
Binge eating and bulimic behaviors in a select Native American adolescent population
by Luana Mae Auker

A thesis submitted in partial fulfillment of the requirements for the degree of Master of Nursing
Montana State University
© Copyright by Luana Mae Auker (1993)

Abstract:
Although many studies concerning binge eating and bulimia have been completed over the last decade,
no documentation of studies concerning binge eating and bulimic behaviors for the Native American
population was found in the literature. Most studies have been conducted among college student
populations. There are few studies of the adolescent population. Because the onset can occur in the
younger age groups and no data are documented concerning Native American populations, binge eating
and bulimic behaviors need to be studied among Native American adolescents.

Therefore, the purpose of this study was to describe binge eating and bulimic behaviors in a Native
American adolescent population. A self-report questionnaire was used to determine the patterns of
binge eating and bulimic behaviors. The sample consisted of 109 students enrolled in a high school
within the boundaries of a Northwest Plains Indian tribal reservation. Forty-five percent of the sample
were women and 55% were men. The age range was from 14 to 19 years, with a mean age of 16.07
years. Thirty-nine percent reported binge eating episodes, with 11% binge eating weekly and 2.7%
daily. Seventy-six percent reported binge eating episodes beginning from 10 to 14 years of age.
Purging behaviors included induced vomiting (15.5%), laxative abuse (1.8%), and diuretic abuse (1%).
Vigorous exercise was reported by 18.3% as a method of weight control after a binge episode, while
32.1% reported frequent highly restrictive dieting. Following the DSM-IIIR criteria and Binge Scale
scores, the estimated prevalence for bulimic behavior was 13.7%, mostly in women. When the criterion
for binges was restricted to weekly episodes, only 5.5% were classified as having bulimic behaviors.
Data indicated a slightly greater rate for binge eating episodes among modern orientation students
(53%) compared to traditional orientation students (47%).

The data from this study provided a baseline for future studies concerning binge eating and bulimic
behaviors in Native American adolescents. In addition, nursing’s role in primary and secondary
prevention programs was discussed. 
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ABSTRACT

Although many studies concerning binge eating and bulimia 
have been completed over the last decade, no documentation of 
studies concerning binge eating and bulimic behaviors for the Native 
American population was found in the literature. Most studies have 
been conducted among college student populations. There are few 
studies of the adolescent population. Because the onset can occur in 
the younger age groups and no data are documented concerning 
Native American populations, binge eating and bulimic behaviors 
need to be studied among Native American adolescents.

Therefore, the purpose of this study was to describe binge 
eating and bulimic behaviors in a Native American adolescent 
population. A self-report questionnaire was used to determine the 
patterns of binge eating and bulimic behaviors. The sample 
consisted of 109 students enrolled in a high school within the 
boundaries of a Northwest Plains Indian tribal reservation. Forty- 
five percent of the sample were women and 55% were men. The age 
range was from 14 to 19 years, with a mean age of 16.07 years. 
Thirty-nine percent reported binge eating episodes, with 11% binge 
eating weekly and 2.7% daily. Seventy-six percent reported binge 
eating episodes beginning fromlO to 14 years of age. Purging 
behaviors included induced vomiting (15.5%), laxative abuse (1.8%), 
and diuretic abuse (1%). Vigorous exercise was reported by 18.3% as 
a method of weight control after a binge episode, while 32.1% 
reported frequent highly restrictive dieting. Following the DSM-IIIR 
criteria and Binge Scale scores, the estimated prevalence for 
bulimic behavior was 13.7%, mostly in women. When the criterion 
for binges was restricted to weekly episodes, only 5.5% were 
classified as having bulimic behaviors. Data indicated a slightly 
greater rate for binge eating episodes among modern orientation 
students (53%) compared to traditional orientation students (47%).

The data from this study provided a baseline for future studies 
concerning binge eating and bulimic behaviors in Native American 
adolescents. In addition, nursing’s role in primary and secondary 
prevention programs was discussed.
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CHAPTER 1 

INTRODUCTION 

Purpose

The goal of this research study was to describe binge eating 

and bulimic behaviors in a Northwest Plains Indian tribe. The study 

examined variables such as gender, age, weight history and socio­

cultural and psychological factors, to determine risk factors for 

bulimic behaviors. The data from this study provided health care 

providers with statistical data and a knowledge base concerning 

binge eating and bulimic behaviors in a select Native American 

adolescent population. The knowledge will assist the health care 

providers to develop appropriate primary and secondary prevention 

programs to reduce or prevent the more serious consequences of 

bulimia.

Background and Significance of the Study

During the last two decades there has been an increased 

awareness of pathological eating behaviors. Only recently bulimia 

has been classified as a distinct eating disorder, with the diagnosis 

based on attitudes and style of eating behavior rather than weight 

status (American Psychiatric Association, 1987). Nationally,
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bulimia has been reported to be more prevalent in the last 10 to 15 

years (Cauwels, 1983; Marx, 1991). Influence of American cultural 

pressure toward slimness is thought to contribute to the recent 

increase in bulimia cases in both men and women. Adolescents and 

young adults may be highly susceptible to social pressures to 

conform to this image of thinness as an indicator of beauty, health, 

and success. The main characteristic for bulimia is the 

overwhelming desire to become and remain excessively thin. Other 

characteristics of the bulimic individual are episodic binge eating, a 

sense of loss of self-control over eating practices, an awareness 

that this eating pattern is abnormal, general lack of self-confidence 

and self-esteem, depression, self-condemnation, and an inability to 

break the obsessive cycle of binging and purging (Gormally, 1984; 

Herzog, 1982; Mitchell & Pyle, 1985).

The age range for bulimia is from 11 to 51 years with a mean 

age of 18 to 23 years (Fairburn & Cooper, 1982; Herzog & Copeland, 

1985; Lakin & McClelland, 1987; Pyle, Mitchell, & Eckert, 1981; 

Schotte & Stunkard, 1987). This eating disorder has been noted to 

continue for 5 to 10 years, or longer, before being diagnosed (Herzog 

& Copeland). Bulimia is usually presented by self-reporting.

Brownell and Foreyt (1986) stated that more than 70% of bulimia 

cases are client-volunteered to physicians. Frequently, little 

evidence on physical examination is available during early stages to 

indicate the existence of bulimia. Therefore, it is often difficult to 

make the diagnosis for bulimia on the basis of routine history or



physical examination until the severe medical complications have 

developed after several years of binging and purging.

Problem Statement

3

Although many studies concerning bulimia and binge eating 

have been completed over the last decade, no documentation 

concerning binge eating and bulimic behavior for the Native 

American population was found in the literature review. Most 

studies have been conducted among college student populations 

(Halmi, Falk, & Schwartz, 1981; Hawkins & Clement, 1980; Pope, 

Hudson, & Yurgelun-Todd, 1984; Schotte & Stunkard, 1987), There 

are few studies of adolescent populations (DuPont, 1984; Johnson, 

Lewis, Love, Stuckey, & Lewis, 1984; Lakin & McClelland, 1987). 

Because the onset can occur in adolescent groups, binge eating and 

bulimic behaviors need to be studied among adolescents. The 

research questions addressed in this study are:

1. What is the prevalence of binge eating and bulimic 

behaviors in a Native American adolescent population?

2. Is there a difference in the prevalence of binge eating 

among women and men?

3. Is there a difference in the prevalence of bulimic behaviors 

in women and men?

4. At what age did the binge eating episodes begin?

5. What is the frequency and length of binge eating episodes?
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6. What particular food or type of food is eaten during a binge 

eating episode?

7. What circumstances are associated with or precede a binge 

eating episode?

8. What percent of the sample use each of the purging

methods: vomiting, laxatives, diuretics, excess exercise,

restrictive diets?

9. What percent of the sample reported the following

attitudinal behaviors: loss of control over eating, increased

dissatisfaction with body image, poor self-esteem, depression?

10. Is the prevalence of binge eating and bulimic behaviors 

higher in the Native American students who consider themselves 

"traditional" than in the Native American students who consider 

themselves "modern"?

Definition of Terms

The terms used in this study are defined as follows:

1. Bulimia is an eating disorder characterized by frequent 

uncontrolled binge eating and then purging of food.

2. Binge eating episodes are episodes of consuming great 

quantities of food in a short period of time (Cauwels, 1983).

3. Purging is the evacuation of food from the body, either by 

the use of laxatives or enemas, or by induced vomiting.

4. Obesity is a bodily condition in which there is an excess of 

fat in relation to the rest of the body. Obesity is presumed to exist
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when a person is 20% to 30% or more over his or her normal weight 

(Gormally, 1984).

5. Traditional orientation refers to maintaining the beliefs 

and behaviors that have persisted for generations (Leininger, 1978).

6. Transitional orientation refers to maintaining some of the 

beliefs and behaviors that have persisted for generations, but also 

developing some new beliefs and behaviors that are consistent with 

the current life style (Leininger, 1978).

7. Modern orientation refers to developing the new beliefs and 

behaviors that are consistent with the current life style (Leininger, 

1978).

Assumptions

Two assumptions were identified prior to the institution of 

this study. The first assumption was that although some of the 

student population may not have English as their primary language, 

the informants do have a functional understanding of the English 

language and can complete the questionnaire. The second assumption 

was that the informants would complete the self-reporting 

questionnaire with valid responses.

Conceptual Framework

As the prevalence of bulimia has increased during the last 

decade, health professionals have begun to study this eating disorder 

in more detail. Theoretical contributing factors have been
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identified, but relationships of these contributing factors to the 

onset and severity of binge eating and bulimic behaviors have not 

always been measured. The conceptual framework for this study 

was based on five of the factors which have been identified in the 

literature. First, bulimic behavior occurs most frequently in women 

who are adolescents or young adults. However, bulimia also occurs 

in men. Second, bulimic behavior is more likely to occur in normal 

to overweight individuals. Third, bulimic individuals demonstrate 

specific personal psychological traits (low self-esteem, depression, 

preoccupation with food, and lack of control over eating behavior). 

Fourth, modern American infatuation with slimness influences the 

prevalence of bulimic behaviors. Fifth, individuals with bulimic 

behaviors have a family history of obesity. The prevalence of binge 

eating and bulimic behaviors and the presence of these five potential 

risk factors in Native American adolescent populations are unknown.

. Gender. Aoe. Weight History

The research to date indicates that bulimia is more common in 

women than in men (Halmi et al., 1981; Mitchell & Pyle, 1985), in 

fact one study reported eating disorders occurring in a 10-1 ratio 

for women to men (Andersen, 1986). Investigators have 

demonstrated that this eating disorder occurs most frequently in 

adolescents and young adults (Comerci & Williams, 1985; Crowther, 

Post, & Zaymor, 1985; Johnson et al., 1984; Lakin & McClelland,

1987) and it is thought that adolescents may be highly susceptible
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to social pressures to conform to the premise that slimness equals 

beauty and success.

This eating disorder has been noted to continue for 5 to 10 

years or longer before diagnosis (Herzog & Copeland, 1985). In 

addition, the onset of self-induced vomiting has been reported to 

occur I to 7 years after the onset of the binge eating behavior 

(Fairburn & Cooper, 1982; Mitchell & Pyle, 1985). Rarely does the 

bulimic disorder begin after 30 years of age (Pyle et al., 1981). The 

symptoms of binge eating and bulimic behaviors are more likely to 

appear in individuals with a history of being normal weight to 

overweight. Research study data (Fairburn & Cooper, 1982) and 

clinical findings demonstrated that bulimic individuals are slightly 

overweight before the onset of bulimia, tending first to restrict 

their food intake and then to binge and purge (Johnson & Berndt, 

1983). Adolescents who eventually become bulimic may be 

particularly vulnerable to social pressure toward thinness due to a 

tendency to be heavier than their peers.

Personal Psychological Traits

Bulimics have reported a loss in ability to have self-control 

(Gormally, Black, Daston, & Rardin, 1982; Hunt, 1987), and even 

though they maintain normal weight or their desired weight, all will 

periodically lose control over their eating. In some situations, if 

bulimics allow themselves to eat even a small amount of a favorite 

food, especially a food they consider fattening, a binge occurs as the
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bulimics lose the control to stop eating. Therefore, rather than 

denying hunger, the bulimic gives it excessive importance. Bulimics 

report a preoccupation with food and the urge to eat (Fairburn & 

Cooper, 1982; Herzog, 1982; Pyle et al., 1981). They place a high 

level of importance on food and report that they are always thinking 

of food, eating and vomiting to such an extent that their everyday 

activities are impaired.

Bulimic individuals also demonstrate a preoccupation with 

weight and body image. The individuals commonly report an 

exaggerated fear of becoming obese and a perception of feeling fat, 

when they really are not (Fairburn & Cooper, 1982; Garfinkle & 

Garner, 1982; Pyle et al., 1981). A distorted body image is evident 

in the bulimics’ discrepancy between “normal” weight and desired 

weight. The weight bulimics indicate as desired weight is below the 

minimum weight for height.

Bulimic individuals are also preoccupied with dieting. In an 

attempt to avoid foods they consider fattening or forbidden, 

bulimics are often in an all-or-none cycle in their eating patterns, 

alternating between periods of severe dieting or fasting and binge 

eating. The use of vomiting and laxatives imposes some control 

after a binge eating episode, but bulimics sense no real power over 

their own weight and eating patterns. Hawkins and Clements (1980) 

reported that frequency of binge-eating was highly and positively 

correlated with the degree of diet concern and with negative 

physical self-image.
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After preoccupation with eating and dieting and with weight 

and body image, depressive symptoms are frequently noted in 

bulimics. Fairburn (1980) reported that depressive symptoms in 

bulimic individuals increased as weight increased or if there was no 

opportunity to vomit after binge eating. A standard finding in the 

research literature is that the high level of depression and anxiety 

in the bulimic is thought to be related to the following: (a) 

increased eating and the increased fear of gaining weight, (b) 

anticipated lack of control to stop eating and (c) distorted body 

image after binge eating (Bruch, 1973; Johnson & Reed, 1982;

Mitchell & Pyle, 1985; Weiss & Ebert, 1983). In addition to feelings 

of anxiety and depression, the bulimic tends to have feelings of 

guilt, shame, self-contempt, and self-condemnation following binge 

eating episodes (Bruch; Mitchell & Pyle).

Family History

A high incidence of dysfunctional families and weight 

problems in first-degree relatives was reported in the family 

history of bulimic individuals (Linden, 1980; Strober, 1981; Strober, 

Salkin, Bourroughs, & Marrell, 1982). Individuals’ eating habits and 

coping skills are learned during childhood from other family 

members.' The importance and value of food are taught through 

modeling by adults in the family unit. In some cultures, such as J 

Native American, in which obesity is perceived to be a sign of good 

health, the rate of obesity is high for all age groups (Hunt, 1987;
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Marx, 1991; Schultz, 1979). Obesity has been identified as a major 

health problem for Native Americans of all ages (National Center for 

Health Statistics, 1986; Schultz, 1979; Wagner, 1988). Adolescents 

in these Native American groups are vulnerable to social pressure 

toward thinness and family pressure toward obesity. In an attempt 

to meet the values of both groups, the adolescent may become 

involved in the binge-purge cycle.

Current Values Regarding Body Shape and Size

Nationally, bulimia has been reported to have become more 

prevalent in the last 10 to 15 years (Brownell & Foreyt, 1986). The 

modern industrialized American society has an overabundance of 

readily available food, a pattern of eating at the increasing numbers 

of fast food chains, and a sedentary life style. In the midst of these, 

there exists the American society's infatuation with slimness (Marx, 

1991; Ritenbaugh, 1982). This cultural ideal of the appropriate body 

shape in an environment of readily available food requires the 

adolescent to have strict control of food intake. This results in the 

adolescent's development of preoccupation with weight gain and loss 

and the need to develop self-control over his or her eating behavior.

