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outcomes. Even schools with resources face the challenge of selecting among competing social-
emotional interventions and curricula, many of which are heavily marketed, even though they
may lack evidence of their effectiveness. Furthermore, while schools often purport to recognize
the benefits of implementing evidence-based programs, they may still select programs without
evidence or implement evidence-based programs without fidelity (Olin, Saka, Crowe, Forman, &
Hoagwood, 2009). To date, little research exists regarding the way in which empirically-
supported treatment approaches are necessarily (and successfully or unsuccessfully) adapted to
educational settings and how these adaptations impact treatment outcomes. Accordingly, there is
a great need for studies of interventions in schools and how the educational setting affects
program implementation (Massey, et al., 2005).

This study seeks to evaluate the feasibility and impact of a school-based group
intervention adapted from Dialectical Behavior Therapy (DBT) for the treatment of adolescent
eating disorders (ED) and body image concerns. Eating disorders and sub-clinical ED
syndromes are fairly common among adolescent females, with approximately 300,000-500,000
adolescents suffering with symptoms of disordered eating and body weight/shape concerns
(Chamay-Weber, Narring, & Michaud, 2005). Dieting and unhealthy weight control behaviors
are reported by over 50% of American teenagers, and multiple studies suggest that these
behaviors frequently continue into adulthood and, for many females, evolve into full-blown ED
(e.g., Kotler, Cohen, Davies, Pine, & Walsh, 2001). Dialectical Behavior Therapy was selected
as the primary treatment modality in this study because DBT has been shown to successfully
teach skills that enable adolescents to manage symptoms associated with a variety of mental

health concerns, including self-injurious behavior, borderline personality disorder, and bipolar



disorder. Furthermore, several researchers have adapted DBT for the treatment of ED in
adolescents (Safer, Lock, & Courturier, 2007; Salbach-Andrae, Bohnekamp, Pfeiffer, &
Lehmkuhl, 2008), with results suggesting that DBT may be a promising therapeutic approach for
the treatment of ED. However, none of these studies has evaluated the efficacy of using DBT
treatment in a school setting, and none has relied exclusively on a group therapy format without
individual treatment. Therefore, this research seeks to evaluate if a school-based DBT group
intervention is an appropriate and useful group treatment format for addressing symptoms of ED
and sub-diagnostic body image concerns and disordered eating behaviors.

While the recognition of adolescence as a distinct stage of life is not universal, research
supports the conclusion that pubertal change is associated with physical, emotional, and
cognitive developments unique to this period in the lifespan (Bronk, 2011). As hormonal and
neurological changes occur, adolescents show greater emotionality and risk-taking behaviors,
giving rise to some of the behavioral and psychological concerns commonly associated with
adolescence. However, these changes also coincide with an increasing capacity for self-
reflection and higher-level thinking, thanks in part to prefrontal synaptic pruning that takes place
during adolescence (Steinberg, 2008). These developmental features make adolescence an ideal
time to intervene, particularly using a treatment approach that emphasizes self-awareness. DBT
teaches mindfulness skills as the foundation for developing more advanced behavioral strategies
and offers the opportunity to learn and practice skills, including interpersonal effectiveness,
emotion regulation, and distress tolerance skills. These skills necessitate the self-awareness and
self-regulation skills that adolescents are newly enjoying. Furthermore, because their brains are

still developing, adolescents may be uniquely poised to experience positive, long-term neural



changes associated with participation in a skill-building mental health intervention (Steinberg et
al., 2004).

This study also included novel use of mobile technology for the purpose of tracking
target behaviors, including ED-related behaviors and DBT skill usage. First, daily text message
reminders were used to encourage regular self-monitoring by participants. All study participants
received such reminders at their preferred times. Additionally, a mobile application was
developed and installed onto the mobile phones and laptops of study participants who chose to
use such technology. Participants tracked their daily behavior data using either the application or
paper and pencil forms provided. Student feedback on use of these technologies was collected
following completion of this study.

