
































Adjusted students were
found to be more
assertive, to possess
higher internal locus of
control, and to report
higher levels ofsocial
competence and self­
efficacy than both their
withdrawn and
aggressive peers.

)

)

more likely to have committed a delinquent
offense than their adjusted peers (12.5%
compared to 5.8%).

Even poorer outcomes were found for the
aggressive children at the 5-year follow-up.
Academically, aggressive students also contin­
ued to perform more poorly than adjusted
(and withdrawn) students. They received even
lower grades and more frequently failed a
grade than their withdrawn and adjusted
counterparts and performed even more poorly
on standardized ability and achievement tests.
Moreover, they continued to be perceived as
less likable and as more aggressive by their
ninth grade peers and as more problematic by
their teachers. Finally, they were more likely to
have dropped out of school (15.4%) and to
have committed a delinquent offense (20.0%)
than either the withdrawn (9.4% and 12.5%,
respectively) or adjusted students (2.9% and
5.8% respectively.

Quite evidently, these outcomes do not
portend well for the youth identified to be at
risk. Moreover, it should be noted that these
findings were obtained when the youth were in
the ninth grade and 14 years of age on average.
Inasmuch as school drop out and delinquency
rates become even more pronounced in later
adolescent years, the prognosis for these youth
is not good. Given the nature of our findings,
it is clear that we were successful in identifying
students at risk. For example, 84% of the
youth who committed a delinquent offense
and 87% of the students who dropped out of
school were in one of the two nominated at­
risk groups.

Based on these findings, we mounted an
intervention program aimed at addressing these
social and behavioral deficits in a different
cohort of at-risk fourth grade children. Forty
eight withdrawn children, 48 aggressive children,
and 48 adjusted children, identified in the same
manner as indicated above, were randomly
assigned to a manualized, cognitive-behavioral
(eBT) intervention or to a manualized, attention
control condition. The CBT intervention
consisted of 16 group sessions of social skills
training, social problem-solving training, and
self-instruction training. The attention control
intervention also consisted of 16 sessions and
was Rogerian-based and non-directive and
reflective in nature. It was focused on affect
development, values clarification, and attain­
ment of insight. Six to eight children participated
in each group which was composed of2-3

withdrawn children, 2-3 aggressive children, and
2-3 adjusted children (who served as role
models). The treatment sessions were conducted
while the children were in the fourth grade. Six
monthly booster sessions were provided in the
fifth grade in an effort to maintain and generalize
the gains observed in the fourth grade. Subse­
quently, the children were followed into the
ninth grade to determine the long-term effective­
ness of the interventions.

Measures of locus of control, self-efficacy,
and outcome expectancy were obtained at the
end of the fourth grade (posttreatment), end
of the fifth grade (one-year follow-up), and at
the end of the ninth grade (S-year follow-up).
In addition, sociometric ratings and teacher
ratings were obtained
at these same points
in time, as were indi­
ces of academic per­
formance. Finally, the
number of children
who failed a grade,
dropped out of school,
and committed a de­
linquent offense was
recorded at the end of
the ninth grade. Re­
sults differed for the
withdrawn and aggres­
sive children.

For the with­
drawn children, the
cogni tive-behavioral
intervention was supe-
rior to the attention control condition on all
measures at post-treatment, I-year follow-up,
and 5-year follow-up. Moreover, whereas
16.6% of the withdrawn children in the
attention control condition failed a grade, only
8.3% of those in the eBT intervention did so.
Similarly, 12.5% of those in the attention
control condition dropped out of school, while
only 4.2% of those in the CBT intervention
did so. Finally, 12.5% of those in the attention
control condition committed a delinquent
offense; 4.2% of those in the eBT condition
did so. Clearly, findings favored the enT
condition on a host of measures for the
withdrawn children.

For the aggressive children, the outcomes
were less favorable but still highly positive.
Basically, children in the eBT condition were
found to be superior to those in the attention

Continued on page 18 "50dally withdrawn"
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HSoda11y withdrawn" continued from page 17
control condition on the self-report measures of
locus of control, self-efficacy, and outcome
expectancy at post-treatment, I-year, and 5-year
follow-up. Furthermore, they were found to be
rated as less aggressive by their teachers than
their attention control counterparts. However,
they were not found to be superior to the atten­
tion control children on measures of sociometric
status or academic grades at any of these meas­
urement points. However, at 5-year follow-up,
29.2% of the attention control children had
failed a grade, 25.0% had dropped out of school,
and 33.3% had committed a delinquent offense.
In contrast, 12.5% of the CBT children had failed
a grade, 83% had dropped out of school, and
12.5% had committed a delinquent offense.
Clearly, the pattern of findings favored the CBT
condition over the Rogerian-based attention
control condition.