The technology and life style of modern industrialized 

American society has influenced the life style of Native Americans. 

In addition, the American society’s infatuation with slimness has 

impacted the Native American cultural ideal of the appropriate body 

shape, especially with the Native American adolescent population. 

However, the cultural thought that plumpness is healthy still exists



with middle-aged and elderly adult members (Schultz, 1979; Wagner, 

1988). In addition, Leininger (1978) reported that Native American 

tribal members are increasingly exposed to modern socio-cultural 

practices, resulting in development of cultural conflict. Tribal 

norms, values, and roles become unclear causing severe 

psychological stress for many individuals in the traditional tribal 

society (Leininger). Furthermore, individuals with high risk 

personality traits (low self-esteem, depression, lack of self 

control, poor coping skills) have difficulties coping with the social 

disintegration and acculturation (Davidson Allen, 1988; DuPont,

1984; Hunt, 1987; Leininger, 1978). Native American adolescents 

who have difficulties coping with cultural conflict may be more 

vulnerable to American social pressure toward thinness and the 

Native American family pressure toward obesity. In an attempt to 

cope with both groups' expectations, the Native American adolescent 

may become involved in the binge-purge cycle.

11
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CHAPTER 2 

LITERATURE REVIEW 

History

Numerous women, and fewer men, are plagued with the binge 

and purge syndrome of bulimia. During the last two decades there 

has been an increased awareness concerning pathological eating 

behaviors. The term bulimia, virtually unknown several years ago, 

has become familiar both to professionals and to the public. Bulimia 

is described as a food obsession characterized by repeated binge 

eating followed by prolonged fasting, excessive exercise, or purging 

by induced vomiting, abuse of laxatives, enemas, or diuretics. The 

term bulimia was derived from the Greek word bouslimos meaning 

ox-hunger or a voracious appetite (Cauwels, 1983).

The symptoms of bulimia have been described throughout 

history by the ancient Egyptians, who believed monthly purges 

prevented illness, by the Hebrews, and by the ancient Greeks and 

Romans, who created vomitoriums for men to purge after overeating 

at a banquet, then return to eat more (Boskind-White & White, 1986; 

Cauwels, 1983). Early case reports of bulimic behavior date back to 

1874 when anorexia was first described by Gull (cited in Comerci & 

Williams, 1985). These early anorexia case studies dealt largely 

with bulimic symptoms such as binge eating (or consuming a large 

quantity of food in a short period of time) and purging by induced
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vomiting: Detailed reports of bulimic symptoms began to appear 

around 1940; Ludwig Binswanger's report (cited in Comerci & 

Williams, 1985) was perhaps the earliest and most detailed account 

of bulimic behavior. In 1944 he described the case of a woman who 

would be considered bulimic by current diagnostic criteria. The 

woman demonstrated symptoms of depression, obsessiveness about 

food, binge eating, use of large quantities of laxatives, and morbid 

fear of gaining weight.

In the 1950's bulimic behavior among obese individuals was 

also observed. Hamburger's study (cited in Comerci & Williams,

1985) described obese individuals who demonstrated a compulsive 

craving for food. Albert Stunkard (cited in Comerci & Williams) was 

the first to use the term binge eating to characterize a type of 

pathological eating behavior among obese patients who would 

consume as many as 20,000 calories in an episode. The overeating 

episodes tended to be precipitated by upsetting life events, and the 

binges were followed by self-condemnation and guilt feelings.

Although the symptoms of bulimia continued to appear in 

studies of weight-disorder patients, it was not until the mid-1970's 

that reports of bulimic behavior among normal-weight individuals 

began to appear. While conducting their study in 1976, Boskind- 

White and White (1986) identified the symptoms of bulimia among a 

predominantly normal-weight population of young adult women.

They coined the term bulimarexia to describe the group. Then in 

1979 Gerald Russell (cited in Comerci & Williams, 1985) offered 

speculations regarding etiology and suggested criteria for the
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diagnosis of bulimia. These criteria included: (a) powerful and 

irresistible urge to overeat* (b) avoidance of the fattening effects of 

food by inducing vomiting or abusing laxatives or both, and (c) 

morbid fear of obesity.

Shortly after Russell's description and proposed criteria for 

bulimia, the American Psychiatric Association (APA) considered 

bulimia a distinct syndrome and published criteria for the diagnosis 

of bulimia in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III) (American Psychiatric Association, 1980). As 

studies continued (Garfinkle & Garner, 1984; Herzog & Norman, 1985; 

Johnson & Reed, 1982; Wolf & Crowther, 1983), it became apparent 

that the style of eating behavior was clinically more indicative of 

bulimia than weight status (i.e. obese, normal weight, underweight). 

This resulted in the publishing of the DSM-IIIR (American 

Psychiatric Association, 1987), which based the diagnosis of 

bulimia on attitudes and style of eating behavior rather than weight 

status.

A wide range of bulimic behaviors exists in today's culture. 

Binge eating, dieting, and body dissatisfaction are common among 

adolescents and young adults. Not everyone with these behaviors is 

bulimic by DSM-IIIR criteria and needs treatment. Therefore, it is 

important to assess the individual's attitudes related to bulimic 

behaviors.

The following attitudes are assessed and incorporated in the 

diagnosis of bulimia: feeling out of control, helpless, disgusted, and 

guilty; having fears of obesity; having self-depreciating thoughts;



15

and being aware that the eating pattern is abnormal (Brownell & 

Foreyt, 1986; Bruch, 1973; Cauwels, 1983; Yates & Sambrailb,

1984). These attitudes, previous history of morbid obesity and 

specific behaviors are consolidated in the DSM-iHIR criteria for 

bulimia diagnosis (Table I) .

Table 1. Revised DSM III Criteria for Bulimia.

A. Recurrent episodes of binge eating (rapid consumption of a large
amount of food in a discrete period of time).

B. A feeling of lack of control over eating behavior during the eating
binges.

C. The person regularly engages in either self-induced vomiting, use
of laxatives or diuretics, strict dieting or fasting, or vigorous 
exercise in order to prevent weight gain.

D. A minimum average of two binge eating episodes a week for at
least three months.

E. Persistent overconcern with body shape and weight.

Note. From Diagnostic and Statistical Manual of Mental Disorders bv 
American Psychiatric Association, 1987, 68-69.

Prevalence: Gender. Weight History. Ane

Most studies in the literature review have attempted to assess 

the prevalence of bulimia by using the DSM-III criteria and just 

recently the DSM-IIIR criteria. Before the last 10 .years, bulimia and 

other eating disorders were thought to occur mostly in women. 

However, recent studies (Andersen, 1986; Cauwels, 1983; Lakin &
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McClelland, 1987; Pyle, Halvorsen, Neuman, & Mitchell, 1986) 

demonstrated an increasing prevalence in men.

Reports of the prevalence of binge eating in women have 

ranged from a low of 24% in a family practice adult sample 

(Edelman, 1981) to a high of 80% in a population of college women 

(Hawkins & Clement, 1980). Prevalence of binge eating in men has 

ranged from 5% (Pope et al., 1984) to 60.2% (Halmi et al., 1981). 

Hawkins and Clement (1980) conducted a survey of 247 psychology 

students. This study reported 50% of the male students and 80% of 

the female students admitted to binge eating behavior. However, 

less than 10% of the participants admitted to vomiting after binge 

eating episodes. In a later study of college students, Halmi et al. 

(1981) found reports of binge eating behaviors in 68.1% of the 

female students and 60.2% of the male students. This same study 

reported that 19% of the females and 6.1% of the males met the 

criteria for bulimia, as established in the DSM-III. Mitchell and Pyle 

(1985) reported in their study of freshman college students that 

57.4% of the female students and 41% of the male students admitted 

to binge eating episodes. However, only 7.8% of the females and 

1.4% of the males met the DSM-III criteria for bulimia. These 

studies demonstrated that binge eating episodes were common in the 

young adult college population, but only a small number met the 

established criteria for bulimia.

Studies that have used the DSM-III criteria for diagnosis of 

bulimia have reported a prevalence rate of 5% in college women 

(Stangler & Printz, 1980) to 20% of women college seniors (Pope et
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al., 1984). Bulimia in men was reported by these same two studies 

to range from 5% and 0% respectively. The data from these studies 

demonstrated a wide range for the prevalence of bulimia. One reason 

for this is the fact that bulimics are generally secretive about their 

binge-purge behaviors. In addition, the specific criteria (DSM-III or 

DSM-IIIR) the studies used to determine binge eating and bulimia 

rates would establish different prevalence rates as the severity of 

symptoms and duration of symptoms criteria are different.

Halmi et al. (1981) reported that bulimic behaviors tended to 

occur in students who had a history of being overweight or were at 

the heavy end of their normal weight range. Johnson, Stuckey,

Lewis, and SChwartz (1983) also found that over half of the 

participants in their study had a history of being overweight. In 

addition, 34% to 88% of the students in studies by Fairburn (1982) 

and Johnson and Berndt (1983) reported that the binge-purge cycle 

began after periods of unsuccessful dieting. Reports of the 

prevalence of self-induced vomiting ranged from 3% of women in a 

college study (Zukerman, Colby, Ware, & Luzera, 1986) to 16% of 

women in a high school population (Johnson et al., 1984). Vomiting 

in men has been assessed in the range of 1% (Zukerman et al., 1986) 

to 6% (Halmi et al., 1981).

The average age of individuals with bulimia has been reported 

to be 24 years, but bulimia has been reported at 11 to 51 years of 

age (DuPont, 1984; Fairburn & Cooper, 1982; Herzog, 1982; Johnson 

et al., 1984; Lakin & McClelland, 1987; Pope et al., 1984). Eating 

problems seem to begin during adolescence, usually between ages 16
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and 20. The development of a binge eating pattern has been reported 

to occur at 1 to 7 years before the development of self-induced 

vomiting behavior (Fairbum & Cooper; Herzog & Copeland, 1985;

Lakin & McClelland; Pyle et al., 1981; Schotte & Stunkard, 1987).

Bulimic Behaviors

Bulimia is marked by episodic binge eating that may occur 

from once a day to as often as five times a day. These binges are 

followed by induced vomiting (purging) to allow eating to continue 

until abdominal pain, sleep, or the presence of another person 

interrupts it (Bruch, 1973; Cauwels, 1983; Edelman, 1981; Fairbum, 

1980; Gormally, 1984). During the binge eating episodes people with 

bulimia tend to consume high carbohydrate or high fat foods that are 

easy to eat and that do not require much preparation or chewing. 

Commonly eaten foods include ice cream, bread or toast, candy, 

pastries and soft drinks (Bruch; Cauwels; Fairbum & Copper, 1982; 

Halmi et al., 1981; Herzog & Copeland, 1985). Some individuals 

frequently binge eat foods that they avoid at other times because - 

they fear their high calorie content. Other individuals simply turn a 

regular meal into a binge by enlarging the amount of food to be eaten 

(Bruch; Cauwels; Fairbum & Cooper).

Studies have reported that during an average binge eating 

episode the bulimic consumes about 4,000 calories, but the range is 

from 2,000 to 55,000 calories (Cauwels, 1983; Fairbum & Cooper, 

1982; Gormally, 1984; Halmi et al., 1981; Herzog & Copeland, 1985).
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Bulimic individuals have been reported to binge eat at any time of 

the day, but they tend to do so late in the day when they return home 

from work or school (Bruch, 1973; Cauwels). Most individuals 

reported that they eat very rapidly during a binge, without really 

tasting the food (Cauwels; Fairburn, 1980). Studies have reported a 

typical binge eating episode appears to last less than 2 hours, with a 

range of 15 minutes to 12 hours (Cauwels; Fairbum & Cooper; Halmi 

et al.; Pyle et al., 1981).

Bulimic individuals have indicated they commonly fast for 

prolonged periods when not binge eating, in an attempt to 

compensate for excess calorie intake during a binge eating episode 

(Brownell & Foreyt, 1986; Bruch, 1973; Cauwels, 1983; Herzog,

1982). They may eat only small amounts at other times or skip a 

, meal or two during the day (Bruch; Cauwels; Herzog). A group of 

studies investigated prevalence of binge eating and bulimic 

behaviors in relationship to dieting behaviors and food and weight 

control attitudes (Cauwels; Dickstein, 1985; Fairburn & Cooper,

1982; Halmi, et al., 1981; Johnson & Berndt, 1983; Pyle et al., 1981; 

Stangler & Printz, 1980). Several studies found that the binge-purge 

cycle began after episodes of unsuccessful dieting (Cauwels;

Johnson & Berndt). In one study, 29 of 34 bulimics were reported to 

alternate between periods of binge eating and severe dieting or 

fasting (Pyle et al., 1981).

Most bulimics induced vomiting, abused laxatives, or abused 

diuretics in an attempt to prevent weight gain from excessive 

calorie intake or to promote weight loss (Gormally et al., 1982;
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Herzog & Copeland, 1985; Johnson et al., 1983; Mitchell & Pyle, 

1985). The vomiting behavior becomes tied to the binge eating. 

About 20% to 40% of individuals with bulimic behaviors reported 

abusing laxatives at least once a week for weight control purposes, 

and a slightly less than that reported using diuretics (Cauwels,

1983; Fairburn & Cooper, 1982; Halmi et al., 1981; Pyle et al., 1981).

Psvchodvnamics of Bulimia

The exact cause of bulimia is unknown, but various 

psychosocial factors are thought to contribute to its development. 

Such factors include maladaptive learned behavior and cultural 

overemphasis on physical appearance (Agras & Kirkley, 1986; 

Garfinkle & Garner, 1982; Herzog, 1982; Johnson & Reed, 1982). 

Several investigators have noted that bulimic individuals are likely 

to be depressed and to show a greater incidence of problems with 

impulse control, such as kleptomania and alcoholism (Johnson & 

Berndt, 1983; Pyle et al., 1981; Stangler & Printz, 1980; Stern,

Dixon, & Nemzer, 1984; Weiss & Ebert, 1983).

Studies reporting standardized psychiatric measures have 

revealed that bulimics have high scores on depression and anxiety 

scales (Fairburn & Cooper, 1982; Pyle et al., 1981). Herzog (1982) 

found that 75% of the individuals in his study reported significant 

depressive symptoms. Killen et al. (1987) reported that over 40% of 

the bulimics and purgers in their study had symptoms of depression 

that met the DSM-III criteria for major depressive disorder and
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anxiety was noted in several studies with bulimic individuals 

(Fairburn & Cooper; Pyle et al., 1981). Rosen and Leitenberg (1982) 

suggested that the binge eating and vomiting cycle may be linked to 

anxiety (fear of gaining weight) in so far as the anxiety resulting 

from binge eating is reduced by vomiting. Two other studies have 

associated anxiety with the bulimic's fear of lack of control 

(Palmer, 1979; Rau & Green, 1975).

Several studies also reported that bulimics have feelings of 

guilt, shame, and self-contempt after a binge (Fairburn, 1980; 

Herzog, 1982; Pyle et al., 1981; Rau &. Green, 1975; Wermuth, Davis, 

Hollister & Stunkard, 1977; White & Boskind-White, 1981). In a 

study of overweight binge eaters, 23% of the individuals 

acknowledged feeling a complete lack of control in preventing 

and/or stopping a binge episode. This lack of control was reported 

to result in feelings of guilt and self-hate (Gormally et al., 1982). 