In summary, this study is the first if its kind to make use of school-based DBT groups as
an intervention for adolescents identified as having ED, disordered eating, and/or body image
concerns. The intervention was also unique in that it included 12 weeks of DBT skills groups
without the inclusion of individual treatment or parent involvement. Additionally, participants
were given the opportunity to make use of technology designed specifically for this study in
order to track DBT skill usage and target behaviors. Data was collected to evaluate not only the
impact of the intervention on ED and other mental health symptoms, but also on the acceptability

and feasibility of offering this type of intervention in a school setting.



CHAPTER 2
LITERATURE REVIEW
Adolescent Mental Health

Adolescence has long been characterized as a tumultuous transitional stage rife with
emotional lability, sexual promiscuity, and rebellion against authority. Even Aristotle
characterized youth as prone to sexuality, lack of self-restraint, and insolence (Cole & Packer,
2011). American adolescents, in particular, seem to be defined by the problems thought to be
inherent to their developmental stage: drug abuse, sexually transmitted diseases, eating disorders,
and violence. In fact, some have charged that adolescence in the United States is pathologized to
such a great extent that it meets criteria for a culture-bound syndrome (Hill & Fortenberry,
1992). A growing body of research has been dedicated to understanding the concerns and
strengths unique to adolescents; however, the very notion of adolescence as a universal
developmental stage continues to be debated.
Adolescence As We Know It: A Cultural Invention

While puberty is agreed to be a universal phase of development, recognition of its
correlated psychosocial features are not. Indeed, the term adolescence came into circulation
following sweeping societal changes in the United States and Europe during the mid-nineteenth
century — namely, increasing urbanization and industrialization — that resulted in mandatory
education for children up to age 14, creating a prolonged period of school-based socialization
following puberty. In Western cultures, advancing technology supported the need for prolonged
periods of education for youth, establishing the “cultural invention” of adolescence as we know

it (Esman, 1990).



There is growing agreement among social scientists that the phenomenology of
adolescence, including its duration, behavioral characteristics, and role in social and family
organization, is largely culturally determined. Indeed, increasing industrialization around the
world has led to an expansion in length of adolescence for certain cultural-demographic
populations; and yet, there remains enormous variability in the degree to which the
developmental shift to adulthood qualifies as a distinctive stage for individuals around the world
(Arnett, 2011).

Historical Theories of Adolescence

Popular and scientific notions of adolescence can be traced back to psychological theories
developed in Western Europe and the United States during the late 19" century. In particular,
the work of psychologist G. Stanley Hall greatly influenced the field, as he was the first
psychologist to advance a “psychology of adolescence™ and use scientific methods to study
adolescents. Hall’s 1904 volumes about adolescence, Psychology and Its Relations to
Physiology, Anthropology, Sociology, Sex, Crime, Religion, and Education, offered a depiction
of adolescence as a transition stage of the soul that lasted from age 12 or 13 to between 22 and
25 years of age. Hall famously described this stage of life as a period of Sturm und Drang, or
“storm and stress,” a term borrowed from an 18" century German literary movement
characterized by idealism, commitment to a goal, revolution against the old, expression of
feeling, passion, and suffering.

Freud’s psychoanalytic theory posited adolescence as a stage of psychosexual
development that occurs relatively independently from the environment. His theory emphasized

the central role of biological factors in the adolescent process, framing this developmental period



as a stage of adaptation to puberty. Freud believed it was biological changes — most notably,
maturation of the sexual organs and the increased salience of their accompanying sexual
impulses — that were critical to changing patterns of object relations and behavior (Freud, 1905).
Fitting with the “storm and stress” described by Hall, Freud stated that adolescence ushers in a
period of increased negative emotions, such as moodiness, anxiety, and loathing.

Social science has emphasized the influence of changing social roles and societal
expectations during the transition from childhood to adulthood (Esman, 1990). Developmental
psychologist Erik Erikson (1950) sought to incorporate sociological and Freudian psychological
perspectives within a psychosocial model of development. Erikson’s model proposed the need to
consolidate a sense of identity as the pivotal developmental task for adolescents. Like Freud and
Hall, Erikson viewed adolescence as a time of “storm and stress,” and attributed this distress to
the adolescent’s lack of identity.

