated. It 1s important such an
outcome measure 1s 1n place before recommendations made from the BMA Board of
Science and Education (2000) are put into practice. They concluded prevention
programmes within the school curniculum are needed, to increase awareness of

1ssues relating to body image, self-esteem and pressure to diet.

1.6 THE ASSESSMENT OF BODY SHAPE AND WEIGHT OVER-
CONCERN

As previously argued, dieting and other weight regulatory behaviours are
known to be associated with, and are likely to be an expression of, shape and weight
over-concern (Hill et al 1992). Shape and weight over-concern has been shown to
be a core characteristic of eating disorder psychopathology. There 1s evidence to
support the cxistence of general shape and weight concerns (including body
dissatisfaction and dieting) in primary schoolchildren. Over-concern of shape and

weight as conceptualised by Fairburn (1997) in the maintenance of anorexia and



bulimia nervosa is specific and extreme and 1s quite different in 1ts nature compared
to general shape and weight concerns.

Body shape and weight over-concern can be operationalised as shape and
weight worry (or concern) and high perceived importance ot shape and weight
Therefore a child (or adult) who perceives shape and weight as important and who
also worries about their shape and weight can be described as having shape and
weight over-concern. Hence, if shape and weight worries and perceived importance
can be assessed separately, children can then be 1dentified as having body shape and
weight over-concern.

An outcome measure of body shape and weight over-concern would be a
more effective and appropriate means of assessing the efficacy of a primary
prevention programme. Alongside this, targeting shape and weight over-concern in
prevention programmes would also seem pertinent and by doing so would improve
the effectiveness of the intervention. It follows that body shape and weight over-
concern in children 1s an area where more research 1s required. More specifically,
there 1s a need for the development of a measure which assesses shape and weight

over-concern in children.

1.6.1 Available measurements relating to body shape and weight over-concern

Currently there 1s no tool available which measures a child's over-concern of
thetr body shape and weight per se. However, the following are examples of
questionnaire assessments of eating disorder psychopathology relating to body shape
and weight concern in children, adolescents or adults.

A self-report questionnaire designed to assess assumptions and beliefs
associated with eating disorders in adults was developed by Cooper, Cohen-Tovee,
Todd, Wells and Tovee (1997). The 32-1item questionnaire uses statements of beliets
which the individual has to rate using a visual analogue scale (0-100). The end
points are anchored at ‘I do not usually believe this at all” and ‘I am usually
completely convinced that this 1s true’. The respondents are asked to base their
replies on “what vou emotionally believe or feel, not on what vou rationally believe

to be true” and "to choose the rating that best describes what you usually believe or
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what you believe most of the time’. Factor analysis suggested a replicable tfour-
factor structure consisting of the following dimensions: negative self-beliefs: weight
and shape as a means to acceptance by others: weight and shape as a means to selt-
acceptance; and control of over-eating. The questionnaire was shown to distinguish
adults with eating disorders from normal controls.

The ‘My worries’ measure (Wadden, Brown, Foster and Linowitz. 1991) 1s a
15-1tem questionnaire using a 10-point scale, and asks how often male and female
high school students worry over specific issues, including appearance. shape,
weight, popularity, money and relationships. The measure has been adapted to
measure 1ntensity (how much) as well as frequency (how often) of these 15 worries.
Wadden et al found some gender differences in what the children worried about.
For example, girls worried most about shape and weight in contrast to bovs. and
girls reported significantly greater worry than boys on nine out of 15 items. Obese
boys and girls reported worrying significantly more about weight and figure than did
their non-obese peers, but being overweight was otherwise unrelated to trait anxiety
or worry about other issues. As expected from the literature shape and weight
concern were more prevalent 1n female and heavier children.

The adolescent version of the Shape and Weight-Based Self-Esteem
inventory (SAWBS-A) (Geller, Smkameswaran, Cockrell, and Zaitsotff, 2000)
assesses the contribution of shape and weight to overall feelings of self-worth, 1n the
context of other dimensions on which self-esteem 1s based. This study examined the
psychometric propertiecs of the SAWBS-A 1nventory 1n adolescent females and
compared structural aspects of self-concept in symptomatic and non-symptomatic
individuals. Individuals select and rank order a list of attributes that are important to
their feelings of self-worth. The choices include intimate or romantic relationships
(inttimate), body shape and weight (body), competence at school (school),
personality (personality). friendships (friends), tace (tace), personal development
(develop). competence at activities other than school work (other comp), and other.
Thev then divide a circle into pieces, such that the size of each piece reflects the
importance of each attribute to overall feelings of self-worth. The SAWBS-A score

is the anglc. in degrees, of the shape and weight piece. Geller et al found scores



discriminated between adolescents reporting few or no disturbed eating symptoms
and possible / probable cases. Comparison of self-esteem profiles in these two
groups revealed that in addition to body, the groups ditfered in the extent to which
facial appearance contributed to feelings ot self-worth. This measure appears to be
able to assess the importance of shape and weight in children in relation to their
feelings of self-worth in comparison to other attributes.