Cauwels (1983) reported that bulimic individuals identified 

overeating as a submission to some compulsion to do something they 

do not want to do. Cauwels stated that bulimics were terrified by 

the loss of control during their eating binges. This resulted in 

feelings of guilt and fear of weight gain, which led to the beginning 

of the purge episode. Casper, Eckert, Halmi, Goldberg & Davis (1980) 

found that bulimics used binge eating to lessen the feelings of 

depression, guilt, or anxiety. Casper et al. maintained that binge 

eating followed by self-induced vomiting is a complex defense 

mechanism in which food is used to relieve disturbed impulse 

control and guilt feelings and to avoid or solve problems.
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Several studies reported that bulimic individuals have an 

exaggerated fear of becoming obese and a perception of feeling fat 

when they are not (Fairburn & Cooper, 1982; Garfinkle & Garner,

1982; Pyle et al., 1981). A distorted body image was evident by the 

discrepancy in the bulimic's indication of what was a normal healthy 

weight and the bulimic’s desired weight (Pyle et al., 1981). Besides 

wanting to weigh less than their actual weight, the bulimics in two 

studies indicated a desired weight below the minimum weight for 

their height (Fairburn & Cooper; Pyle et al., 1981).

Social-Cultural Aspects of Bulimia

The modern American cultural pressure toward slimness has 

been thought to contribute to the incidence of bulimia, as well as to 

other eating disorders (Dickstein, 1985; Dupont, 1984; Marx, 1991). 

Until the 1930s moderate plumpness was an ideal female form and 

reflected an image of fertility, health, and ability to survive 

(Ritenbaugh, 1982). Then in the early 1930's, following the flapper 

era, the American society began to see slenderness as stylish. Marx 

reported that each year the ideal body image has been getting 

thinner, but the average weight of the population has increased over 

the same period of time. The current American culture views 

overweight as detrimental to health and well being. Marx described 

the modern American society’s perspective toward overweight and 

obesity as “thin wins” and “fat is failure.” (p. 30)

22
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Ritenbaugh (1982) and Davidson Allen (1988) discussed the 

anthropologists' view that obesity is a cultural issue, with the 

attitudes about fatness and thinness reflecting the dominant 

cultural values. In the past and present Native American society, 

moderate plumpness has been seen as healthy and a sign of 

prosperity (Lowie, 1954). Bruch (1973) maintained that food is 

connected to society's complex values systems, such as religious 

beliefs and prestige systems. Social and group gatherings are 

usually centered around food, which gives eating habits and 

traditions their special cultural meaning. Agras and Kirkley (1986) 

stated that strong religious and cultural forces affect the 

prevalence of eating disorders, such as bulimia. Comerci and 

Williams (1985) maintained that fasting and purging are not new 

practices of modern society. They concluded that a majority of 

religions and philosophies encouraged fasting and suffering as a 

means of absolution and obtaining forgiveness; thus self-denial has 

been equated with goodness and worthiness. Lowie (1954) and 

Schultz (1979) discussed how fasting is a major part of various 

Native American rituals, such as vision quest, sun dance and Tobacco 

Society ceremonials.

There have been limited data which describe binge eating and 

bulimic behaviors in the various socio-cuItural groups within the 

American society. Data from the present study contributed to a 

better understanding of the eating behaviors in one small specific 

cultural groups a Northwest Plains Native American adolescent 

population.
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CHAPTER 3 

. METHODOLOGY

The purpose of this chapter is to describe the methods that 

were employed in the study. Included are discussion of the design, 

setting, sample, instrument, protection of human subjects, 

procedure and data analysis.

Design

An exploratory, descriptive study was used to determine the 

prevalence of binge eating and bulimic behaviors in a Northwest 

Plains Indian tribe. This design was appropriate for the purpose of 

this study, as there is no known past research to identify prevalence 

and characteristics of binge eating and bulimic behaviors in the 

Native American population.

Setting

The study setting was a high school located within the 

boundaries of the reservation. The high school had 197 enrolled 

students in grades 9 to 12. The Indian Health Service School Census 

(1993) showed 99% of the student population were Native American 

students. This study was conducted during the second semester of 

the 1992-1993 school year.
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Sample

The sample consisted of Native American individuals, 14 to 19 

years of age, who lived on the reservation of a Northwest Plains 

Indian tribe. Criteria for the participants included the following:

(a) 14 to 19 years of age; (b) residence within the boundaries of the 

reservation; (c) enrollment in the tribe or have at least one parent 

who is enrolled; (d) enrollment as student at one of the reservation 

high schools; (e) ability to read, write, and comprehend the English 

language. The sample consisted of all who were willing to 

participate in the study, whose parents returned a signed consent 

form, and who met the participant criteria. The decision to use this 

sample was made because of the data available in the literature 

review indicating this age group has a high prevalence for binge 

eating and bulimic behaviors.

Instrument

The Eating Behaviors And Weight Control Survey (Lakin & 

McClelland, 1987) was used in this study to measure the prevalence 

and characteristics of binge eating and bulimic behaviors for 

students 14 to 19 years of age. Nine of the items in the 

questionnaire constitute the Binge Scale (Hawkins & Clement, 1980). 

The investigator added the last five questions to determine the 

students’ tribal enrollment status and the students’ perception of 

traditional or nontraditional beliefs. Permission was obtained from



both Lakin and Hawkins to Use the instrument in this study (Appendix 

A). The survey instrument measured behavioral and altitudinal 

aspects of binge eating, bulimic tendencies, eating practices, and 

perceptions of food and weight control (Appendix B). Convergent 

validity of the Binge Scale was established by factor analysis 

(Hawkins & Clement) in which 71% of the variance was accounted for 

by one factor representing concern and guilt about binge eating. The 

internal consistency of the Binge Scale was .68 (Cronbach's alpha) 

and test-retest reliability was .88 (Hawkins & Clement). This 

instrument, which can be used as a self-reporting tool, was 

completed in 20 minutes.

Procedure
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Permission to Conduct the study was requested from the Tribal 

Chairwoman and the Service Unit Director for Indian Health Service 

by means of a written abstract and verbal explanation of the study 

(Appendix G): After permissiqn was granted, the investigator met 

with the superintendent and school board of the high school for 

permission to conduct the study in the school (Appendix D). After 

obtaining permission, the investigator mailed letters to the parents 

of students who met the criteria for the study, explaining the study 

and requesting that signed consent forms be returned if the parents 

agreed to have their child participate in the study (Appendix E). In 

addition to the letter, the investigator provided a stamped addressed 

envelope for the parents to return the signed consent form to the
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investigator: Contact with the teachers was made to gain their 

cooperation for the study to be conducted in the classroom.

Before administering the student consent letters and 

questionnaires to the students with parental permission, the 

investigator explained the study; which included a definition of 

terms and who to contact if any questions, concerns or problems 

developed during or after completion of the questionnaire. The 

investigator also read the participant consent letter to the students 

to ensure the students understood the consent letter (Appendix F).

Two unmarked envelopes were provided with each student 

consent letter and questionnaire: If the students wished to 

participate in the study, they were instructed to place the signed 

consent form and the completed questionnaire in separate envelopes. 

After sealing the envelopes, the students returned them to the 

investigator by placing them in separate collection boxes in the 

front of the room. If the students chose not to participate, they 

were instructed to place the blank consent form and blank 

questionnaire in the two separate unmarked envelopes, seal the 

envelopes, and place them in the two separate collection boxes. The 

investigator had no contact with the questionnaires or consent 

forms in the collection boxes until the end of the school day. The 

students whose parents did not return a consent to participate in the 

study were given class evaluations to complete while participating 

students completed the questionnaires;
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Protection of Human Subjents

Informed consent was obtained from all participants and their 

parents. The requirements for protection of human subjects were 

met prior to the initiation of this project. Approval by the Montana 

State University Human Subjects Review Committee and the Montana 

State College of Nursing Human Subjects Review Committee was 

obtained. Consent for the research project was also obtained from 

the tribe and the school.

Data Analysis

The Binge Scale questions in the survey were scored according 

to the standard Binge Scale Score Sheet The Binge Scale score data 

were analyzed by the use of descriptive statistics. The remaining 

questionnaire variables were tabulated and analyzed by descriptive 

statistics and t-tests.



:

CHAPTER 4 

FINDINGS
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The purpose of this study was to describe the patterns of binge 

eating and bulimic behaviors in 6m adolescent population in a 

Northwest Plains Indian trjl^e: The findings of the study will be 

presented in two sections in this chapter. The first section provides 

a demographic description of the sample. The second section 

addresses the findings related to the 10 research questions.

Demographic Data

The target population for this study consisted of 197 9th 

through 12th grade students who attended a high school within the 

boundaries of a Northwest Plains Indian reservation. Requests for 

parental consent letters were sent to the parents of all enrolled 

high school students: A total of 126 parental consents were 

returned, for a response rate of 64%: However, 7 students were 

absent during the time the study was conducted, and 10 

questionnaires were returned blank or partially completed. This 

resulted in 109 completed questionnaires used for the study.

Forty-nine (45%) of the participants were women and 60 (55%) 

were men. The ages ranged from 14 to 19 years, with a mean age of 

16.07 years and a mode age of 16 years (Table 2). Grades ranged
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from 9 to 12, with a mean grade of 10.1 and a mode grade of 9 (Table 

3).

table 2: Age and Gender Distribution.

Age No. Women No. Men Total for age

14 years 4 (3.6%) 8 (7.3%) 12 (10.9%)

15 years 20 (1&4%) 9 (8.3%) 29 (26.7%)

16 years 15 (13:8%) 17 (15.6%) 32 (29.4%)

17 years 5 (4.6%). 12 (11.0%) 1 7 (15.6%)

18 years 4 (3.6%) 10 (9.2%) 14 (12.8%)

19 years 1 (1.0%) 4 (3.6%) 5 (4.6%)

Total 49 (45%) 60 (55%) 109 (100%)

Table 3: Grade Distribution:

Grade No. Participants Percent of Sample

9 37 33.9%

10 32 29.4%

11 28 25.7%

12 12 11.0%

Seven (6%) participants reported current health problems, 

including asthma (3) and allergies (4): Only one student reported a
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previous history of receiving counseling or medical care for an 

eating problem.

All participants reported being enrolled (106) or having at 

least one parent enrolled (3) in an Indian tribe. A total of 73 (67%) 

of the participants reported having the ability to speak their tribal 

language. In addition, 29 (27%) reported that they spoke only their 

tribal ,language in their homes, while 46 (42%) spoke their tribal 

language and English language, and 34 (31%) spoke only English in 

their homes. A majority of students, 89 (82%), reported they 

practice tribal religion/customs such as: sweat baths, sun dance, 

clan uncle, medicine man, arrow tournaments, Native American 

church. To determine the students' self identified cultural 

orientation, the students were provided the definitions for 

traditional, transitional, and modern as described by Leininger 

(1978). In response to the question concerning the participants' self 

perceived cultural orientation, 44 (40%) participants viewed 

themselves as transitional, while 34 (31%) reported themselves to 

be of traditional orientation, 15 (14%) responded with modern 

orientation and 16 (15%) were undecided.

Binoe Eating Behaviors

Students were requested to indicate their binge eating 

behaviors. The students had been instructed that binge eating was 

defined as episodes of consuming great quantities of food in a short 

period of time. While 67 (61%) of the participants stated they did



not binge eat, 42 (39%) did report binge eating episodes. The age 

groups with the most students reporting binge eating behaviors were 

the 15-year-old for women and the 16-year-old for the men. The 

age groups with the lowest reported binge eating behaviors were 

17- and 19-year-old women and 15-year-old men (Table 4).
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Table 4. Prevalence of Binge Eating Behaviors.

Age Women
(n=49)

Men
(n=60)

Total 
(n=109)

14 years 4 8 1 2
Binge eaters 2 (50%) 3 (37.5%) 5 (41.6%)

15 years 20 9 29
Binge eaters 9 (45%) 2 (22%) 11 (37.9%)

16 years 15 17 32
Binge eaters 8 (53%) 6 (35%) .14 (43.7%)

17 years 5 12 1 7
Binge eaters 1 (20%) 5 (42% ) 6 (35.2%)

18 years 4 10 14
Binge eaters 2 (50%) 3 (30%) 5 (35.7%)

19 years 1 4 5
Percent for age group 1 (100%) 0 1 (20.0%)

The age of onset of binge eating behavior was reported from 

younger than 10 years to 15 years of age or older. A majority of the 

binge eating students, 32 (76%), indicated they began binge eating 

between 10 to 14 years of age. In addition, 5 (12%) stated they 

began binge eating younger than 10 years of age, and 5 (12%) stated 

they began at 15 years of age or older.

The frequency of the binge eating episodes was described by 

10 (53%) of the binge eating men and 13 (57%) of the binge eating
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women to occur 1 to 2 times per month. However, 3 students 

(women-2, men-1) reported that the binge eating episodes occurred 

almost every day. In addition, 8 vvomen and 4 men reported once a 

week binge eating episodes: Tfie length of the binge eating event 

was reported by 17 women and 14 men (74% of the binge eating 

students) to be 15 minutes to 1 hour: The remainder of the students, 

6 women and 5 men, describe^ their binge eating episodes to be 1 to 

4 hours in length (Table 5j:

Table 5. Description of Binge Eating Behaviors:

Characteristics Number Percent

Onset of Binge Eating:
Less than 10 years 5 12%
10 to 14 years 32 76%
15 years or older 5 12%

Frequency of Binge Eating:
Seldom 4 9%
Once or twice a month 23 55%
Once a week 12 29%
Almost daily 3 7%

Length of Binge Eating:
Less than 15 minutes 0 0%
15 minutes to 1 hour 31 74%
1 hour to 4 hours 11 26%
Greater than 4 hours 0 0%

In response to the statement describing the determinant to 

cessation of binge eating, 23 students reported binge eating until 

their stomachs felt full. Eight participants indicated they stopped 

binge eating when their stomachs felt painfully full, and 6



participants stopped when they couldn't eat anymore. When asked to 

describe their eating behavior when binge eating, 30 (71%) of the 

binge eaters replied they ate about the same as usual. In 

comparison, 5 responded they ate slower than usual and 7 indicated 

they ate very rapidly. In addition, 23 (55%) binge eating students 

reported they ate any type of food that was handy when binge eating. 

Only 2 students stated they craved a particular type of food ("junk 

food"), while 17 related eating high calorie foods that they would 

not otherwise eat.

The students were requested to indicate when they binge eat 

and the circumstances that were associated with or preceded an 

episode of binge eating. Twenty-two (52%) binge eating students 

indicated that their binge eating was associated with being around
r

other people. However, 17 (40%) reported they binge eat only when 

they are alone. Three (8%) students stated they made sure no one 

knew they were binge eating. A majority of binge eating students,

22 (52%), related that the binge eating episodes were not really
i '

associated with any particular thing. However, when describing 

circumstances preceding a period of binge eating, 13 indicated 

school was not going well, 10 reported having problems with 

friends, 6 responded that they had problems with relationships with 

family members, 6 stated that the family was experiencing 

disruptions, and 6 reported going off a strict diet. The total number 

of responses were more than 42 as the students were instructed to 

indicate all that applied and many had more than one response.

34
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For the study sample (n=109) 23 women and 19 men reported 

binge eating episodes. Of the 42 students reporting binge eating 

episodes 21.1% were women and 17.4% were men. When the rate for 

each gender group was analyzed separately, 46.9% of the women and 

31.7% of the men reported binge eating episodes.

In addition, 16 (47%) of the 34 students who indicated they 

were of traditional orientation reported binge eating episodes. Eight 

(53%) of the 15 students who indicated they were of modern 

orientation reported binge eating episodes. Although the number of 

students who reported traditional orientation were more than double 

the number who reported modern orientation, both groups were a 

small segment of the total sample. Additionally, 17 (38.6%) of the 

44 students who indicated they were of transitional orientation 

reported binge eating episodes.

Bulimic Behaviors

Bulimia is defined as an eating disorder characterized by 

frequent uncontrolled binge eating and then purging of food. In the 

previous section the findings concerning binge eating behaviors were 

discussed. This section will present data concerning purging 

behaviors and the students' attitudes toward food and weight 

control. The various purging methods evaluated during this study 

were induced vomiting, use of diuretics and/or laxatives, vigorous 

exercise and restrictive diets. Purging behaviors were only reported 

by the 42 students who also indicated binge eating episodes.