Anthropologist Margaret Mead famously challenged Hall’s characterization of
adolescence as a time of “storm and stress.” Mead’s book, Coming of Age in Samoa (Mead,
1928), argued that Samoan culture influenced development in such a way that the transition from
childhood to adulthood was not characterized by turbulence. She attributed this to the Samoan
culture’s lack of judgment and pressure placed on adolescents about sexuality, which she
characterized as pervasive in American culture. Mead went on to hypothesize that Westernized,
co-figurative socicties are more likely to experience intergenerational strife due to greater
mobility and the impact of technological advances that make life for young people vastly

different from that of older generations. Mead’s work was later criticized on a variety of



methodological bases, but a growing body of subsequent research has sought to clarify the truth
of Mead’s cultural supremacy argument (Freeman, 1983).
Universal Adolescent Changes

Evidence for adolescence as a universal stage of development comes from fossil records
of hominids and to similarities in the development of non-human primates. For example, on the
basis of fossil records, Bogin (2009) has asserted that adolescence emerged as a distinctive stage
of life with the transition of Homo sapiens from Homo erectus. He proposed that the emergence
of this stage offered an evolutionary advantage by allowing time for the adolescent to learn adult
behavior (economic, social, and sexual) that would make reproduction more successful.
Evolutionary psychologists tend to agree that the biological, neurological, and psychological
changes that occur in adolescence are essential for learning the myriad complex tasks necessary
for ensuring so-called “cultural reproduction”, which enhances the likelihood of biological
reproduction resulting in perpetuation of a species (Cole & Packer, 2011).

Many of the biological changes that occur in adolescence appear to be mediated by the
endocrine system and include a period of marked height and weight gain, the development of
secondary sex characteristics, changes in the distribution of fat and muscle, and changes to the
circulatory and respiratory systems. The exact time of onset of puberty is influenced both by
genetic and environmental factors. For example, in the United States, the average age of puberty
for females is between 7 and 13, but African American and Mexican American girls tend to
mature earlier than their European-American counterparts. In the United States, the average age

of puberty onset for males is between 9.5 and 13.5 years of age. Physical changes associated
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with puberty, including increased testosterone levels, play a role in the initiation of sexual desire
and activity, which in turn appear to influence social behavior.

During adolescent development, new cognitive abilities emerge. For example, deductive
and inductive reasoning capacities increase, allowing for more efficient and effective decision-
making. For many adolescents, this period is marked by heightened self-consciousness and an
increased ability and tendency to look inward in self-examination. The prefrontal cortex is
responsible for complicated cognitive activities, such as planning, decision making, weighing
risks and rewards, and controlling impulses. Pruning — the process by which unnecessary
connections between neurons are eliminated — occurs throughout the lifespan, but prefrontal
pruning appears to occur during adolescence, with most complete by mid-adolescenée
(Steinberg, 2008). The elimination of unused neuronal connections coincides with evidence of
major improvements in basic information processing and logical reasoning (Keating, 2004). The
expansion of such cognitive capacities appears to continue until approximately age 20; however,
changes after mid-adolescence are modest in magnitude (Steinberg, 2008).

Common characterizations of adolescents as moody and irresponsible can be at least
partially explained by changes in the brain’s socio-emotional system during this time of life. For
example, it’s believed that restructuring of the dopaminergic system leads to an increased
sensitivity to rewards. As these changes outpace prefrontal neuronal development, adolescents
are more prone to engage in risky behavior, especially when with friends (Blakemore, 2012).
Later, when adolescents go on to develop complementary systems — such as the brain’s cognitive
control system, which facilitates behavioral and emotional regulation — risk-taking behavior

typically decreases (Bronk, 2011). Furthermore, changes in the workings of several
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neurotransmitters in the limbic system — most notably dopamine and serotonin - may contribute
to heightened emotionality among adolescents. Changes in the limbic system are also associated
with increased vulnerability to depression and other mental health problems.