In summary, our early identification and
intervention studies show that at risk children
can be identified reliably and that effective
school-based interventions can be enlisted to
prevent many of the insidious outcomes that
occur with these children in the absence of
intervention. We have also found that social
learning constructs (e.g., locus of control, self­
efficacy, outcome expectancy) that guide us
and the development of our CBT interven­
tions are modified as a result of treatment and
that such changes serve to mediate altered
behavioral and academic outcomes. We are
currently testing the predictive utility of this
model by following the at-risk children
through their high school years and determin­
ing the long-term outcomes of our interven­
tions. Although much remains to be
accomplished, we have learned much in the
process. +
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Call for nominations-Sertion Fellows
In accordance with the by-laws for CPA sections, The Clinical Section calls for nominations from its members
for Fellows in Clinical Psychology.Criteria for fellowship are outstanding contribution to the development,
maintenance and growth ofexcellence in the science or profession of clinical psychology. Some examples are:
(1) Creation and documentation of innovative programs; (2) Service to professional organizations at national,
provincial, or local level; (3) Leadership on clinical issues that relate to broad social issues; (4) Service outside «
one's own place ofwork; (5) Clinical supervision should be equated with research supervision.In order for
nominees to be considered for Fellow status by the executive council, nominations must be endorsed by at
least three members or Fellows ofthe Section, and supportive evidence of the nominee's contribution to
clinical psychology must accompany the nomination.Nominations should be forwarded by March 31,2000 to:
Lesley Graff, Ph.D' Department of Clinical Health Psychology
University of Manitoba' PX 246 - 77\ Bannatyne Ave.
Winnipeg, MB R3E 3N4' Tel: 204-787-3490; Fax: 204-787-7480;
email: Igraff@exchange.hsc.mb.ca

Demande de presentation de mises en candidatures-Sertion des fellows
Conformement aux procedures regissant les sections de la SCp, la section clinique invite les membres a
presenter des mises en candidature pour Ie statut de Fellow en psychologie clinique. Les crithes de selection
sont la contribution exceptionnelle au developpement, Ie maintien et I'accroissement de I'excellence dans la
pratique scientifique ou professionnelle de la psychologie clinique. En quisc d'exemples: (I) Creation et
evaluation de programmes novateurs; (2) Services rendus aux organismes professionnels de niveau national,
provincial ou regional; (3) Leadership dans I'etablissement de rapports entre la psychologie cUnique et les
problemes sociaux de plus grande envergure; (4) Services rendus ala communaute en dehors de son
propremilieu de travail; (5) La contribution clinique est equivalente ala contribution en recherche.Les
dossiers des candidats nommes pour Ie statlit de Fellow seront examines par Ie comite executif. Les mises en
candidature doivent etre appuyees par au moins trois membres ou Fellow de la Section et la contribution du
candidat ala psychologie clinique doit y etre documentee.Les mises en candidature devront etre postees au
plus tard Ie 31, mars 2000 aI'attention de:
Lesley Graff, Ph.D' Department of Clinical Health Psychology
University of Manitoba' PX 246 - 771 Bannatyne Ave.
Wmnipeg, MB R3E 3N4' Tel: 204-787-3490; Fax: 204-787-7480;
email: 19raff@exchange.hsc.mb.ca
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Anorexia nervosa and bulimia nervosa:
Current advances in assessment and
treatment

Readiness and Motivation

Stages of Change Questionnaire
(Blake et al., 1997)

Readiness and Motivation
Interview (Geller & Drab,
in press)

Body Esteem Scale
(Mendelson et al., 1996)

Cognitive Symptoms

Shape and Weight Based
Self-esteem Inventory
(Geller et al., 1997)

Body image distortion
techniques

and the EDE is an investigator-based, semi­
structured interview that provides both a
continuous symptom severity score and diagnos­
tic status. Self-monitoring of antecedents and
consequences of eating and purging can also be a
useful first step in developing an awareness of
symptom patterns, and in assisting both client
and therapist to develop an understanding of the
function of eating disorder symptoms. A number
of self-report questionnaires are also available to
assess key cognitive symptoms of eating disor­
ders, such as body esteem, the extent to which
self-esteem is based upon shape and weight, and
body image distortion. Examples of well­
validated measures of these constructs are also

provided in Table 1.
Although not currently a part of standard

clinical practice, an increasing number of
clinicians and researchers are emphasizing the
need to assess readiness for change in this
population. To date, most research has used an
adapted form of the Stages of Change Question-

naire, which is based on the transtheoretical
model of change (Prochaska &DiClemente,
1983), and provides total scores for each of
precontemplation, contemplation, action, and
maintenance stages. The Readiness and Motiva­
tion Interview (RMlj Geller & Drab, in press;
Geller et al., 1999) was developed to address
criticisms of the SCQ in individuals with eating