Induced vomiting was reported by 17 (40%) students (11 women, 6 

men) to occur sometimes after a binge. Only one woman student 

responded tq using diuretics qomefimes after binge eating, and two 

women indicated they sometimes used laxatives after a binge 

episode: Twenty (48%) students stated they sometimes exercise 

vigorously after a binge (12 Wprpepi 8 nnen), while 6 reported usually 

exercising vigorously and only I indicated always vigorously 

exercising after a binge.

The use of highly restrictive diets to control weight was 

reported only by the 42 students who also reported binge eating 

episodes. Six (14%) students indicated occasionally putting 

themselves on a highly restrictive diet and one (2%) reported almost 

constantly being on a highly restrictive diet for weight control. A 

majority of the students, 35 (84%)> responded they frequently put 

themselves on a highly restrictive diet for weight control. Of the 

participants, 35 (84%) responded they fast (go without food) for a 

period of time as part of their highly restrictive diet (22 women, 13 

men): The total hours of fasting rangecl from 2 hours to 72 hours, 

with the median of 10 hours and the mode of 8 hours (Table 6).

36
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Table 6. Hours of Fasting During Restrictive Diet;

Hours Women Men Total Percent

1 -8 12 5 I 7 48.6%
9 -1 6 6 4 i d 28.6%
17-24 3 4 7 20.0%
>24 1 0 1 2.8%
Total:
(n=35)

22 13 35 100.0%

To determine the students’ attitudes toward food and weight 

control, several questions focused on the students’ perceived body 

image, the importance of food; and feelings concerning their binge 

eating behaviors: To determine the students' possible 

dissatisfaction with their weight, the students' actual weight 

classifications and students' perceived weight classifications were 

assessed. Self-reported height and weight data were used to 

determine the probable weight classification for the participants.

All, students were assumed to be of medium frame to utilize 

the established height and weight tables (Appendix G). Individuals 

were considered overweight if current weight was greater than 

110% of weight for height and underweight if less than 85% of 

weight for height. Ten (9%) of the students were overweight, 65 

(60%) were normal weight, and 16 (15%) were underweight. The 

investigator was unable to determine weight classification for 18
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(16%) students as the students indicated they did not know their 

current weight and/or height (Table 7).

Table 7. Weight Classification with Current Weight and Height.

Weight Classification Women Men Total %

Overweight (>1.10) 3 7 10 9.0%
Normal Weight 30 35 65 60%
Underweight (c.85) 8 8 1 6 15%
Wt and Ht Unknown 
(n=109).

8 10 I 8 16%

To determine the students' perceived weight classification, 

the crude index measure of ideal weight (Lakin & McClelland, 1987) 

was utilized. If the student's ideal weight was less than 100% of 

current weight (determined by dividing the ideal weight by the 

current weight), the student was determined to have a self 

perceived body image of being overweight. Fifty-three (49%) of the 

participants perceived themselves to be overweight, but only 8 (15% 

of the 53) were actually overweight when assessed with the weight 

to height tables. Although 53 students' ideal weight was less than 

their current weight, only 48 (44%) students reported they had a 

weight problem and were overweight, in addition, all 42 of the 

students who reported binge eating perceived themselves to be 

overweight (Table 8). in addition, 43 (39%) of all participants 

(n=109) stated they had at least one family member who was 

overweight. Fifteen (35.7%) of the binge eating students (n=42)
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reported having one family member who was overweight and 7 

(16.7%) indicated both parents were overweight.

Table 8. Ideal Weight Compared to Current Weight for Binge Eating 
Students.

Characteristics Women Men Total

Perceived Overweight.
Current Weight Classification

23 (54.7%) 19 (45.3%) 42

Overweight 3 (13%) 2 (11%)
Normal weight 1 7 (74%) 14 (74%)
Underweight 3 (13%) 3 (15%)

Several attitudinal factors were involved in bulimic behaviors. 

The students (n=109) were requested to indicate the importance of 

food compared to their other interests. Twenty-three (21%) men and 

16 (14.6%) women reported food was important compared to other 

interests. Also, 18 (16.5%) men and 22 (20%) women responded that 

food was no more important than their other interests. Thirteen 

(11.9%) men and 8 (7.3%) women reported that food was less 

important to them than their other interests. However, 6 (5.5%) men 

and 3 (3%) women indicated food was very important compared to 

other interests. For those 42 students who indicated episodes of 

binge eating, 19 (45.5%) women and 13 (30.9%) men reported food 

was important compared to other interests. In addition, 3 (7.1%) 

women and 6 (14.2%) men indicated food was very important to them 

compared to their other interests. One woman binge eater reported 

that food was no more important to her than her other interests.
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One of the altitudinal factors associated with bulimic behavior is 

the concern with unwanted thoughts of food or eating. Twenty-five 

(59.5%) of the binge eating students reported that they were 

occasionally bothered by unwanted thoughts of food or eating.

Seven responded that they were frequently bothered by unwanted 

thoughts of food and 3 reported that they were almost constantly 

being bothered by unwanted thoughts of food or eating.

Several questions focused on the feelings of lack of control 

over binge eating episodes and feelings resulting from binge eating. 

The following responses are only for the 42 students (men and 

women) who reported binge eating episodes. Sixteen students (38%) 

reported that they were not bothered by their binge eating episodes 

(10 men, 6 women). An additional 38% (7 men, 9 women) reported 

that they were bothered a little by their binge eating. However, 3 

women indicated they were moderately concerned, and 7 (2 men, 5 

women, or 16.7%) reported their binge eating was a major concern to 

them. When requested to indicate their feelings of control during a 

binge, 25 (15 men, 10 women, or 59.5%) reported that they could 

control the eating if they chose. Eleven (4 men, 7 women, or 26.2%) 

indicated they had some control over their eating, while 6 (14.3%) 

women reported that they felt completely out of control.

Students who reported binge eating also reported how they felt 

after their binge eating episodes. Nineteen students (13 men, 6 

women, or 45.2%) reported they did not feel depressed after a binge. 

In addition, 10 students (4 men, 6 women, or 23.8%) indicated they 

felt mildly depressed after a binge episode, 7 students (1 man, 6



women, or 16.7%) reported that they felt moderately depressed, and 

6 students (1 man, 5 women, or 14.3%) responded they felt very 

depressed after a binge eating episode.

Binae Scale Scores

The Binge Scale is a tool that can be used to determine an 

individual’s tendencies and risk level for diagnosis of bulimia. The 

students' (n=109) responses were rated utilizing the Binge Scale 

Score. The students' actual number score ranged from 0 to 17 

(women 0 to 17, men 0 to 15). The women had a higher mean score
I

(8.43) than the men (5.0). A Hest indicated a highly significant 

difference between the women and the men (t=2.73, p. value=.009). 

The scores were rated according to the quantified ranges of severity 

as developed by Wolf and Crowther (1983). A total of 67 students 

had 0 for a binge scale score. The remaining 42 students (38.5%) had 

scores rated from mild to high bulimic tendencies (Table 9).
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Table 9. Students' Binge Scale Score.

Binge Scale Score Range Women Men

No Bulimic Tendencies 
(score = 0)

26 (23.8%) 41 (37.6%)

Mild Bulimic Tendencies 
(score 1 to 5)-

7 (6.4%) 1 3 (11.9%)

Moderate Bulimic Tendencies 
(score 6 to 9)

5 (4.5%) 4 (3.6%)

High Bulimic Tendencies 
(score 10 or more)

1 1 (10%) 2 (1.8%)

Total 49 (44.7%) 60 (54.9%)

Participants were designated as bulimic by using the DSM-IIIR 

criteria and the symptom severity levels established by Hawkins and 

Clement (1980) in the Binge Scale (score of 10 or more). With the 

Binge Scale criteria, 15 (13.7%) participants (11 women, 4 men) 

were classified as bulimic. Their mean age was 15.8 and a modal 

age of 16. When the DSM-IIIR criteria for bulimia (which requires 

weekly binge episodes) were applied, only 6 (5.5%) participants (5 

women, 1 man) were classified as bulimic.
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QHAPTER 5

DISCUSSION AND CONCLUSIONS

The purpose of this study was to describe the patterns of binge 

eating and bulimic behaviors in an adolescent population in a 

Northwest Plains Indian tribe. This study was an exploratory, 

descriptive study which used a questionnaire to assess the binge 

eating and bulimic behaviors of a high school population. The sample 

consisted of 109 participants who had parental consent to 

participate in the study: The study was conducted in the classrooms 

in a high school located within the reservation boundaries of a 

Northwest Plains Indian tribe. This chapter interprets the findings 

and compares them with results from previous studies related to
j

adolescent binge eating and bulimic behaviors. The chapter also 

discusses the study limitations; implications for nursing practice, 

and recommendations for future research.

Discussion
I

The results of this study indicated that 39% of the students 

(n=109) surveyed reported binge eating. This overall percentage is 

lower than the percentages of adolescent students who reported 

binge eating in previous studies, ranging from 46% to 87% (Crowther 

et al., 1985; Killen et al., 1987): In addition, the percentages for 

weekly (11%) and daily (2:7%) binge eating were lower than the
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ranges for weekly (21% to 24%) and daily (4.9% to 10.4%) binge 

eating reported in previous studies (Crowther et al., 1985; Johnson 

et al., 1984; Lakin & McClelland, 1987). The differences in these 

percentages may be explained by the use of different items 

measuring binge eating in previous studies. The differences in these 

percentages may also be explained as the indirect result of the 

lower economic status of this Native American population. The 

National Center of Health Statistics (1986) reported the average 

family income level to be at the lower income or poverty level. 

Therefore, the ability to purchase or obtain food items for a binge 

may be limited for this Native American adolescent population. It 

also seemed, possible that the prevalence for binge eating may be 

lower for this Native American adolescent population as a result of 

unknown cultural factors.

The data from this study agreed with data from previous 

studies that women have a higher prevalence rate for binge eating 

than men. This study indicated 46.9% of the women participants 

(n=49) reported binge eating episodes compared to 31.7% of the men 

participants (n=60). In previous studies the women were reported to 

have a higher prevalence rate than men, with the differences in the 

rates ranging from 8% to 26% (Dupont, 1984; Halmi et al., 1981;

Killen et al., 1987; Lakin & McClelland, 1987). Previous studies have 

postulated binge eating and bulimic behaviors to be more prevalent 

in women than men because there is greater social pressure on 

women to be thinner and to attain the ideal body shape (Boskind- 

White & White, 1986; Crowther et al., 1985; Marx, 1991). In



addition, a previous study reported that women are predisposed to 

binge eating and bulimic behaviors for biological reasons (Wardle & 

Beinart, 1981). The present study also found a highly significant, 

difference in the prevalence rate for binge eating behaviors between 

the women and the men (t=2.73, p. value=.009). However, the findings 

from this study did not enable the investigator to postulate a reason 

for the higher prevalence of binge eating behavior in' women 

compared to men.

The age of onset for binge eating episodes in this sample 

ranged from younger than 10 years to 15 years of age with a 

majority of both men and women students (76%) reporting binge 

eating episodes beginning between 10 and 14 years of age. Lakin and 

McClelland (1987) also reported that a majority of their adolescent 

sample (55%) indicated that binge eating episodes began between 10 

and 14 years of age. This finding was important because the latter 

was the only study found in the literature to be conducted with both 

genders in an adolescent population.

The data for age of onset for binge eating episodes in two 

studies conducted with adolescent women (only) indicated the 

average age to be 15 to 19 years of age (Crowther et al., 1985; 

Johnson et al., 1984). The difference in the reported age of onset 

may be explained by the utilization of different instruments which 

have different questions assessing the onset of binge eating. The 

majority of previous studies with adolescent and college 

populations were conducted with one gender (women) (Crowther et 

al.; Halmi et al., 1981; Johnson et al., 1984; Pyle et al., 1986). This
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provided limited data available to compare the findings from the 

present study and previous studies concerning the age of onset for 

binge eating for adolescent men.

This study’s findings did agree with the literature data that 

indicated binge eating behaviors occur most frequently in women 

who are adolescent or young adults. As modern American society’s 

infatuation with slimmess influences the Native American society, a 

cultural conflict develops. In an attempt to cope with American 

social pressure toward thinness and Native American family 

pressure toward obesity, some Native American adolescents may 

become involved in the binge-purge cycle. In addition, this study’s 

reported lower age of onset may be the result of unknown cultural 

factors.

The frequency of the binge eating episodes was described by 

55% of the binge eating students (10 men, 13 women) to occur 1 to 2 

times per month. In addition, 12 binge eating students reported 

binges to occur weekly and 3 reported the binges to occur daily. In 

addition, the findings concerning 1 to ,2 monthly binge eating 

episodes are higher than the rates reported by Crowther et al. (1985) 

and Lakin and McClelland (1987) in their studies conducted with 

adolescent populations. However, the percentages for the 

occurrence of weekly or daily binge eating episodes are within the 

percentages reported by Crowther et al. and Lakin & McClelland in 

their studies. Although the findings from this study suggested a 

lower prevalence rate for binge eating, the findings indicated a



higher rate for 1 to 2 monthly binge eating episodes for those who 

binge eat compared to the rates for binge eaters in other studies.

The length of the binge episodes were reported by the binge 

eaters in this study to last from 15 minutes to 1 hour (74%) and 

from 1 to 4 hours (26%) in duration. These percentages are within 

the ranges described in previous studies (Cauwels, 1983; Fairburn & 

Cooper, 1982; Halmi et al., 1981; Lakin & McClelland, 1987; Pyle et 

al., 1981). It is important to identify the frequency and duration of 

binge eating episodes as bulimia has been described by Hawkins and 

Clement (1980) as a progressive eating disorder from short binge 

eating episodes, to longer binge eating episodes, to the occurrence 

of the gorging-purging cycle. The findings from this study suggested 

a majority of the binge eaters are in the early stages in the 

development of the gorging-purging cycle as described by Hawkins 

and Clement. This was evident with 55% of the binge eaters 

reporting binge eating infrequently (1 to 2 times per month) and 74% 

reporting binge episodes that last 15 to 60 minutes.

The findings from this study provided data concerning the 

characteristics of eating behaviors when binge eating. The data 

were provided by the 42 students who reported binge eating 

episodes. A majority (30) of the binge eaters indicated they ate at 

about the same pace as usual during a binge, and 7 reported eating 

very rapidly during a binge. This finding is comparable with the data 

from a previous study that reported only 10% of the binge eaters ate 

very rapidly during binge eating episodes (Kagan & Squires, 1984). A 

little more than half of the binge eating students (55%) reported
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that they ate any type of food that was handy during a binge episode. 

In addition, 40% of the binge eating students indicated that during a 

binge they ate high calorie foods that they would not normally eat. 

These findings are comparable with the data from previous studies 

in the literature which reported individuals ate high calorie, 

forbidden foods during binge eating episodes (Dupont, 1984; Lakin & 

McClelland, 1987; Pyle et al., 1981). The data from this study also 

were comparable to. the data from previous studies that reported 

some binge eaters very rapidly consumed any type of food handy 

during a binge, while others simply turned a regular meal into a 

binge by enlarging the amount of food eaten and consuming these 

larger portions at their normal pace for eating (Bruch, 1973;

Cauwels, 1983; Herzog & Copland, 1985). These findings suggested 

that the binge eating behaviors present in this study’s sample are 

similar to the previously described characteristic eating behaviors 

during binge eating episodes.