The last decade has ushered in a huge quantity of new information about adolescent brain
development, aided by increasingly available technologies, such as magnetic resonance imaging
equipment. Researchers are now easily able to map changes in gray matter and observe brain
activity in adolescents. Taken together, these studies suggest that much of what is distinctive
about adolescence can be accounted for by neuronal restructuring that occurs following puberty.
Furthermore, although these biological changes seem to be universal, the nature of such neuronal
restructuring is shaped by adolescent experience. Specifically, synaptic pruning renders unused
neuronal connections eliminated and well-used neuronal pathways strengthened. Therefore,
adolescence offers an incredible window of opportunity to learn and practice adaptive coping
strategies that are useful throughout the lifespan.

Erikson’s psychosocial model posited that establishment of a coherent sense of self is the
major task of adolescence. He suggested that this process is universal and challenging for all
youth, as it requires piecing together disparate facets of one’s values and self-image. Indeed, a
host of empirical evidence suggests that self-understanding becomes more nuanced and complex
during adolescence (Bronk, 2011). One important aspect of identity development involves
learning what it means to be male or female in one’s society. Sex-typing refers to the process of
acquiring values and behaviors considered appropriate for one’s sex. This process occurs
throughout childhood; however, it’s thought that pressure to behave in sex-appropriate ways may

intensify during adolescence. Moreover, studies consistently demonstrate that gender
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stereotypes offer powerful standards against which most adolescents judge themselves and others
(Bronk, 2011).

In summary, adolescence is a developmental stage marked by a series of biochemical events
associated with a growth spurt and the development of potential for biological reproduction.
Furthermore, brain maturation and changes in sociocultural circumstances coincide with new
cognitive capacities that are thought to promote a period of re-examination and re-orientation to
the world and one’s role in it (Cole & Packer, 2011). However, while the biological changes
associated with the ability to reproduce appear universal, the societal recognition and experience
of adolescence is not.

Cross-Cultural Experiences in Adolescence

Research has shown that the Hmong people recognize no transition stage between childhood
and adulthood; instead, adulthood begins as childhood ends, around age 10 or 11 (Choudhury,
2010). Similarly, adolescence as a distinctive stage is not considered the same for male and
female Inuit of the Canadian Arctic. Studies of these societies indicate that females are
considered to be adults at menarche, while males are considered to be adults when they
demonstrate the ability to build a snow house and hunt large game unassisted, following a period
of learning and physical development after puberty (Cole & Packer, 2011). Among those Inuit
studied in the Canadian arctic, only the males can be considered to go through a stage of
adolescent transition; females, in contrast, move directly from childhood to adulthood.

Accounts as ancient as those of Aristotle have characterized youth as struggling toward
adulthood; yet, a growing body of cross-cultural research suggests that many of the popularly

touted features of adolescence are not evident across cultures. For example, accounts of
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adolescent impetuosity, aggression, and insolence were reported more frequently for males than
females in literature about primates as well as in descriptions offered from ancient societies
(Cole & Packer, 2011). Notably, most historical accounts of this developmental period were
based upon observations of ancient urban males of higher status that attended training or
schooling of some kind, who were poised in the midst of a natural transition period between
puberty and adulthood. Females, who were less often characterized in these terms, were
typically not schooled and were often married and sent to live with their new families before they
had gone through puberty. This historical distinction is telling — and is analogous to the
continued presence of disproportionate opportunities for youth from countries and families with
more wealth to have access to a prolonged developmental transition period designed to ready
them for adulthood.