Stewart (2000) developed a measure used chinically in identifying and
challenging distorted or unhelpful beliefs and in developing a positive sense of self.
It 1s similar to Geller et al (2000) 1n that 1t uses similar attributes, asks the child to
select and rank order the attnbutes and then asks them to divide a circle into pieces
so the size of each piece reflects the importance of each attribute. It 1s also scored
by the angle, in degrees. However, Stewart uses three different circles one
representing who they are currently, one representing what they value about
themselves and the third representing what they would like to be. This measure can
assess shape and weight concern in children, in relation to their feehings of self-
worth 1n comparison to other attributes, if a discrepancy 1s measured between what
they would like to be and what they feel they are currently. In this aspect this
method has similanties to that developed by Harter (1985a) — see later.

Finally, the Eating Disorder Examination Questionnaire (EDE-Q) (Fairburn
and Beglin, 1994) 1s a self-report questionnaire version of the Eating Disorder
Examination (EDE) (an investigator-based interview, Fairburn and Cooper, 1993).
[t 1s scored the same way as the EDE and has two functions. Firstly, 1t permits the
diagnosis of eating disorders by asking questions specific to key behavioural
features, and secondly, it measures eating disorder psychopathology. It has two
specific subscales on shape concern and weight concern and two others on eating

concern, restraint or dieting.

1.6.2 Assessment of body shape and weight over-concern in children

Harter (1985b) views self-esteem as multidimensional, comprised of

separate cvaluations of competence in specific domains as well as evaluations of
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global self-worth. She argues that self-esteem 1s related to the discrepancy between
competence and importance in the various domains, whereby perceived competence
or adequacy in domains rated as important 1s strongly predictive of self-worth. From
this she has developed a measure of self-esteem, the Self-Perception Profile for
Children (SPPC, Harter, 1985a) which 1s a 36-1item questionnaire with six subscales
that distinguish global self-worth from competence in five specific domains. These
are scholastic competence, social acceptance, athletic competence, physical
appearance and behavioural conduct. An additional ten-item scale. presented
separately, measures the child’s perceived importance of each domain. The
concurrent use of both measures permits the discrepancy between a child’s own
competence and perceived importance to be calculated across the domains, hence
only measuring how adequate the child feels in those areas judged as important.
Developed for use with children aged 8-14 years, this questionnaire has good sub-
scale reliabilities.

Mendelson, Mendelson and Andrews (2000) further explored Harter's
theory, namely, that global self-worth 1s determined by an interaction of an
individual’s feelings of adequacy 1n a range of domains, with the individual’s rating
of importance for each of the domains. They labeled this the "Competence X
Importance’” model and explored this whilst investigating adolescent self-esteem,
body esteem and the importance attributed to three body-esteem domains (weight,
appearance and others’ evaluations of one's appearance). They concluded that
“consistent with the Competence X Importance model, individuals who had
relatively large BMI and who thought that weight was important were apt to have
low global self-esteem and to rate their appearance low” (Pg. 263). This clearly
emphasises the role of perceived importance in evaluating selt in terms of selt-worth
and 1ts increased impact when interacting with perceived competence in the same
domain. Furthermore, Darnall, Smith, Craighead and Lamounier (1999) tound in
female adolescents increased weight concern to be associated with lower selt-
esteem. which in turn was found to be correlated with greater perceived importance
of shape and weight. The areas of perceived importance of weight and weight

concern can be seen to have a link with self-esteem in a wav that Fairburn argues
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that over-concern with shape and weight links in with self-esteem. This reinforces
the conceptualisation of body shape and weight over-concern as being one of
concern and perceived importance.

In terms of assessment methodology, Austin and Joseph (1996) developed
two six-item self-report scales (the Bullying-Behaviour Scale and the Peer-
Victimisation Scale) to assess bully-victim problems at school. The scales were
designed so that they could be immersed within the Self-Perception Profile for
Children (SPPC, Harter, 1985a) to reduce the saliency of the items. They wanted to
investigate the scales’ internal reliabilities and associations with scores on the SPPC
and the Birleson Depression Inventory. Using the two scales they were able to
classify children into victims only, bullies only or both bullies and victims and
investigated the similarities and differences between the children in the three groups.
Austin and Joseph used a cut-off score of 2.50 or above to 1dentify bullies or victims
and distribute them 1nto their respective groups. Internal rehiability of both scales
was found to be satisfactory. Higher scores on the Peer-Victimisation Scale were
associated with lower scores on all the SPPC subscales and higher scores on
depression. Higher scores on the Bullying-Behaviour Scale were associated with
lower global self-worth, and lower scores on scholastic competence, social
acceptance and behaviour conduct. Higher scores on the Bullying-Behaviour Scale
were assoclated with higher scores on depression for boys but not girls.