The binge eating students were requested to indicate when 

they binge eat and the circumstances that are associated with or 

precede an episode of binge eating. A little more than half (52%) of 

the binge eating students reported that they binge eat when they are 

around other people, 40% reported that they binge eat only when they 

are alone, and 8% stated they made sure no one knew they were binge 

eating. The finding that 52% of the binge eaters binge eat around 

other people was a significant finding. Previous studies reported 

binge eating and bulimic behaviors to be secretive behaviors 

(Brownell & Foreyt, 1986; Comerci & Williams, 1985; Gormally,
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1984; Herzog & Copeland, 1985; Mitchell & Pyle, 1985). There were 

no data from this study that indicated why this finding occurred. 

However, it may be speculated that this was an indication of an 

early stage in the severity continuum of binge eating. Also, this 

tribe’s custom of having large feasts at any social gathering, from 

family birthday parties to community gatherings, may have provided 

a precipitating factor or opportunity to binge eat, as foods are 

easily accessible and large quantities of food are available. In 

addition, the individuals attending a social gathering are expected to 

eat a large amount of all foods provided by the host family.

A little more than half (52%) of the binge eating students 

indicated that the binge eating episodes were not associated with or 

connected to any circumstances or events. Forty-eight percent of 

the binge eating students in this study reported several 

circumstances when describing what preceded a binge eating episode 

(school was not going well, students were having problems with 

relationships with their friends or family members, and the family 

was experiencing disruptions). Bruch (1973) described binge eaters 

in whom the problem of binge eating was related to a strong desire 

to eat without any sense of hunger. In addition, a previous study 

reported that “emotional binge eating” was more widespread than 

the binge-purge syndrome (Kagan & Squires, 1984). The 

questionnaire utilized for the present study did not provide data to 

enable the investigator to determine what percent of binge eaters 

may be “emotional binge eaters” and what percent were in the 

various stages of the binge-purge syndrome. In addition, six binge



eaters reported that binge eating was preceded by going off a strict 

diet. Previous studies reported that binge eating episodes typically 

began after unsuccessful attempts at restrictive dieting (Casper et 

al., 1980; Cauwels, 1983; Fairburn, 1982; Johnson & Berndt, 1983). 

The data from this study and previous studies suggested that some 

binge eaters desire to be slim, begin a restrictive diet, and 

experience an intense temptation to eat which cannot always be 

resisted. When the binge eaters lose control of their restrictive 

diets, the binge eating episodes ensue.

This study surveyed the percentages for the various methods 

of purging. Purging behaviors were only reported by students who 

also indicated binge eating episodes (n=42). The percentages for the 

entire sample (n=109) who reported using the various purging 

methods for weight control were: induced vomiting - 15.5%, 

laxatives - 1.8%, diuretics - 1%, excess exercise - 24.7%, 

restrictive diets - 38.5%. The percentages for the various purging 

methods, except the highly restrictive dieting, were within the 

ranges reported by studies concerning adolescents (Dupont, 1984; 

Johnson et al, 1984; Lakin & McClelland, 1987). For example, the 

percentages for induced vomiting were reported to be from 9% to 

16%, and the rates for laxative abuse were from 1% to 6%. There 

were no data available for diuretics abuse by adolescents in the 

literature review. The findings from this study suggested the rate 

for induced vomiting to be near the upper limits of the previously 

reported ranges for induced vomiting and the rate for laxatives and 

diuretics abuse to be at the lower limits of the previously reported
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ranges for laxatives and diuretics abuse. The findings from this 

study also indicated a higher rate of highly restrictive dieting 

(fasting) for weight control after binge eating compared to the data 

of previous studies in the literature (Dupont; Johnson et al., 1984; 

Lakin & McClelland).

The investigator speculated that the lower income to poverty 

income levels of the adolescents and their families prohibit the 

adolescents’ purchase of laxatives or diuretics. Although both 

prescription and non-prescription laxatives and diuretics are 

available at the Indian Health Service pharmacy at no cost to the 

adolescents, the acquisition of these drugs is documented on the 

adolescents’ medical records. Therefore, since the purging 

behaviors are usually secretive behaviors, it is speculated the 

adolescents would tend to utilize purging methods such as induced 

vomiting and highly restrictive dieting that would not require 

documentation in their medical records. The investigator also 

speculated that the findings concerning the high rate of highly 

restrictive dieting (fasting) may be the result of cultural factors. 

Several tribal rituals, such as vision quests, sun dance, and Tobacco 

Society, utilize fasting as part of the rituals (Lowie, 1954).

This study surveyed the different attitudinal indicators for 

binge eating and bulimic behaviors, such as discrepancies between 

current and ideal body weight, feelings of depression after a binge, 

and feelings of loss of control over eating. Fifty-three (49%) of the 

entire sample reported they were overweight, when actually only 8 

(7%) were overweight. An interesting finding was that all 42



students who indicated they binge eat also perceived themselves to 

be overweight. However, only 5 (11.9%) binge eaters were classified 

overweight according to established weight to height tables. A 

majority of the binge eating students (31 or 73.8%) were of normal 

weight. These data suggested that these binge eating students may 

have a distorted body image.

These findings agree with the data from previous studies 

(Fairburn & Cooper, 1982; Halmi et al., 1981; Pyle et al., 1981).

Halmi et al. found in their study that 66.2% of the participants 

reported their weight classification as overweight, but only 22.2% 

were actually overweight. The investigator speculated that this 

body image may be related to modern American society’s obsession 

with thinness. As weight gain during or following puberty occurs, 

the adolescents develop fear of excess weight gain and 

dissatisfaction with their body shape. This results in the pursuit of 

thinness with highly restrictive dieting. Then, as the adolescents 

are unable to maintain the highly restrictive diet, the overconcern 

with weight and weight control begins.

Several findings from this study indicated that certain 

personal psychological traits were characteristic of bulimic 

individuals. Forty-one binge eating students (97.6%) indicated that 

they were preoccupied with food and felt food was more important 

than their other interests. These findings agreed with data from 

previous studies that reported bulimics have a preoccupation with 

food and are always thinking of eating (Fairburn & Cooper, 1982; 

Herzog, 1982; Pyle et al., 1981). Bulimics place such a high level of
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importance on food that thoughts of food interfere with their 

everyday interests and activities.

Seventeen students (40.5%) who reported binge eating reported 

that they felt they could not control their eating during a binge. 

Previous studies reported bulimics feel a loss of control related to 

their eating behaviors (Johnson et ah, 1983; Mitchell & Pyle, 1985). 

As a result of the feelings of loss of control and inability to stop 

eating, bulimics indicated a high level of depression and anxiety as 

their weight increased or as they got involved in the binge-purge 

cycle (Fairburn, 1980; Killen et ah, 1987). The findings from this 

study reported that 23 binge eating students (54.8%) indicated that 

they felt mildly to very depressed after a binge episode. However,
i

the students’ definition for the term depressed was not elicited 

with the data available from this study. Depressed may have been 

defined by the students to mean unhappy, sad, hopeless, or forlorn. 

The investigator surmised that the findings of this study only 

indicated that the binge eating students felt some level of 

unhappiness after binge eating episodes. With the limited data from 

this study, the binge eating students cannot be described as 

depressed or having any of the symptoms for diagnosis of depression 

as stated by the American Psychiatric Association.

The findings from this study agreed with the data from 

previous studies that specific emotional responses or attitudinal 

indicators are present in individuals with binge eating and bulimic 

behaviors. However, no findings were available from this study or 

previous studies to determine whether these emotional responses or
■ I
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altitudinal indicators were contributing factors to the development 

of bulimic behaviors or the result of binge eating and bulimic 

behaviors in adolescents. However, a knowledge that these 

indicators are present in binge eating and bulimic adolescents 

enables health care providers to make an early diagnosis and use 

appropriate primary and secondary preventive measures.

The estimated prevalence rate for bulimic behavior in this 

study was determined by the participants' Binge Scale Score, which 

is based on the DSM-III criteria for bulimia diagnosis. With these

criteria, 15 (13.7%) students (11 women, 4 men) were classified as
i

bulimic. However, the DSM-IIIR criteria restricts binges to weekly 

episodes, and when applied, only 6 students were classified as 

bulimic. The findings of this study, utilizing the Binge Scale scores, 

indicated a significantly greater percentage of bulimic behavior for 

the women (22.4%) compared to the men (6.6%). These percentages 

are higher than the ranges of 7.8% to 19% for women and 1.4% to 

6.1% for men reported by previous studies, which used the DSM-III 

criteria (Halmi et al., 1981; Lakin & McClelland, 1987; Mitchell & 

Pyle, 1985). The DSM-IIIR criteria for bulimia are the current 

criteria recommended for the diagnosis of bulimia. However, many 

of the previous studies in the literature review were completed 

before the development of the DSM-IIIR and therefore utilized the 

DSM-III or Russell’s criteria for the determination of prevalence 

rates for binge eating and bulimic behaviors. The investigator 

utilized the DSM-III criteria to determine the prevalence rate for 

bulimic behaviors since previous studies with adolescent



populations also utilized the DSM-lll. This enabled the investigator 

to determine if the sample prevalence rate for bulimic behaviors 

was comparable to prevalence rates found in previous studies.

The investigator speculated that the higher prevalence rate for 

bulimic behavior may be related to the cultural conflict resulting 

from two social pressures, modern American society’s infatuation 

with slimness and Native American society’s conviction that obesity 

is healthy. In an attempt to cope with both sets of expectations, the 

Native American adolescents may become involved in the binge- 

purge cycle. In addition, there may exist unknown cultural factors 

which were not elicited by the instrument used in this study.

The findings of this study indicated that 47% of the traditional 

orientation students and 53% of the modern orientation students 

reported binge eating episodes. The differences in the rates were 

small, and it was not possible to report a significant difference in 

the prevalence rates for binge eating in the traditional orientation 

students compared to the modern orientation students. However, a 

serendipitous finding was that 42.4 % of the students who indicated 

either modern orientation or transitional orientation also reported 

binge eating episodes. There were no previous studies in the 

literature to evaluate if these percentages were within a normal 

range. In addition, the study sample was from one Native American 

tribe, and the findings may not hold true for studies involving Native 

American adolescents from other tribes.
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In summary, the findings in this study identified the 

prevalence and characteristics of binge eating and bulimic behaviors 

in a select Native American adolescent population. The data 

indicated a lower prevalence rate for binge eating in this study's 

sample compared to prevalence rates reported in previous studies 

completed with adolescent populations (Crowther et al., 1985; 

Johnson et al., 1984; Lakin & McClelland, 1987). The characteristics 

of the binge eating behaviors were equivalent to the characteristics 

reported in the literature except for the finding that a little more 

than half of the binge eating students reported that they binge eat 

when they are around other people. The investigator speculated that 

this finding was related to the tribal custom of having large feasts 

at any social gathering thus providing a precipitating factor or 

opportunity to binge eat.

Utilizing the Binge Scale scores, the findings from this study 

indicated higher prevalence rates for bulimic behaviors in both 

genders compared to rates reported in previous studies completed 

with adolescent populations (Halmi et al., 1981; Lakin & McClelland, 

1987; Mitchell & Pyle, 1985). The purging behaviors were equivalent 

to the purging behaviors reported in previous studies except for the 

finding of a high rate for the use of highly restrictive dieting 

(fasting) for weight control after binge eating. The investigator 

speculated that this finding was the result of low economic status



of this Native American adolescent population and cultural factors 

such as the practice of fasting during various tribal rituals,

The data of this study indicated a small difference in the rates 

for binge eating episodes in traditional orientation students and 

modern orientation students. There were no previous studies found 

in the literature completed with Native American adolescent 

populations to evaluate if these rates were within normal ranges.

The findings suggested that emotional and altitudinal 

indicators reported in previous studies are also present in this 

study's Native American adolescents who reported binge eating and 

bulimic behaviors (Comerci & Williams, 1985; Herzog, 1982;

Mitchell & Pyle, 1985). However, whether these indicators are 

contributing factors to the development of bulimic behaviors or the 

result of binge eating and bulimic behaviors was not determined by 

the data from this study. In addition, the survey questionnaire did 

not elicit data regarding cultural factors that may influence the 

binge eating and bulimic behaviors. The investigator did speculate 

that several cultural beliefs and rituals may influence binge eating 

and bulimic behaviors in this select Native American adolescent 

population.

The literature is limited in the number of previous studies 

completed with adolescent populations and no studies were found 

concerning binge eating and bulimic behaviors in Native American 

populations. Data from the present study contributed to a better 

understanding of the eating behaviors in one small specific Native 

American adolescent population. In addition, the data provided a
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baseline for future studies concerning binge eating and bulimic 

behaviors in Native American adolescents.

Limitations of the Study

The findings from this study have at least two limitations. 

First, all prevalence estimates were based on self-reports that 

were not independently validated. Second* although these findings 

appeared to be true for this sample of adolescent Native American 

students of one Northwest Plains Indian tribe, they may not 

represent valid estimates of the binge eating and bulimic behaviors 

of all Native American adolescents. In addition, the secretive 

aspects of binge eating and bulimic behaviors may have resulted in 

lower estimates than actually exists.

Implications for Nursing Practice

Review of the literature demonstrated that there are no data 

concerning binge eating and bulimic behaviors in Native American 

adolescent populations. The impact of this study was the 

recognition of the similarities and differences regarding the 

prevalence and characteristics of binge eating and bulimic behaviors 

in a select Native American adolescent population and other 

populations previously studied. To provide culturally appropriate 

nursing interventions, the nurse should not only have a knowledge 

base concerning binge eating and bulimia, but should also have an 

understanding of the possible cultural beliefs and practices that can
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influence these eating behaviors. As nurses become more aware of 

the characteristics of binge eating and bulimic behaviors and 

cultural factors that may impact on these characteristics, they can 

develop culturally sensitive assessment guidelines for early 

diagnosis and implement nprsing interventions based on cultural
I

values and customs.

Review of the literature demonstrated that only recently 

bulimia has been classified as a distinct eating disorder, with the 

diagnosis based on attitudes and style of eating behavior rather than 

weight status (American Psychiatric Association, 1987).

Nationally, bulimia has become more prevalent in the last 10 to 15 

years. Because of this increased prevalence and the need for 

knowledge and understanding of this eating disorder, information on 

prevalence and characteristics of binge eating and bulimia would be 

appropriate for inclusion in nursing curricula. This study provided 

additional data on the binge eating and bulimic behaviors of a small 

specific cultural group, specifically Native American adolescents.

These data can be added to the current nursing literature to increase
i

the knowledge concerning binge eating and bulimic behaviors in 

other ethnic populations.

Findings from this study as well as data from previous studies 

with the adolescent population indicated that binge eating normally 

begins in early adolescence or in pre-adolescence (Crowther et al., 

1985; DuPont, 1984; Johnson et al,, 1984; Lakin & McClelland, 1987). 

These data suggested that an opportunity exists to prevent and 

reduce binge eating and bulimic behaviors. Nursing can be involved



in developing and implementing preventive measures to reduce the 

initiation of the binge eating and bulimic behaviors. School nurses 

and public health nurses have direct contact with adolescents in the 

school and community settings. These nurses can have a key role in 

the development and implementation of primary prevention programs 

directed toward the adolescent population. These culturally 

sensitive programs can involve promotion of healthy weight control 

practices, education about appropriate nutrition, and education to 

assist adolescents to understand and achieve realistic expectations 

about their weight and body shape.

Nurses can play an important role in educating health care 

providers, teachers, parents, and even adolescents to recognize the
i

early signs and symptoms of binge eating and bulimic behaviors, 

which would include distorted perception of weight, preoccupation 

with food, and excessive or restricted eating practices. These 

characteristics are warning signals that secondary preventive 

health measures are needed. This awareness in the teachers, 

parents, and the adolescents themselves would enable early referral 

to health care providers, who can initiate early secondary preventive 

health measures to prevent or reduce the severe consequences of 

bulimia. Because nurses have opportunities to listen to, observe, 

and interact with adolescents in schools, homes, and clinical 

settings, they have an important role in preventing the serious 

complications of binge eating and bulimic behaviors.
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A review of the literature indicated limited studies concerning 

binge eating and bulimic behaviors in the adolescent population.