In many societies today, adolescence appears to be a privilege reserved for those who can
afford to delay the economic burdens of adulthood. For example, research of adolescence in
Bangladesh found that childhood can extend to allow for a transition period for children who
attend school or who otherwise do not have financial responsibilities; in contrast, children who
enter employment are no longer considered children as soon as they begin to work, even if this
occurs at age six (Blanchett, 1996, as cited by Choudhury, 2010). Recent research into the
development of youth among wealthier nations has uncovered yet another stage of development
— a stage following adolescence - known as “emerging adulthood,” that lasts into the third decade
of life (Arnett, 2011). This stage follows adolescence and encompasses roughly the ages 18
through 25. During this time, “emerging adults” in developed nations are typically concluding

their educations and exploring career and partner options while completing the process of
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identity development begun in adolescence (Arnett, 2011). The experience of emerging
adulthood worldwide tends to be limited to those in middle and higher social classes; however,
participation in this developmental phase is expanding, largely driven by the same forces that
helped establish adolescence as a distinct stage of transition for industrialized youth.

Schlegal & Barry (1991) completed a cross-cultural study of adolescents in over 175
societies around the world (including tribal and traditional) and concluded that adolescence isa
universally marked social stage driven by the development of reproductive capacities. However,
they did not observe the features of “storm and stress” asserted by Hall as ubiquitous features of
this developmental stage. Furthermore, the notion of adolescence as ushering in antisocial
behavior, violence, and aggression were not born out across cultures. Additional research
bolsters this finding and suggests that U.S. and Western European adolescents suffer inordinately
from much-touted adolescent “problems” such as premarital pregnancy, illicit drug use, violence,
low school achievement, and sexually transmitted disease (Weisfield & Coleman, 2005).
Therefore, it seems that the “luxury” of adolescence — reserved only for those who can afford it —
is likely to be accompanied by the challenges for which this developmental era is notorious.

Additional research supports the conclusion that adolescent emotional understanding (Liem,
Lim, & Liem, 2000), moral reasoning (Skoe et al., 1999), behavioral inhibition (Rubin, 1998),
and self-concept (Offer, Ostrov, Howard, & Atkinson, 1988) vary across cultures. The notion of
developing one’s identity, as emphasized by Erikson, is likely to vary in accordance with an
environment’s emphasis placed on individuality, social, environmental, and spiritual
connectedness. Furthermore, child-rearing practices have been shown to hold a strong influence

in shaping the “cultural self” (Quinn, 2003). Culturally-shaped ideas of the person are likely to
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influence the development of cognitive and neural processing during adolescence, as supported
by neural differences shown in adult and children of individualist and collectivist cultures when
reflecting on self-other paradigms (Choudhury, 2010).

Adolescent Storm and Stress: A Fallacy?

Studies do suggest that conflict between adolescents and parents increases during early
adolescence (Collins & Steinberg, 2006). Researchers have hypothesized that this
developmental phenomenon is likely due to expanded cognitive abilities that allow adolescents
to challenge their parents’ views. For example, adolescents’ hypothetical and idealistic thinking
may lead them to compare their parents against ideals, creating a discrepancy. Stereotyped
images of near-constant conflict are not supported by research, however; parents and adolescents
tend to share values and beliefs about the need to work hard, academic and career aspirations,
and religious and political beliefs (Bronk, 2011). Arguments that occur tend to focus on
everyday events, such as chores and curfews, and only about 20% of families engage in intense,
ongoing conflict (Montemayor, 1982).

Adolescents are also experiencing biological and cognitive transitions that are likely to be
associated with an increased tendency to look inward in self-reflection. These expanded
cognitive capacities can make adolescents newly aware of discrepancies between their “real” and
“ideal” selves. Some have posited that this may be the cause of certain disorders more prevalent
among Western adolescents, such as eating disorders (Hopton, 2011). Others have suggested
that feelings of uniqueness that accompany adolescent self-exploration are associated with
increased risk-taking, as adolescents believe that they alone can avoid the negative consequences

of risk behavior (Bronk, 2011). Hormonal changes that accompany puberty are also linked with
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rapid mood shifts that, when combined with new abilities for interpreting these feelings, may
result in increased rates of depression and even suicide (Arnett, 1999). These features of this
developmental stage pose challenges to adolescents, but there is little support for the “storm and
stress” paradigm so pervasive in Western media. Indeed, “research finds that most
adolescents...have a positive self-image, are self-confident and optimistic about their future, are
happy most of the time, enjoy life, value work and school, have positive feelings toward their
families, and demonstrate the capacity to cope with life’s stresses” (Bronk, 2011).
The Globalization of Adolescent Culture