As body shape and weight over-concern can be operationalised as shape and
weight worry (or concern) and high perceived importance of shape and weight, the
current study devised two six-item self-report scales to measure these two
constructs. Similar to Austin and Joseph (1996) they were then immersed into the
SPPC (Harter, 1985a) as additional domains to the five specific domains already
used. The items for both scales were drawn from the questions forming the shape
concern and weight concern subscales from the EDE-Q. The key themes drawn out
from the items chosen from the EDE-Q were incorporated into both the shape and
welght worries and perceived importance domains in the SPPC. (See Appendix 1
for a table of all the items within the shape concern and weight concern subscales

and thc subsequent ones chosen to inform the shape and weight concern and
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perceived importance scales.) The themes (with the EDE-Q question number 1n
brackets) were: fear of gaining weight or becoming fat (12). being dissatisfied with
your weight or shape (33 & 34); feeling uncomfortable about seeing vour body 1n a
mirror (35); feeling fat (13); and having a strong desire to lose weight (14). Items
within both the new scales used the same themes. The wording differed to highlight
‘being worried’ about an 1ssue or ‘thinking 1t 1s important’. A table of the new shape
and weight items with the corresponding items from the EDE-Q from which the
themes were drawn can be found 1in Appendix 2. The items assessing shape and
weight worries were numbered 3,7,11,15,19,23 1n the revised SPPC and the items
assessing shape and weight perceived importance were numbered 27,31,35,59,43,47.
The items can be found in Appendix 3 and the complete SPPC measure in Appendix
4.

The same cut-off scores used by Austin and Joseph (2.50) were used with the
shape and weight concern and shape and weight perceived importance scales.
Hence the children were classified as those who have shape and weight worries,
those who perceive shape and weight to be important when examining self-worth,
those who have neither, and those who have both shape and weight worries and
perceive them to have high importance (i.e. are over-concerned with shape and
welght).

Looking at this issue 1n a different way, it 1s of note that Doll and Fairburn
(1998) reported heightened accuracy of self-reported weight 1n adults with eating
disorders. This accuracy was not found in healthy control subjects who reported a
discrepancy between their subjective and measured values of height and weight. It
was concluded these results supported the hypothesis that the intense interest of
individuals with eating disorders in their weight 1s expressed by heightened
precision of their self-report. Therefore 1t could be hypothesised that children
reporting body shape and weight over-concern would also have heightened accuracy
of self-reported weight. Accordingly, in this study, children were asked to self-
report their height and weight as an additional means of assessing body shape and

weight over-concern.  This stems from the hypothesis that children reporting shape
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and weight over-concern will have heightened accuracy of self-reported height and
weight.

In summary, one aim of this study was to investigate the properties of the
two body shape and weight scales (concern and perceived importance) especially 1n

relation to children’s self-perception.

1.7 STIGMATISATION OF OBESITY

1.7.1 Obesity, prevalence and morbidity

Obesity 1s defined as a condition of being significantly overweight (Romano
and Quinn, 1995) as measured by the Body Mass Index (BMI). BMI is measured by
the tfollowing calculation: weight (kg) / height* (m). Overweight 1s usually classified
as having a BMI between 25 and 29.9, whilst obesity is classified as having a BMI
of 30 or more (The Department of Health, 1995).

A recent report from the National Audit Office (NAO, 2001) states by 1998
the prevalence of obesity had nearly trebled since 1980 when 8% of women were
classified as obese and 6% of men. In 1998, 17% of men and 21% of women iIn
England were classified as obese. A continued increase 1s expected and reflects a
world-wide trend most marked 1n, but not restricted to, developed countries. Over
halt of women and around two-thirds of men are either overweight or obese (NAQO).
The increase 1n prevalence is also found 1n primary schoolchildren. Rudolf, Sahota,
Barth and Walker (2001) found a significant increase in the proportion of
overweight and obese children aged nine to 11 years in England from 1996 to 1999,
with one in five nine-year-olds and one 1n three 11-year-olds being classified as
overwelght in 1999, Even younger populations are showing an increase in the
proportion of overweight and obese children. For example, Bundred, Kitchiner and
Buchan, 2001, found the proportion of obese four year olds and under to increase
from 5.4%0 t0 9.2%. from 1989 to 1998.