Continued on page 20 uAnorexia nervosa"

Eating Disorders Inventory-2
(Garner 1991)

Behavioural Symptoms

Josie Geller, Ph.D.
St. Paul's Hospital Eating Disorders Clinic
University ofBritish Columbia

The eating disorders are disabling illnesses
that diminish life quality and can have
lethal consequences. They are character­

ized by dietary restriction, bingeing, compensa­
tory strategies, and cognitive/affective features. A
number of challenges that are unique to the
eating disorders may significantly inlpact
assessment and treatment. These include
experiencing symptoms as ego-syntonic, denial
of the seriousness of symptoms, and ambiva­
lence about treatment and/or recovery. Each of
tl1ese challenges can raise intense reactions in
tl1erapists, and impact upon the nature of the
relationship between client and therapist. The
purpose of this year's workshop was to review
current assessment and treatment strategies,
taking into account these specific challenges.

Assessment
Eating disorder symp_ Table 1. Eating Disorder AssessmentTools
toms can be assessed
using questionnaire
measures of symptom
severity, semi -struc­
tured clinical inter-
views, and self- Eating Attitudes Test
monitoring techniques. (Garner et ai, 1982)

A description ofassess-

ment tools used in the Eating Disorders Examination
eating disorders is pro- (Fairburn & Cooper, 1993)
vided in Table 1. The
EDl-2 is a standardized, Self-Monitoring

-----~----------------------------
multiscale question-
naire that provides three scales of specific eating
disorder symptoms, and eight scales that assess
personality characteristics associated with the
eating disorders. The three symptom subscales,
Drive for Thinness, Body Dissatisfaction, and
Bulimia, are frequently used as measures of
symptom severity. The EAT is a widely-used
screening tool of general thoughts, feelings, and
behaviours associated with the eating disorders,

)
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IIAnorexia nervosa" continued from page 19
by providing an open format in which the
complexity of thoughts and feelings about
readiness for change can be explored with the
interviewer, and by providing both individual
stage of change scores for each symptom
dimension (bingeing, cognitive, purging, and
restricting), as well as total scores. The RMI has

anorexia nervosa, both a CBT model (Fairburn
& Shafran, 1999) and treatment (Garner,
Vitousek & Pike, 1996) have been described.
Finally, in response to growing interest in the
issues of treatment ambivalence and motivation
in individuals with eating disorders, treatment
models that directly address readiness for change
have been developed (Treasure &Ward, 1997;

(

Table 2.
Treatment ofAnorexia Nervosa and Bulimia Nervosa

Treatment Type

Bulimia Nervosa:
Cognitive Behaviour Therapy

Bulimia Nervosa:
Interpersonal Therapy

Bulimia Nervosa
Guided Self-Help

Bulimia Nervosa:
Psychoeducation

Anorexia Nervosa:
Cognitive Behaviour Therapy

Anorexia Nervosa:
Readiness and Motivation Therapy

Reference

Cognitive behaviour therapy for binge eating and
bulimia nervosa: A comprehensive treatment
manual.
(Fairburn, Marcus, & Wilson, 1993)

Interpersonal psychotherapy for bulimia nervosa.
(Fairburn, 1993)

Cognitive-behavioral self-help for binge eating
disorder
(Carter & Fairburn, 1998)

Brief group psychoeducation for bulimia nervosa
(Davis, Olmsted & Rockert, 1990)

Cognitive-behavioral therapy for anorexia nervosa
(Garner, Vitousek, & Pike, 1996)

Enhancing Motivation for Change in treatment­
resistant eating disorders
(Vitousek, Watson, & Wilson, 1998)

(

been shown to possess good psychometric
properties and to be a better predictor of
behavioural change treatment engagement and
drop-out than the SCQ (Geller, Cockell & Drab,
1999; Geller, Cockell, Zaitsoff &Goodrich, 1999).

Treatment
While a number of empirically-validated
treatments for bulimia nervosa have been
established, research on treatment of anorexia
nervosa is still in its infancy. Table 2 provides
references for the most well-known treatments
for bulimia, including cognitive behaviour
therapy, interpersonal therapy, guided self-help,
and psychoeducation. Although little empirical
research exists on the efficacy of treatments for
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Vitousek, Watson, and Wilson, 1998), and are
currently being evaluated (Treasure et al., 1999).

In sum, good questionnaire and interview
measures are available for assessing eating
disorder symptoms and readiness status.
Future research is needed to examine the
utility of motivational interventions in
individuals with eating disorders.
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Food word memory bias in high
•restraint women

Anne L Israeli, 6' Sherry H. Stewart
Department ofPsychology
Dalhousie University, Nova Scotia.