In many parts of the world, adolescents can be identified by a common set of beliefs and
practices. Schlegal & Barry (1991) found that 80% of societies they sampled offered evidence of
adolescence being marked by distinctive beliefs, clothing, hair styles or body decoration. While
these practices can be contrasted cross-culturally to reflect differences in cultural customs and
expression, commonalities have purportedly been increasing, driven by a globalization of
adolescent culture.

In the last decade, the importation of highly commercialized and sexualized cultural products
from the United States and Europe has proliferated. This contemporary adolescent culture has
varied features, but tends to place importance on technology, the centrality of peers, and the
struggle of individuation (Nelson & Nelson, 2010). Imported cultural products can evoke
concern from adults who do not approve of the cultural values being explored or adopted by their
youth, and who may construe their importation as cultural imperialism (Cole, 2005). This can be

linked to intergenerational conflict, even in societies that have traditionally had little conflict of
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the sort, suggesting that it’s not only the content — but also the woes — of industrialized
adolescent life that are being imported!
Eating Disorders Among Adolescents

Adolescents, who are increasingly invested in developing identities apart from those of
their parents, tend to look to peers, media, and pop culture for clues as to valued attributes in
their societies. Across the Western world, there is no mistaking the messages contained in
widespread media images idealizing wealth, youth, and beauty. These images promote a narrow
definition of “beauty,” and emphasize the importance of appearance, especially thinness.
Consumption of these images is associated with body dissatisfaction and body preoccupation,
referred to by some researchers as “normative discontent” to describe the “normal” female
experience of being dissatisfied with one’s weight in North America (Oliver-Pyatt, 2003). As
critical stages of brain development are underway during this developmental stage, adolescents
are especially likely to have their identity development, values, and beliefs influenced by media
messages (Thomsen, McCoy, & Williams, 2001). Furthermore, with prefrontal brain
development incomplete and limbic systems hyper-sensitive to the influence of the dopaminergic
reward system (Blakemore, 2012), adolescents may be more likely to engage in risky weight-
control behaviors, such as extreme dieting and exercise, in order to meet the unrealistic standards
set by their culture (Neumark-Sztainer et al., 2011). As discussed below, these factors combine
to make adolescents especially vulnerable to the development of eating disorders.

Eating Disorders (ED) are mental disorders marked by disturbances in eating behavior
and are considered to be the third most common chronic illness among adolescents, after obesity

and asthma (Chamay-Weber, Narring, & Michaud, 2005). The 4" text revision of the Diagnostic
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and statistical manual of mental disorders (DSM-IV; American Psychiatric Association, 2000),
which was the most updated version of this text available during the intervention period,
recognized three eating disorders: Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Eating
Disorder Not Otherwise Specified (EDNOS). The 5" edition of the DSM (DSM-V; American
Psychiatric Association, 2013), published following completion of the intervention, added Binge
Eating Disorder (BED) as its own category of ED.

Anorexia Nervosa was defined by the DSM-IV as a disorder with the following criteria:

a) Refusal to maintain body weight at or above a minimally normal weight for
age and height (generally set at 85% of the weight expected); or failure to
make expected weight gain during a period of growth;

b) Intense fear of gaining weight or becoming fat, despite being underweight;

¢) Disturbance in the way in which one experiences his or her body weight or
shape; undue influence of body weight and shape on self-evaluation; or denial
of the seriousness of current low body weight;

d) Amenorrhea in post-menarcheal females.