Research has indicated that a BMI greater than 25 increases the nsk of
physical illness, including stroke, cancer, diabetes. heart disease, gall bladder

problems and hypertension. A BMI greater than 30 is believed to greatly increase



risks of mortality. The National Audit Office (2001) estimate 30,000 deaths a vear
In England are due to obesity with such deaths being estimated, on average. to
shorten life by nine years. Two concerns with childhood obesity lie in obesity being
tracked from childhood to adulthood and in obesity in adolescence being directly

associated with increased morbidity and mortality in adult life. independent of adult
body weight (Rudolf et al, 2001).

1.7.2 Stigmatisation in adults

Stigma 1s defined by Goffman (1963) as negative attitudes which colour
Iinterpersonal interactions. Stigmatisation of adults who are obese can be seen to
have a number of consequences. Research in this area clearly outlines
discrimination against obese individuals across many areas of everyday living.

Studies which have investigated weight-based discrimination in employment
have pointed to prejudice, insensitivity and inequity in work settings (Puhl and
Brownell, 2001). In a study of job applicants for sales and business positions,
Rothblum, Miller & Garbutt (1988) found more negative judgments were made for
obese women than for non-obese women. The authors concluded that obese
applicants remain vulnerable to negative evaluations because of their weight.
Employability has been shown to be seriously aftected by being over weight
(Klassen, Jasper and Harms, 1993; Larkin and Pines, 1979; and Klesges, Klem and
Hanson, 1990). Roehling’s review (1999) of research of work-related stereotypes of
overweight employees indicated assumptions were made of such individuals being
lazy, lacking self-discipline, being less competent, sloppy, disagreeable and
emotionally unstable. It comes as no surprise then that additional research has
shown obese employees to be paid less than their thinner counterparts (Register and
Wilhams, 1990, and Pagan &Davila, 1997), to have lower promotion prospects
(Brink, 1988) and be suspended or have their jobs terminated due to being
overweight (Rothblaum, Brand, Miller and Oetjen, 1990; and Garcia, 1995). In the

UK there 1s no legislation preventing discrimination in the workplace based upon

weight.



Other consequences of being obese include more general psychological,
emotional and social difficulties, indicating stigmatisation of obesity can invade all
arcas of an individual’s life. Allon (1982) identified being overweight as socially
depicted as slothful and undesirable and stated these stereotvpes are reinforced
socio-culturally.

The pervasiveness of the stigmatisation of obesity 1s very evident when
examining studies on health-care professionals’ attitudes towards individuals who
are obese. A third of physicians listed obesity, when asked to list five diagnoses or
patient characteristics to which they responded negatively, making 1t the fourth most
common category. They associated obese individuals with poor hygiene, non-
compliance, hostility and dishonesty (Klein, Nayman, Kohrman & Munro. 1982).
Sixty-three percent of nurses in one study (Maroney & Golub, 1992) felt obesity
could be prevented by self-control. Nearly half of the nurses felt uncomfortable
caring for obese patients, where as just under a third preferred not to care for an
obese patient at all. Some of the descniptions for obese individuals used by the
nurses included, unsuccesstul, overindulgent, lazy and as experiencing unresolved
anger. Poor obesity management practices as found by Kristeller and Hoerr (1997)
and a reluctance for obese individuals to seek health care (Olson, Shumaker and
Yawn, 1994) could be consequential of such negative attitudes.

Teachman and Brownell (2001) have further investigated this area by
examining whether obesity treatment specialists had negative implicit anti-fat
attitudes and beliefs towards obese individuals, and 1f so, how they compare to the
attitudes of the general population. They argued that explicit attitudes could be and
often were adjusted by individuals when they felt it was not appropnate to report
negative attitudes. Moreover, they felt people who wish to be unbiased may still be
affected by societal messages and may not realise they hold negative attitudes.
Therefore, thev stated there was a need to assess individuals’ implicit attitudes
which were unconscious and not so easily changed. (A more detailed discussion of
explicit and implicit attitudes can be found later). Researching this area was thought

to be important as demonstration of an anti-fat bias among health care professionals
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would further highlight the pervasiveness of weight bias 1n society, and had
important implications in the delivery of health care to such individuals.

Teachman and Brownell assessed negative implicit and explicit attitudes of
health care professionals using a series of attitude and belief measures about thin and
obese persons. These were compared to the same measures obtained from a general
population sample. They found clear evidence for an implicit anti-fat bias in the
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