This study provided data concerning binge eating patterns and 

bulimic behaviors in a specific sample of Native American Indian 

adolescents. However, the data may not hold true for Native 

American adolescents from other tribes or adolescents from other 

ethnic populations. Future studies are needed to assess the binge 

eating and bulimic behaviors in other cultural groups, specifically 

other Native American tribes, to determine if the findings in this 

study apply to adolescents of other tribal origins.

The present study raised new questions such as the presence 

of unknown cultural factors or rituals that may impact on the 

prevalence and characteristics of binge eating and bulimic behaviors 

and the degree of impact the Native American cultural views of ideal 

body shape have on the development of binge eating and bulimic 

behaviors. Future studies are needed to address these questions. 

Gaining knowledge about an individual's cultural background can 

promote feelings of respect and an understanding of the individual's 

beliefs, behaviors and attitudes. Such knowledge also can enable 

health care providers to provide health care that is culturally 

sensitive and more acceptable to the individuals.

Additional studies are needed with binge eating and bulimic 

adolescents to gain an understanding of the specific characteristics 

which differentiate binge eaters and bulimic individuals. Future
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studies are also heeded to !determine when and why a binge eater 

begins tp exhibit other bulimic behaviors.

A longitudinal study of this select Native American adolescent 

population as they continue through the subsequent stages of 

development and maturation is needed- The data would clarify 

whether binge eating and bulimic behaviors arp a temporary 

occurrence related to the developmental stages of adolescence or a 

more long-standing concern among individual adolescents. The data 

generated could provide information concerning whether the 

prevalence for ,binge eating and bulimic behaviors for this select

Native American adolescent population increases, decreases, or
I

remains the same as the group completes high school and enters 

either the college setting or remains in the community setting. This

knowledge could be used in the development and implementation of
i

primary and secondary preventive health measures.
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The University of Iowa
lowa City, lowa 52242

Coiiepe o' Nursinc

31S.C25-7C1E 
=AX 3lS.22r-999C

w r

October 2 ° ,  1991

Ms. Luar.c K. Auker 
621 M. Cheyenne 
Hardin, Mt. 5903:

Dear Luana.-

Enclosed please find a copy of the tool used in my binge eating 
and bulimic behaviors study. As yon may recall from our telephone 
conversation, I suggest that you contact Dr. Raymond Hawkins at the 
Austin Texas Mental Health Association to obtain his permission to use 
the sections of my tool which were derived from his work. His telephone 
number is 512-459-4101.

Ktne of the items in the questionnaire constitute the Hawkins and 
Clement Binge Scale. I have marked those items on the tool and have 
indicated the scoring format for them.

Good luck to you in progressing with your thesis topic. I am 
looking forward to hearing from you, as I'm very curious about differences 
among different cultural groups with respect to binge eating and 
bulimia.

Sincerely yours,

V
Jean A.. Lakin, M P H , Ph.D. 
Associate Professor

R. K.
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I would like permission to use the nine items from the Hawkins and 
Clement Binge Scale for my study. In return for the use of these nine 
items, I would furnish you with a copy of the data I obtain and a copy 
of my completed thesis.

Thank you for your consideration in this matter.

Sincerely,

Luana M. Auker 
621 N. Cheyenne 
Hardin, Mt. 59034

cc: Dr. Sharon Leder

Austin
Mental Health 
Associates

I K n .v  1 Inwkmx1 I’h.I).
; Unni-.i! I\y u iiii„u ,s,

T  lm M iM ,K ' IX.l, Xl i i X,,,,,. in.|
niKNi,.- ,,-Xlls 7,XT 11 .,  s , I  .m ) |
An n i l , ! , Al lslm K1.,.,,,,,.,! U , „ K ,
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E A T I N G  B E H A V I O R S  A N D  W E I G H T  C O N T R O L  S U R V E Y
T H I S  S U R V E Y  I S  D E S I G N E D  T O  G A T H E R  I N F O R M A T I O N  A B O U T  B E H A V I O R S  A N D  
A T T I T U D E S  T O W A R D  F O O D  A N D  W E I G H T  C O N T R O L .
I N S T R U C T I O N S :  F o r  e a c h  q u e s t i o n ,  p u t  y o u r  a n s w e r s  o n  t h e  l i n e s
t h a t  a r e  p r o v i d e d  o r  c i r c l e  t h e  n u m b e r  o f  t h e  r e s p o n s e  t h a t  m o s t  
c l o s e l y  r e p r e s e n t s  y o u r  o w n  s i t u a t i o n .  G i v e  o n l y  o n e  ( I )  
r e s p o n s e  f o r  e a c h  q u e s t i o n  u n l e s s  o t h e r w i s e  d i r e c t e d .

Q l  W h a t  i s  y o u r  a g e ?
_ _ _ _  y e a r s

Q 2  W h a t  i s  y o u r  d a t e  o f  b i r t h ?
' m o n t h .  _ _ _ _  d a y ,  _ _ _ _ y e a r

Q 3  W h a t  i s  y o u r  s e x ?  • ( C i r c l e  r e s p o n s e )
I  M a l e  2  F e m a l e

Q 4  W h a t  i s  y o u r  c u r r e n t  g r a d e  l e v e l ?  ( C i r c l e  r e s p o n s e )

1  F r e s h m a n
2  S o p h o m o r e
3  J u n i o r
4  S e n i o r

Q 5  H o w  f r e q u e n t l y  d o  y o u  p a r t i c i p a t e  i n  a t h l e t i c  o r  p h y s i c a l  
f i t n e s s  a c t i v i t i e s ?  ( C i r c l e  r e s p o n s e )

Q 6

1  M o r e  t h a n  o n c e  e a c h  d a y
2  3 - 5  t i m e s  p e r  w e e k
3  O n c e  a  w e e k
4  S e l d o m
5  N e v e r

P l e a s e  l i s t  t h e  t y p e s  o f  a t h l e t i c  p r o g r a m s  o r  p h y s i c a l  
f i t n e s s  a c t i v i t i e s  t h a t  y o u  p a r t i c i p a t e  i n  a t  l e a s t  t h r e e  o r  
m o r e  t i m e s  a  w e e k .  ( E x a m p l e s  m i g h t  b e  s o m e  k i n d  o f  t e a m  
s p o r t ,  a e r o b i c s ,  b i k i n g ,  w r e s t l i n g ,  d a n c e , e t c . )

Q 7  W h a t  i s  y o u r  c u r r e n t  h e i g h t ?  ( w i t h o u t  s h o e s )  I f  y o u  d o n  t  
k n o w ,  t h e n  c i r c l e  I  d o n ' t  k n o w .

Q8

_ _ _ _ f e e t ,  _ _ _ _ i n c h e s  I  d o n ' t  k n o w
W h a t  i s  y o u r  c u r r e n t  w e i g h t ?  ( w i t h o u t  c l o t h i n g )  I f  Y o u  d o n ' t  
k n o w , t h e n  c i r c l e  I  d o n ' t  k n o w .

_ _ _ _  p o u n d s  I  d o n ' t  K n o w
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Q 9

Q l O

Q l l

Q 1 2

Q 1 3

Q l  4

W h a t  i s  t h e  h i g h e s t  w e i g h t  y o u  e v e r  r e a c h e d  d u r i n g  t h e  p a s t  
y e a r ?  I f  y o u  d o n ' t  k n o w ,  t h e n  c i r c l e  I  d o n ' t  k n o w .

_ _ _ _  p o u n d s  I  d o n ' t  k n o w
W h a t '  i s  t h e  l o w e s t  w e i g h t  y o u  e v e r  r e a c h e d  d u r i n g  t h e  p a s t  
y e a r ?

_ _ _ _  p o u n d s  I  d o n ' t  k n o w
W h a t  d o  y o u  c o n s i d e r  t h a t  y o u r  i d e a l  w e i g h t  s h o u l d  b e  f o r  
y o u r  o w n  a g e ,  s e x ,  a n d  h e i g h t ?  I f  y o u  . d o n ' t  k n o w ,  t h e n  
c i r c l e  I  d o n ' t  k n o w .

_ _ _ _  p o u n d s  I  d o n ' t  k n o w
A t  t h e  p r e s e n t  t i m e  d o  y o u  c o n s i d e r  y o u r s e l f :  ( C i r c l e
r e s p o n s e )

1  V e r y  m u c h  u n d e r w e i g h t
2  U n d e r w e i g h t
3  W i t h i n  n o r m a l  r a n g e  w e i g h t
4  O v e r  w e i g h t
5  V e r y  m u c h  o v e r w e i g h t

D o  y o u  t h i n k  y o u  h a v e  a  w e i g h t  p r o b l e m ?  ( C i r c l e  r e s p o n s e )
I  Y e s  2  N o

I F  Y O U R  A N S W E R  T O  Q 1 3  W A S  Y E S ,  A N S W E R  Q 1 3 A ;  I F  I T  W A S  N O , .  G O  
O N  T O  Q 1 4 .

Q 1 3 A  I f  y e s ,  h o w  o l d  w e r e  y o u  w h e n  y o u r  w e i g h t  p r o b l e m  
b e g a n ?  I f  y o u  d o n ' t  k n o w ,  c i r c l e  I  d o n ' t  k n o w .

_ _ _ _ y e a r s  o l d  I  d o n ' t  k n o w
T o  w h a t  e x t e n t  d o  y o u  e a t  t h r e e  b a l a n c e d  m e a l s  a  d a y  w h i c h  
i n c l u d e  m e a t  o r  o t h e r  p r o t e i n ,  m i l k  o r  d a i r y  p r o d u c t s ,  
f r u i t s  a n d  v e g e t a b l e s ,  a n d  b r e a d s  a n d  c e r e a l s ?  ( C i r c l e  
r e s p o n s e )

1  A l m o s t  d a i l y
2  F r e q u e n t l y
3  O c c a s i o n a l l y
4  N e v e r

A t  t h e  c u r r e n t  t i m e ,  h o w  m u c h  m e a n i n g  i n  y o u r  l i f e  d o  y o u  
g i v e  t o  f o o d  c o m p a r e d  t o  o t h e r  i n t e r e s t s  s u c h  a s  b e i n g  w i t h  
f r i e n d s ,  f a m i l y  e v e n t s ,  s c h o o l  w o r k ,  a t h l e t i c s ,  s l e e p ,  e t c . ?  
( C i r c l e  r e s p o n s e )

1  F o o d  i s  v e r y  i m p o r t a n t  c o m p a r e d  t o  o t h e r  i n t e r e s t s
2  F o o d  i s  i m p o r t a n t  c o m p a r e d  t o  o t h e r  i n t e r e s t s
3  F o o d  i s  n o  m o r e  i m p o r t a n t  t h a n  o t h e r  i n t e r e s t s
4  F o o d  i s  o f  l e s s  i m p o r t a n c e  t h a n  o t h e r  i n t e r e s t s
5  F o o d  i s  n o t  i m p o r t a n t  t o  m e  a l l  c o m p a r e d  t o  o t h e r  

i n t e r e s t s

Q 1 5
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Q 1 6  H o w  o f t e n  h a v e  y o u  v o l u n t a r i l y  p u t  y o u r s e l f  o n  a  h i g h l y  
r e s t r i c t e d  d i e t  t o  c o n t r o l  y o u r  w e i g h t ?  ( C i r c l e  r e s p o n s e )

1  N e v e r
2  O c c a s i o n a l l y
3  F r e q u e n t l y
4  A l m o s t  c o n s t a n t l y

I F  Y O U R  A N S W E R  W A S  I  O R  2 ,  G O  O N  T O  Q 1 7 .
I F  Y O U R  A N S W E R  W A S  3  O R  4 ,  P L E A S E  A N S W E R  Q 1 6 A  &  Q 1 6 B
Q 1 6 A  W h e n  y o u  w e r e  o n  t h i s  h i g h l y  r e s t r i c t e d  d i e t ,  d i d  y o u  

e v e r  f a s t  ( g o  w i t h o u t  f o o d )  f o r  a n y  l e n g t h  o f  t i m e ?  .

I  Y E S  2  N O
Q 1 6 B  I f  y o u  w e r e  f a s t i n g ,  a p p r o x i m a t e l y  h o w  m a n y  h o u r s  

w o u l d  y o u  g o  w i t h o u t  f o o d  d u r i n g  a n y  o n e  d a y ?

_ _ _ _  h o u r s

Q 1 7  H a v e  y o u  e v e r  h a d  c o u n s e l i n g  o r  m e d i c a l  c a r e  f o r  a n  e a t i n g  
p r o b l e m ?  ( C i r c l e  r e s p o n s e )

I  Y E S  2  N O
Q l 8  H o w  o f t e n  a r e  y o u  b o t h e r e d  b y  u n w a n t e d  t h o u g h t s  o f  f o o d  o r  

e a t i n g ?  ( C i r c l e  r e s p o n s e )
1  N e v e r
2  O c c a s i o n a l l y
3  F r e q u e n t l y
4  A l m o s t  c o n s t a n t l y

Q 1 9  W h i c h  b e s t  d e s c r i b e s  t h e  p r o b l e m  o f  b e i n g  o v e r w e i g h t  i n  y o u r  
f a m i l y ?  O v e r w e i g h t  i s  d e f i n e d  a s  w e i g h i n g  m o r e  t h a n  o t h e r s  
o f  t h e  s a m e  a g e ,  s e x ,  a n d  h e i g h t .  ( C i r c l e  r e s p o n s e )

1  N o  o n e  i s  o v e r w e i g h t
2  B o t h  p a r e n t s  a r e  o v e r w e i g h t
3  M y  m o m  i s  o v e r w e i g h t

Q 2 0  D o  y o u  h a v e  a n y  h e a l t h  p r o b l e m s  a t  t h e  c u r r e n t  t i m e ?  ( C i r c l e  
r e s p o n s e )

I  Y e s  2  N o
I f  Y E S ,  p l e a s e  d e s c r i b e :
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Q 2 1

Q22

Q 2 3

Q 2 4

Q 2 5

Q 2 6

D o  y o u  e v e r  b i n g e  e a t ?  • B i n g e  e a t i n g  i n v o l v e s  p e r i o d s  
o f  u n c o n t r o l l e d  . a n d  e x c e s s i v e  ( l a r g e )  a m o u n t s  o f  f o o d  
w i t h i n  a  s h o r t  p e r i o d  o f  t i m e .  ( C i r c l e  r e s p o n s e )

I  Y E S  2  N O
H o w  o f t e n  d o  y o u  b i n g e  e a t ?  ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e ■e a t
2  S e l d o m
3  O n c e  o f  t w i c e  a  m o n t h
4  O n c e  a  w e e k
5  A l m o s t  e v e r y  d a y

W h a t  i s  t h e  a v e r a g e  l e n g t h  o f  a  b i n g e  e a t i n g  e p i s o d e ?
1  I  n e v e r  b i n g e  e a t
2  L e s s  t h a n  1 5  m i n u t e s
3  1 5  m i n u t e s  t o  o n e  h o u r
4  O n e  h o u r  t o  f o u r  h o u r s
5  M o r e  t h a n  f o u r  h o u r s :

P l e a s e  e s t i m a t e  h o w  l o n g : _ _ _ _ h o u r s
W h i c h  o f  t h e  f o l l o w i n g  s t a t e m e n t s  b e s t  a p p l i e s  t o  y o u r  b i n g e  
e a t i n g ?