Changes to the criteria for AN in the DSM-V include removal of the word “refusal” from
Criterion A, in recognition of the fact that intention on the part of the patient may be difficult to
assess. Criterion B was expanded to include not only an expressed fear of weight gain, but also
persistent behavior that interferes with weight gain. Furthermore, the DSM-IV-TR Criterion D
was removed entirely, as it did not apply to males, pre or post-menarchial females, or individuals

using certain forms of contraception.
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Anorexia Nervosa (AN) is categorized into two types: Restricting and Binge-
Eating/Purging. Individuals meeting criteria for the Restricting Type do not regularly engage in
binge-eating or compensatory/purging behaviors (i.e., self-induced vomiting, misuse of laxatives,
cte.) Individuals are categorized as the Binge-Eating/Purging Type if they regularly engage
periods of overeating followed by compensatory behavior.

Bulimia Nervosa was defined by the DSM-IV by the following criteria:

a) Recurrent episodes of binge eating, which is characterized by both of the
following:

a. Eating, during a discrete period of time, an amount of food larger than
most people would eat during a similar period of time and
circumstances;

b. A sense of lack of control over eating during the episode

b) Recurrent inappropriate compensatory behavior utilized to prevent weight
gain;

¢) The binge eating and inappropriate compensatory behavior occur an average
of at least twice per week for three months;

d) Self-evaluation by the individual is unduly influenced by body weight and
shape;

¢) The disturbance does not occur exclusively during episodes of AN.

Bulimia Nervosa (BN) was broken down by the DSM-IV-TR into two types: Purging and

Non-purging; however, this distinction scheme was abandoned in the DSM-V. The DSM-V also
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reduced the required frequency of binge eating episodes to once per week, rather than twice per

week.

Disordered eating patterns, including sub-threshold AN and/or BN, are typically

diagnosed as Eating Disorder Not Otherwise Specified (EDNOS). EDNOS remains the most

frequently diagnosed eating disorder based on DSM-IV-TR criteria (APA, 2000). Eating

Disorder Not Otherwise Specified (EDNOS) is used to classify individuals with symptoms of

AN and/or BN that do not meet the criteria for duration, compensatory behavior, or restrictive

behaviors as listed in the DSM-1IV-TR. Within the category of EDNOS, the DSM-IV-TR

recognized Binge Eating Disorder (BED), now its own category of ED in the DSM-V. The

DSM-IV-TR and DSM-V criteria for BED are as follows:

a) Recurrent episodes of binge eating, which is characterized as above with BN;

b) The binge-eating episodes are associated with three or more of the following:

a.

b.

Eating much more rapidly than normal;

Eating until feeling uncomfortably full;

Eating large amounts of food when not physically hungry;
Eating alone because of embarrassment due to the amount one is
eating;

Feeling disgusted with oneself, depressed, or very guilty after

overeating;

c) Marked distress regarding binge-eating;

d) The binge-eating occurs, on average, at least two days per week for six

months;
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e) The binge eating is not associated with the regular use of inappropriate
compensatory behaviors (as described above) and does not occur exclusively
during the course of AN or BN.

The growing prevalence of eating disorders among adolescents in industrialized countries
presents a major challenge for health professionals: An estimated 6.65 million females between
the ages of 15 and 25 suffer from an ED (SCDMH, 2013). Approximately 50,000 adolescent
girls (aged 15-19) in the United States have Anorexia Nervosa (AN), and between 100,000 and
2000,000 meet diagnostic criteria for Binge-Eating Disorder (BED) and Bulimia Nervosa (BN),
with many more showing sub-diagnostic levels of disordered eating symptoms and body image
concerns.

The medical and psychological consequences of ED are numerous, with risk of mortality
increasing with the duration of the illness. Unfortunately, ED tends to persist or recur throughout
the lifetime of the patient (Steinhausen, 2002). Serious medical complications result from these
disorders with cardiac complications and death being the ultimate danger. AN has the highest
mortality rate, with death most commonly due to medical complications and suicide (Berkman,
Lohr, & Bulik, 2007). Studies of BN and BED-related mortality are scant, but the imperative for
evidence-based treatment approaches for ED is indisputable.

More commonly found among adolescents than ED are sub-clinical ED or “partial” ED
syndromes: approximately 300,000 — 500,000 adolescents suffer from sub-diagnostic levels of
disordered eating and weight/body shape concerns (Chamay-Weber, Narring, & Michaud, 2005).
Existing diagnostic criteria for ED require substantial intensity and/or duration, which is often

difficult to demonstrate with younger patients. Furthermore, diagnosing clinicians must use
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caution not to make a diagnosis on the basis of normal developmental shifts in abilities and
problems, such as the increased attention to pubertal body changes that is likely to emerge in
adolescence. Indeed, developmental changes in adolescence are often accompanied by body
image concerns and weight control behaviors: epidemiological studies reveal that in the United
States, 46-80% of adolescent females report weight dissatisfaction and 26-77% report having
dieted (Chamay-Weber, Narring, & Michaud, 2005). Other studies suggest that over one half of
American teenage girls use unhealthy weight control behaviors, such as skipping meals, fasting,
smoking cigarettes, or purging with laxatives or vomiting (Neumark-Sztainer, 2005).
Furthermore, a recent longitudinal study revealed that American females reported increased
usage of extreme weight control behaviors (use of laxatives, self-induced vomiting, or diet pills)
between the time of adolescence and early adulthood (8.4% to 20.4%; Neumark-Sztainer et al.,
2011).

Debate continues within the psychological community as to whether ED are rightly
conceptualized as a discrete entities differing qualitatively from normality or whether eating
attitudes and behaviors exist along a continuum that includes normality. Much evidence exists
for the continuum hypothesis of ED, suggesting that dieting and milder disordered eating
behaviors are potentially early forms of ED that, with the presence of enough risk factors, evolve
into full-blown ED. According to this theory, an adolescent with sub-clinical ED should be
treated as “at risk” for the development of ED. Longitudinal research offers some suppott for
this contention; among 16-year old females who reported partial ED symptoms, 38% still met
criteria for partial ED 12 months later, 7% had developed full BN, and 52% showed a remission

in symptoms (Santonastaso, Friederici, & Favaro, 1999). A more recent longitudinal study
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showed that girls who dieted in adolescence were significantly more likely to diet in young
adulthood, and that those who used unhealthy weight control behaviors in adolescence were at
significantly greater risk for use of those behaviors in young and middle adulthood (N eumark-
Sztainer et al., 2011). Other studies have supported this finding (e.g., Kotler, Cohen, Davies,
Pine, & Walsh, 2001; Patton, Selzer, Coffey, Carlin, & Wolfe, 1999), suggesting that the
presence of ED symptoms in adolescent increases the risk of having full ED in early adulthood.
Notably, however, most adolescents with ED symptoms do not go on to develop full ED. That
is, most adolescents showing symptoms of ED experience spontaneous remission, most likely
associated with the development of more diverse and improved means for handling distress and
body dissatisfaction (Chamay-Weber, Narring, & Michaud, 2005). Certain adolescents may also
be less vulnerable to diet-induced hormonal changes that have been shown precipitate the
development of ED symptoms, especially among those who develop AN (Guisinger, 2003). If
true, these statistics offer hope that early interventions that discourage dieting and/or facilitate
the development of adaptive coping skills may help to prevent the development of ED.
Etiology of Eating Disorders: Current Theories

Women and girls are ten times more likely to develop ED than boys or men (Fairburn &
Beglin, 1990). Anorexia nervosa (AN) and BN are almost exclusively disorders found in
females, while men comprise about one-third of the population suffering from BED (Spitzer,
Devlin, Walsh, Hasin, Wing, & Marcus, 1992, as cited by Wilson, Becker, & Heffernan, 2003).
Numerous studies have suggested the increased risk of developing an ED for females is partly
due to the emphasis placed on “beauty” as a fundamental component of femininity in most

industrialized societies (Mussell, Binford, & Fulkerson, 2000). A high drive for thinness, weight
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