1  I  n e v e r  b i n g e  e a t
2  I  e a t  u n t i l  I  h a v e  h a d  e n o u g h  t o  s a t i s f y  m e

' 3  I  e a t  u n t i l  m y  s t o m a c h  f e e l s  f u l l
4  i  e a t  u n t i l  m y  s t o m a c h  f e e l s  p a i n f u l l y  f u l l
5  I  e a t  u n t i l  I  c a n ' t  e a t  a n y m o r e

D o  y o u  e v e r  v o m i t  a f t e r  a  b i n g e ?  ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  ■ N E V E R
3  S o m e t i m e s
4  U s u a l l y

. 5  A l w a y s
D o  y o u  e v e r  u s e  m e d i c a t i o n s  w h i c h  h e l p  b o w e l  m o v e m e n t s  a f t e r  
a  b i n g e ?  ( c i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  N e v e r
3  S o m e t i m e s
4  U s u a l l y
5  A l w a y s
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Q 2 7  D o  y o u  e v e r  u s e  p i l l s  t o  i n c r e a s e  u r i n e  p r o d u c t i o n  a f t e r  a  
b i n g e ?  ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  N e v e r
3  S o m e t i m e s
4  U s u a l l y
5  A l w a y s

Q 2 8  D o  y o u  e v e r  e x e r c i s e  v i g o r o u s l y  a f t e r  a  b i n g e ?

1  I  n e v e r  b i n g e  e a t  ■ ■
2  N e v e r
3  S o m e t i m e s
4  U s u a l l y
5  A l w a y s

Q 2 9  W h i c h  o n e  o f  t h e  f o l l o w i n g  b e s t  a p p l i e s  t o  y o u r  e a t i n g  
b e h a v i o r  w h e n  b i n g i n g ?  ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  I  e a t  m o r e  s l o w l y  t h a n  u s u a l
3  I  e a t  a b o u t  t h e  s a m e  a s  I  u s u a l l y  d o
4  I  e a t  v e r y  r a p i d l y

Q 3 0  W h e n  y o u  b i n g e ,  w h i c h  s t a t e m e n t  b e s t  d e s c r i b e s  y o u r  c h o i c e  
o f  f o o d ?  ( c i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  I  c r a v e  a  p a r t i c u l a r  f o o d  o r  t y p e  o f  f o o d

I f  s o ,  p l e a s e  i d e n t i f y - - - - - - - - - - - - - - - - - - - - - - - — — — — .
3  I  d o n ' t  c r a v e  a n y  p a r t i c u l a r  f o o d  o r  t y p e  o f  f o o d  

b u t  I  e a t  h i g h  c a l o r i e  f o o d s  t h a t  I  w o u l d n  t  
o t h e r w i s e  e a t

4 i eat any type of food that's handy

Q 3 1  H o w  m u c h  a r e  y o u  c o n c e r n e d  a b o u t  y o u r  b i n g e  e a t i n g ?

1 I never binge eat
2  N o t  b o t h e r e d  a t  a l l
3  B o t h e r s  m e  a  l i t t l e
4  M o d e r a t e l y  c o n c e r n e d
5  A  m a j o r  c o n c e r n

Q 3 2  W h i c h  b e s t  d e s c r i b e s  y o u r  f e e l i n g s  d u r i n g  a  b i n g e ?  ( C i r c l e )

1  I  n e v e r  b i n g e  e a t  _
2  I  f e e l  t h a t  I  c o u l d  c o n t r o l  t h e  e a t i n g  i f  I  c h o s e
3  I  f e e l  t h a t  I  h a v e  a t  l e a s t  s o m e  c o n t r o l
4  I  f e e l  c o m p l e t e l y  o u t  o f  c o n t r o l
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Q 3 3  W h i c h  o f  t h e  f o l l o w i n g  b e s t  d e s c r i b e s  y o u r  f e e l i n g s  a f t e r  a  
b i n g e ? ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  I  f e e l  f a i r l y  n e u t r a l ,  n o t  t o o  c o n c e r n e d
3  I  a m  m o d e r a t e l y  u p s e t
4  I  j u s t  h a t e  m y s e l f

Q 3 4  W h i c h  b e s t  d e s c r i b e s  y o u r  b i n g e  e a t i n g  b e h a v i o r ?
I ■ I  n e v e r  b i n g e  e a t
2  I  w i l l  b i n g e  e a t  i f  o t h e r  p e o p l e  a r e  a r o u n d
3  I  w i l l  b i n g e  e a t  o n l y  i f  I  a m  a l o n e
4  I  m a k e  s u r e  n o  o n e  k n o w s  I  h a v e  b e e n  b i n g e  e a t i n g

Q 3 5  W h i c h  m o s t  a c c u r a t e l y  d e s c r i b e s  y o u r  f e e l i n g s  a f t e r  a  b i n g e ?

1  I  n e v e r  b i n g e  e a t
2  N o t  d e p r e s s e d  a t  a l l
3  M i l d l y  d e p r e s s e d
4  M o d e r a t e l y  d e p r e s s e d
5  V e r y  d e p r e s s e d

Q 3 6  A t  w h a t  a g e  d i d  y o u  b e g i n  b i n g e  e a t i n g ?  ( C i r c l e  r e s p o n s e )

1  I  n e v e r  b i n g e  e a t
2  Y o u n g e r  t h a n  1 0  y e a r s
3  1 0  t o  1 4  y e a r s
4  1 5  y e a r s  o r  o l d e r

Q 3 7  H o w  o f t e n  i s  b i n g e  e a t i n g  a s s o c i a t e d  w i t h  e a c h  o f  t h e  
f o l l o w i n g ?  ( C i r c l e  a l l  t h a t  a p p l y )

1  I  n e v e r  b i n g e  e a t
2  P r e s s u r e  f r o m  s c h o o l  o r  w o r k
3  G o i n g  o f f  a  s t r i c t  d i e t
4  P r o b l e m s  i n  p e r s o n a l  r e l a t i o n s h i p s
5  c a n ' t  s a y  — d o e s n ' t  r e a l l y  s e e m  t o  b e  c o n n e c t e d  t o

a n y t h i n g
Q 3 8  W h i c h  o f  t h e  f o l l o w i n g  b e s t  d e s c r i b e s  t h e  c i r c u m s t a n c e s  

p r e c e d i n g  a  p e r i o d  o f  b i n g e  e a t i n g ?  ( C i r c l e  a l l  t h a t  a p p l y )

1  I  n e v e r  b i n g e  e a t
2  I t  w a s  a  h o l i d a y  o r  s p e c i a l  f a m i l y  o c c a s i o n
3  N o t h i n g  u n u s u a l  h a d  o c c u r r e d
4  M y  f a m i l y  w a s  e x p e r i e n c i n g  a l o t  o f  d i s r u p t i o n  

( e . g . ,  m o v i n g ,  s e p a r a t i o n  o f  p a r e n t s ,  i l l n e s s  o f  a
f a m i l y  m e m b e r )  ,

5 I had alot of concerns about my relationships with
m y  f a m i l y

6  I  w a s  h a v i n g  p r o b l e m s  w i t h  m y  f r i e n d s
7  S c h o o l  w a s  n o t  g o i n g  w e l l  f o r  m e
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Q 39.

Q 40.

Q 41.

Q 42.

Q 43.

R a c e :
1 .  E n r o l l e d  T r i b a l  M e m b e r
2 .  N o n - e n r o l l e d  T r i b a l  m e m b e r
3 .  W h i t e
4 .  O t h e r _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ( s p e c i f y )
D o  y o u  s p e a k  y o u r  t r i b a l  l a n g u a g e ?
1 .  Y e s
2 .  N o
W h i c h  l a n g u a g e  d o  y o u  s p e a k  i n  y o u r  h o m e ?
1 .  T r i b a l  l a n g u a g e  a l l  t h e  t i m e
2 .  T r i b a l  l a n g u a g e  h a l f  t h e  t i m e ,  E n g l i s h  h a l f  t h e  t i m e
3 .  E n g l i s h  a l l  t h e  t i m e
W o u l d  y o u " o r  d o  y o u  p r a c t i c e  t r i b a l  r e l i g i o n / c u s t o m s  ( c l a n  
u n c l e ,  m e d i c i n e  m a n ,  s w e a t  b a t h s ,  N a t i v e  A m e r i c a n  c h u r c h ,  
h e r b a l  t e a s ,  S u n  D a n c e ,  h a n d  g a m e s ,  a r r o w  t o u r n a m e n t ) .

I .  Y e s  2 .  N o
D o  y o u  c o n s i d e r  y o u r s e l f  t o  b e
1 .  T r a d i t i o n a l  ( m a i n t a i n i n g  t h e  b e l i e f s  a n d  b e h a v i o r s  

t h a t  h a v e  p e r s i s t e d  f o r  g e n e r a t i o n s ) .
2 .  T r a n s i t i o n a l  ( m a i n t a i n i n g  s o m e  o f  t h e  b e l i e f s  a n d  

b e h a v i o r s  t h a t  h a v e  p e r s i s t e d  f o r  g e n e r a t i o n s ,  b u t  
a l s o  d e v e l o p i n g  s o m e  n e w  b e l i e f s  a n d  b e h a v i o r s  t h a t  
a r e  c o n s i s t e n t  w i t h  t h e  c u r r e n t  l i f e  s t y l e ) .

3 .  M o d e r n  ( d e v e l o p i n g  t h e  n e w  b e l i e f s  a n d  b e h a v i o r s  t h a t  
a r e  c o n s i s t e n t  w i t h  t h e  c u r r e n t  l i f e  s t y l e ) .

4 .  U n d e c i d e d

Thank you very much for your participation.
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Crow Country

CROW TRIBAL COUNCIL
PO. Box 159 

Crow Agency, MT 59022
(406) 638-2601 C la ra  Noiee -  t'bdam Chairman 

Joseph R Lcke tt -  V ice -Q -H in iB n  
E la in e  S n a il -  S ec re ta ry  
S ly v e s te r  Goes A ln a d - V io e -S e c re ta ry

M a y  1 9 9 2

T o  W h o m  I t  M a y  C o n c e r n :
D u r i n g  t h e  l a s t  1 0  t o  1 5  y e a r s  a s  t h e  i n c i d e n c e  o f  b u l i m i a  h a s  
i n c r e a s e d  n a t i o n  w i d e ,  m o r e  i n f o r m a t i o n  h a s  b e e n  m a d e  p u b l i c  
c o n c e r n i n g  t h e  s e v e r i t y  o f  t h e  d i s e a s e  a n d  t h e  l o n g  t e r m  h e a l t h  
p r o b l e m s  r e s u l t i n g  f r o m  b u l i m i a .  A  m a j o r  c h a r a c t e r i s t i c  o f  
b u l i m i a  i s  r e p o r t e d  t o  b e  u n c o n t r o l l e d  b i n g e  e a t i n g .  T h e  C r o w  
T r i b e  h a s  b e e n  a w a r e  o f  t h e  h i g h  i n c i d e n c e  o f  o b e s i t y  a n d  
c o m p u l s i v e  e a t i n g  ( b i n g e  e a t i n g )  b e h a v i o r  a m o n g  t r i b a l  m e m b e r s .  
S i n c e  b i n g e  e a t i n g  a n d  b u l i m i a  i s  r e p o r t e d  t o  s t a r t  d u r i n g  t h e  
a d o l e s c e n t  y e a r s .  T h e  C r o w  T r i b e  i s  r e q u e s t i n g  L u a n a  A u k e r  t o  
c o m p l e t e  a  s t u d y  o f  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  a  
s e l e c t  s c h o o l  a g e  p o p u l a t i o n .
T h e  d a t a  f r o m  t h i s  s t u d y  w i l l  p r o v i d e  t h e  C r o w  T r i b e  i n f o r m a t i o n  
a b o u t  t h e  p r e v a l e n c e  r a t e  o f  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s .  
I t  w i l l  a l s o  p r o v i d e  i n f o r m a t i o n  w h i c h  w i l l  a s s i s t  t h e  h e a l t h  
c a r e  p r o v i d e r s  d e v e l o p  a p p r o p r i a t e  p r e v e n t i o n  p r o g r a m s  t o  r e d u c e  
o r  p r e v e n t  t h e  m o r e  s e r i o u s  c o n s e q u e n c e s  o f  b u l i m i a .
W e  h a v e  o b t a i n e d  a n d  r e v i e w e d  t h e  r e s e a r c h  t o o l ,  " E a t i n g  
B e h a v i o r s  a n d  W e i g h t  C o n t r o l  Q u e s t i o n n a i r e " ,  d e v e l o p e d  b y  D r .  
J e a n  A  L a k i n .  A f t e r  r e v i e w i n g  t h e  q u e s t i o n n a i r e  a n d  m a k i n g  
m o d i f i c a t i o n  a s  a p p r o p r i a t e ,  w e  r e q u e s t  t h a t  L u a n a  A u k e r  c o n d u c t  
t h e  s t u d y  a t  l o c a l  r e s e r v a t i o n  h i g h  s c h o o l s .

D a t e :  /  Y  9 -ZQf-Cr-
C r o w  T r i b a l  M a d a m  C h a i r m a n
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T R I B A L  C O N S E N T  F O R M

T i t l e  o f  S t u d y : B i n g e  E a t i n g  a n d  B u l i m i c  B e h a v i o r s  i n  a
N o r t h w e s t  P l a i n s  I n d i a n  T r i b e  S c h o o l  A g e  
P o p u l a t i o n .

R e s e a r c h e r :  L u a n a  M a e  A u k e r ,  R N ,  B S N

I  h a v e  r e v i e w e d  t h e  p r o p o s a l  f o r  t h e  a b o v e  t h e s i s  ■ t h a t  i s  i n  
a g r e e m e n t  w i t h  p a r t i a l  f u l f i l l m e n t  o f  t h e  r e q u i r e m e n t s  f o r  a  
M a s t e r ' s  o f  N u r s i n g  a t  M o n t a n a  S t a t e  U n i v e r s i t y .  I  g i v e  m y  
c o n s e n t  f o r  t h e  s t u d y  t o  b e  i m p l e m e n t e d  o n  t h e  C r o w  I n d i a n  
R e s e r v a t i o n  u t i l i z i n g  t h e  s u b j e c t s ,  p r o c e d u r e ,  a n d  i n s t r u m e n t  a s  
d e s c r i b e d  i n  t h e  p r o p o s a l .

i f -  / y -  fz :
D a t e

C A______s rs -rs f*  t / / S-'T /  r'
C r o w  T r i b a l  C h a i r w o m a n .
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Pulilic lle.i I t.h Service
D E P A R T M E N T  OF IlIiiA l.T H  & J IU M A N  S lIR V'IC liS  Henltli Kesuurces iiuiJ Services Admin is LraL ion

PUBLIC HEALTH SERVICE - INDIAN HEALTH SERVICE ■ _____  __________

PllS INlUAN HOSPITAL
CROW AGENCY, MONTANA 5 9 02 2

April 22, 1992

T o  W h o m  I t  M a y  C o n c e r n :
T h i s  l e t t e r  i s  t o  d o c u m e n t  t h a t  t h e  C r o w  S e r v i c e  U n i t  o f  I n d i a n  
H e a l t h  S e r v i c e  h a s  b e e n  i n f o r m e d  o f  t h e  r e s e a r c h  B i n g e  E a t i n g  a n d  
B u l i m i c  B e h a v i o r s  i n  a  N o r t h w e s t  I n d i a n  T r i b e  S c h o o l  A g e  
P o p u l a t i o n  t h a t  L u a n a  A u k e r  w i l l  b e  c o n d u c t i n g  t h i s  w i n t e r  a s  
p a r t  o f  h e r  M a s t e r s  o f  N u r s i n g  P r o g r a m  a t  M o n t a n a  S t a t e  
U n i v e r s i t y  C o l l e g e  o f  N u r s i n g .  T h e  S e r v i c e  U n i t  h a s  n o  
o b j e c t i o n s  t o  t h i s  r e s e a r c h  b e i n g  c o n d u c t e d  a n d  i s  s a t i s f i e d  t h a t  
a l l  h u m a n  r i g h t s  a r e  b e i n g  p r o t e c t e d .

T e n n y s o n  D o n e y  
S e r v i c e  U n i t  D i r e c t o r
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LODGE GRASS HIGH SCHOOL CONSENT FORM 

Title. of Studu: Binge Eating and Bulimic Behaviors in a Northwest

I have reviewed the proposal for the above thesis that is in 
agreement with partial fulfillment of the requirements for a Master’s 
of Nursing at Montana State University. I give my consent for the 
study to be implemented at the Lodge Grass High School, utilizing Uie 
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Plains Indian Tribe School Age Population.

Researcher: Luana Mae Auker, RN, BSN

Date



89

APPENDIX E 

PARENTAL CONSENT



90

D e c e m b e r ,  1 9 9 2

D e a r  P a r e n t :
A s  a  r e g i s t e r e d  n u r s e  a n d  a  g r a d u a t e  s t u d e n t  i n _ n u r s i n g  a t  
M o n t a n a  S t a t e  U n i v e r s i t y ,  C o l l e g e  o f  N u r s i n g ,  I  a m  i n t e r e s t e d  i n  
l e a r n i n g  m o r e  a b o u t  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e  
s c h o o l  a g e  p o p u l a t i o n .  I  a m  c o n d u c t i n g  a  r e s e a r c h  s t u d y  i n  t h e  
s c h o o l  a n d  w o u l d  l i k e  y o u r  p e r m i s s i o n  f o r  y o u r  c h i l d  t o  
p a r t i c i p a t e  i n  t h e  s t u d y .  Y o u r  c h i l d  i s  n o t  r e q u i r e d  - t o  
p a r t i c i p a t e .
T o  l e a r n  m o r e  a b o u t  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e  
s c h o o l  a g e  p o p u l a t i o n ,  I  w o u l d  l i k e  t o  a s k  y o u r  c h i l d  t o  c o m p l e t e  
a  q u e s t i o n n a i r e .  T h i s  q u e s t i o n n a i r e  h a s  4 3  q u e s t i o n s  a n d  w i l l -  
t a k e  a b o u t  3 0  m i n u t e s  t o  a n s w e r  t h e  q u e s t i o n s .  A l l  i n f o r m a t i o n  
y o u r  c h i l d  p r o v i d e s  w i l l  b e  k e p t  c o n f i d e n t i a l  a n d  h i s / h e r  n a m e  
w i l l  n o t  b e  o n  t h e  q u e s t i o n n a i r e  a n d  w i l l  n e v e r  b e  r e p o r t e d .
T h e r e  a r e  n o  d i r e c t  b e n e f i t s  n o r  k n o w n  r i s k s  t o  y o u r  c h i l d  f o r  
p a r t i c i p a t i n g .  T h e r e  m a y  b e  s o m e  p e r c e i v e d  d i s c o m f o r t  w h i l e  
a n s w e r i n g  q u e s t i o n s  o n  b i n g e  e a t i n g .  H o w e v e r ,  y o u r  c h i l d ' s  
p a r t i c i p a t i o n  w i l l  b e  c o n t r i b u t i n g  t o  k n o w l e d g e  a b o u t  b i n g e  
e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e ,  s c h o o l  a g e  p o p u l a t i o n .  Y o u r  
c h i l d ' s  p a r t i c i p a t i o n  i n  t h i s  s t u d y  i s  t o t a l l y  v o l u n t a r y .  ̂ H e / s h e  
w i l l  b e  f r e e  t o  s t o p  a n s w e r i n g  t h e  q u e s t i o n n a i r e  a t  a n y  t i m e .  I n  
a d d i t i o n ,  y o u r  c h o i c e  t o  h a v e  y o u r  c h i l d  p a r t i c i p a t e  o r  n o t  t o  
p a r t i c i p a t e  w i l l  n o t  a f f e c t  a n y  o f  y o u r  c h i l d ' s  s c h o o l  g r a d e s  o r  
e l i g i b i l i t y  f o r  s e r v i c e s  a t  a n y  I H S  f a c i l i t y .
I f  a t  a n y t i m e  y o u  h a v e  a n y  q u e s t i o n s  o r  c o n c e r n s  r e g a r d i n g  t h e  
q u e s t i o n n a i r e ,  r e s e a r c h  s t u d y ,  e a t i n g  b e h a v i o r s ,  b i n g e  e a t i n g ,  o r  
b u l i m i c  b e h a v i o r s ,  p l e a s e  c o n t a c t  o n e  o f  t h e  f o l l o w i n g  p e o p l e .  
I n f o r m a t i o n  a d d r e s s i n g  t h e s e  q u e s t i o n s  o r  c o n c e r n s  w i l l  b e  
a v a i l a b l e  w i t h o u t  c o s t  t o  y o u .

L u a n a  A u k e r ,  S t u d y  I n v e s t i g a t o r  -  6 6 5 - 1 7 2 3
J o h n  P e h r s o n ,  L o d g e  G r a s s  H i g h  S c h o o l  P r i n c i p a l  -  6 3 9 - 2 3 8 5  ■
M a r y  W a l l a c e ,  L o d g e  G r a s s  S c h o o l  N u r s e  -  6 3 9 - 2 3 3 3

I f  y o u  g i v e  y o u r  p e r m i s s i o n  f o r  y o u r  c h i l d  t o  p a r t i c i p a t e  i n  t h i s  
s t u d y ,  p l e a s e  s i g n  y o u r  n a m e  o n  t h e  a t t a c h e d  f o r m  a n d  r e t u r n  t h e  
f o r m  t o  m e  i n  t h e  e n c l o s e d  e n v e l o p e  b y  F e b r u a r y  1 2 ,  1 9 9 3 .  T h e  
s e c o n d  c o p y  o f  t h i s  l e t t e r  a n d  c o n s e n t  f o r m  a r e  f o r  y o u  t o  k e e p  
f o r  f u t u r e  r e f e r e n c e .  I f  y o u  h a v e  a n y  q u e s t i o n s  o r  c o n c e r n s  
a b o u t  t h i s  r e s e a r c h  s t u d y ,  p l e a s e  c a l l  m e  a t  6 6 5 - 1 7 2 3 .  Y o u r  
c o o p e r a t i o n ,  t i m e  a n d  i n t e r e s t  a r e  g r e a t l y  a p p r e c i a t e d .  T h a n k  
y o u  v e r y  m u c h  f o r  y o u r  c o n s i d e r a t i o n  o f  t h i s  r e q u e s t .

S i n c e r e l y ,

L u a n a  M .  A u k e r



S U B J E C T  C O N S E N T  F O R M  
F O R

P A R T I C I P A T I O N  I N  H U M A N  R E S E A R C H  
M O N T A N A  S T A T E  U N I V E R S I T Y

P r o j e c t  T i t l e :  B i n g e  e a t i n g  a n d  B u l i m i a  B e h a v i o r  i n  a  S e l e c t  
N a t i v e  A m e r i c a n  S c h o o l  A g e  P o p u l a t i o n .

I  g i v e  p e r m i s s i o n  f o r  m y  c h i l d _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ :_ _ _ _
t o  p a r t i c i p a t e  i n  L u a n a  A u k e r ' s  r e s e a r c h  s t u d y  t o  d e t e r m i n e  t h e  
b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e  s c h o o l  a g e  p o p u l a t i o n .

D a t e :

P a r e n t ' s  S i g n a t u r e :
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M a r c h ,  1 9 9 3

D e a r  P r o s p e c t i v e  P a r t i c i p a n t :

A s  a  r e g i s t e r e d  n u r s e  a n d  a  g r a d u a t e  s t u d e n t  i n  n u r s i n g  a t  
M o n t a n a  S t a t e  U n i v e r s i t y ,  C o l l e g e  o f  N u r s i n g ,  I  a m  i n t e r e s t e d  i n  
l e a r n i n g  m o r e  a b o u t  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e  
s c h o o l  a g e  p o p u l a t i o n .
T o  l e a r n  m o r e  a b o u t  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  i n  t h e  
s c h o o l  a g e  p o p u l a t i o n ,  I  a m  c o n d u c t i n g  a  r e s e a r c h  s t u d y  i n  t h e  
s c h o o l  a n d  w o u l d  l i k e  t o  a s k  y o u  t o  c o m p l e t e  a  q u e s t i o n n a i r e .  
T h i s  q u e s t i o n n a i r e  h a s .  4 3  q u e s t i o n s  a n d  w i l l  t a k e  a b o u t   ̂ 3 0  
m i n u t e s  t o  a n s w e r  t h e  q u e s t i o n s .  A l l  i n f o r m a t i o n  y o u  p r o v i d e  
w i l l  b e  k e p t  c o n f i d e n t i a l  a n d  y o u r  n a m e  w i l l  n o t  b e  o n  t h e  
q u e s t i o n n a i r e  a n d  w i l l  n e v e r  b e  r e p o r t e d .
T h e r e  a r e  n o t  d i r e c t  b e n e f i t s  n o r  k n o w n  r i s k s  t o  y o u  f o r  
p a r t i c i p a t i n g .  . T h e r e  m a y  b e  s o m e  p e r c e i v e d  d i s c o m f o r t   ̂ w h i l e  
a n s w e r i n g  q u e s t i o n s  o n  b i n g e  e a t i n g .  H o w e v e r ,  y o u r  p a r t i c i p a t i o n  
w i l l  b e  c o n t r i b u t i n g  t o  k n o w l e d g e  a b o u t  b i n g e  e a t i n g  a n d  b u l i m i c  
b e h a v i o r s  i n  t h e  s c h o o l  a g e  p o p u l a t i o n .  Y o u r  p a r t i c i p a t i o n  i n  
t h i s  s t u d y  i s  t o t a l l y  v o l u n t a r y .  Y o u  a r e  f r e e  t o  s t o p  a n s w e r i n g  
t h e  q u e s t i o n n a i r e  a t  a n y  t i m e .  I n  a d d i t i o n ,  y o u r  c h o i c e  t o  
p a r t i c i p a t e  o r  n o t  t o  p a r t i c i p a t e  w i l l  n o t  a f f e c t  a n y   ̂ o f  y o u r  
s c h o o l  g r a d e s  o r  e l i g i b i l i t y  f o r  s e r v i c e s  a t  a n y  I H S  f a c i l i t y .
A t  a n y t i m e  w h i l e  c o m p l e t i n g  t h e  q u e s t i o n n a i r e  o r  a f t e r  c o m p l e t i o n  
o f  t h e  q u e s t i o n n a i r e ,  y o u  h a v e  a n y  q u e s t i o n s   ̂ o r  c o n c e r n s  
r e g a r d i n g  t h e  q u e s t i o n n a i r e ,  r e s e a r c h  s t u d y ,  e a t i n g  b e h a v i o r s ,  
b i n g e  e a t i n g ,  o r  b u l i m i c  b e h a v i o r s ,  p l e a s e  c o n t a c t  o n e  o f  t h e  
f o l l o w i n g  p e o p l e .  I n f o r m a t i o n  a d d r e s s i n g  t h e s e  q u e s t i o n s  o r  
c o n c e r n s  w i l l  b e  a v a i l a b l e  w i t h o u t  c o s t  t o  y o u .

L u a n a  A u k e r ,  S t u d y  i n v e s t i g a t o r  -  6 6 5 - 1 7 2 3
J o h n  P e h r s o n ,  L o d g e  G r a s s  H i g h  S c h o o l  P r i n c i p a l  -  6 3 9 - 2 3 8 5
M a r y  W a l l a c e ,  L o d g e  G r a s s  S c h o o l  N u r s e  -  6 3 9 - 2 3 3 3

I f  y o u  a g r e e  t o  p a r t i c i p a t e  i n  t h i s  s t u d y ,  p l e a s e  s i g n  y o u r  n a m e  
o n  t h e  a t t a c h e d  c o n s e n t  f o r m  a n d  p l a c e  i n  t h e  u n m a r k e d  e n v e l o p e  
a t t a c h e d .  A l s o ,  w h e n  y o u  h a v e  c o m p l e t e d  t h e  q u e s t i o n n a i r e ,  
p l e a s e  p l a c e  i t  i n  t h e  u n m a r k e d  e n v e l o p  a t t a c h e d  t o  t h e  
q u e s t i o n n a i r e .  T h i s  l e t t e r  i s  y o u r  c o p y  f o r  f u t u r e  r e f e r e n c e .  
Y o u r  c o o p e r a t i o n ,  t i m e ,  a n d  i n t e r e s t  a r e  g r e a t l y  a p p r e c i a t e d .  
T h a n k  y o u  v e r y  m u c h  f o r  y o u r  c o n s i d e r a t i o n  o f  t h i s  r e q u e s t .

S i n c e r e l y ,

L u a n a  M .  A u k e r  .
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S U B J E C T  C O N S E N T  F O R M  
F O R

P A R T I C I P A T I O N  I N  H U M A N  R E S E A R C H  
M O N T A N A  S T A T E  U N I V E R S I T Y

P r o j e c t  T i t l e :  B i n g e  E a t i n g  a n d  B u l i m i a  B e h a v i o r  i n  a  S e l e c t  
N a t i v e  A m e r i c a n  S c h o o l  A g e  P o p u l a t i o n .

P a r t i c i p a n t ' s  C o n s e n t  F o r m :
I  c o n s e n t  t o  p a r t i c i p a t e  i n  L u a n a  A u k e r ' s  r e s e a r c h  s t u d y  t o  
d e t e r m i n e  t h e  b i n g e  e a t i n g  a n d  b u l i m i c  b e h a v i o r s  " i n  t h e  s c h o o l  
a g e  p o p u l a t i o n .

D a t e :

P a r t i c i p a n t ' s  S i g n a t u r e :
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APPENDIX G

HEIGHT AND WEIGHT TABLES



Ta b l e  I

He ig h t  and We ig h t  Tables

MEM
HEIGHT 

Feet Inches
SMALL
Frame

MEDIUM
Frame

LARGE
Frame

5 2 128-134 131-141 138-150
5 3 130-13G 133-143 140-153
5 4 132-138 135-145 142-156
5 5 134-140 137-148 144-160
5 6 136-142 139-151 146-164
5 7 138-145 142-154 149-168
5 8 140-148 145-157 152-172
5 9 142-151 148-160 155-176
5 10 144-154 151-163 158-180
5 11 146-157 154-166 161-184
6 0 149- IGO 157-170 164-188
6 I 152-164 160-174 168-192
G 2 155-168 164-178 172-197

, G 3 158-172 167-182 176-202
6- 4 162-176 171-187 181-207

WOMEN
HEIGHT

Feet . Inches
SMALL
Frame

MEDIUM
Frame

LARGE
Frame

4 10 102-111 109-121 110-131
4 11 103-113 111-123 120-134
5 0 104-115 113-126 122-137
5 I 106-118 115-129 125-140
5 2 108-121 • 118-132 128-143
5 3 111-124 121-135 131-147
5 4 114-127 124-138 - 134-151
5 5 117-130 127-141 137-155
5 6 120-133 130-14.4 140-159
5 7 123-136 133-147 ' 143-163
5 ' 8 126-139 136-150. 146-167
5 9 129-142 139-153 149-170
5 I o' 132-145 142-156 152-173
5 11 135-148 145-159 155-176
6 0 138-151 148-162 158-179

Weights at Ages 25-59 Based on Lowest M o rta lity . Weights a t Ages 25-59 Based on Lowest M o rta lity .
Weight in Pounds According to Frame I in indoor Weight in Pounds According to Frame (in  indoor
clo th ing weighing 5 lb s ., shoes with I"  heels). clothing weighing 3 lb s .,  shoes w ith I" heels).

Source o f basic data: 1979 Build Study, Society of Actuaries and Association of L ife  Insurance Medical D irectors
of America, 19BU.
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