Editor's Note: Anne Israeli is the winner of the
1999 Ken Bowers Student Research Award.
Congratulations Anne! The following is a
brief summary of her research.

According to cognitive theories of eating
pathology, individuals with eating
disorders are believed to have highly

elaborate schema (Le., cognitive structures)
which focus on food, weight, and shape
information (Bemis-Vitousek & Hollon,
1990). Overuse of these schema can lead to
information processing errors such as
selective attention toward, and selective
memory for, schema-related cues. These
information processing biases may contrib­
ute to many of the maladaptive behaviors
(e.g., food preoccupation, binge eating)
observed in eating disordered individuals.
Since restrained eaters, as identified using
the Restraint Scale (RSj Herman & Polivy,
1980) demonstrate many of the characteris­
tics observed among clinical eating disor­
dered patients such as periods of overeating
and food preoccupation, it has been sug­
gested that schema theory may be relevant
not only to understanding the eating pathol­
ogy of clinical eating disorder patients, but
also to understanding the full spectrum of
disordered eating patterns. Conversely, the
results of studies using restrained eaters as
clinical analogs have been mixed. For
example, several studies have demonstrated
selective attention for schema information
in restrained eaters (see Francis et aI., 1997),
whereas studies examining memory for
schema information have produced mixed
results (e. g., positive findings: Baker,
Williamson, & Sylve, 1995; King, Polivy, &
Herman, 1991; negative findings: Sebastian,
Williamson, & Blouin, 1996).

University women high and low in
dietary restraint (as determined by RS
scores) were compared in terms of memory
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for forbidden food versus animal control
words, incidentally encoded during a
pleasantness-rating task. We predicted that
high restraint women would remember
more forbidden food words (but not more
animal control words) than low restraint
women. We also hypothesized that high
restraint women (but not low restraint
controls) would remember more forbidden
food than animal control words.

Methods
Sixty-seven female undergraduate psychol­
ogy students at Dalhousie University volun­
teered to participate in the study as part of
an in-class laboratory (Mean age in years =
22.2, SD = 4.5). Participants were classified
into high and low restraint groups using a
cutoff score of 16 and above to classify
participants as high in dietary restraint (see
Heatherton et aI., 1988). The mean Restraint
Scale scores for the low and high restraint
groups were 9.2 (SD =3.4) and 19.4 (SD =
3.2), respectively.

Participants viewed the 30 stimulus words
(15 forbidden food, 15 animal control) which
were randomly presented on an overhead
screen at the rate of one word per 6 seconds
and were asked to provide pleasantness ratings
for each word. Participants were unaware that
they would be later asked to recall the words.
Five minutes after viewing the word lists,
participants completed a free recall test (5
minutes were given to complete this task), the
Restraint Scale (Herman & Polivy, 1980), and
questions concerning body weight and height,
age, years in university, and socioeconomic
status.

Continued on next page
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Results
Mean (and Standard Deviation) Free-Recall Scores

Word Type

Forbidden Food

Animal Control

Overall

Low

(N = 38)

9.00 (1.74)

8.97 (1.76)b

8.99 (1041)

Restraint Group

High

(N = 29)

9.34 (2.10)'

7.86 (2.10)ab

8.60 (1.91)

Overall

9.14 (1.90)

8049 (1.90)

8.82 (1.65)

'significant difference (p < 0.05) using Bonferroni Multistage Comparisons
bsignificant difference (p < 0.05) using Bonferroni Multistage Comparisons
Possible range of free-recall scores = 0-15

Condusions
The aim of the current study was to examine
whether women high in dietary restraint
display a memory bias for forbidden food cues
on an incidental explicit recall task. Contrary
to schema theory, an absolute memory bias for
food cues in high vs. low restraint women was
not observed. However, consistent with
schema theory predictions, there was evidence
for a relative memQry bias in which high
restraint participants, but not low restraint
participants, remembered significantly more
forbidden food vs. animal control words.
Therefore, these results provide only partial
support for Bemis-Vitousek and Hollon's
(1990) schema theory.

Furthermore, high restraint women did
recall significantly fewer animal control words
than low restraint participants. The present
pattern of results might be taken to suggest
that cognitive deficits in restrained eaters
relative to controls may be evident for infor­
mation from outside the schema domain,
whereas such deficits might be overridden
when restrained eaters are processing informa­
tion from within tlle forbidden food-schema
domain. Alternatively, exposure to schema
relevant stimuli, like forbidden food words,
may evoke more widespread cognitive activity
that shifts restrained eaters' processing re­
sources toward schema relevant information.
This shift may interfere with the processing of
information from outside the schema domain
by limiting available attention or storage
capacity for non-schematic information.

Please contact Anne Israeli, #205-408 Regent
Street, Fredericton, NB, E3B 9K2, email
e&o@nb.sympatico.ca for further information.
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The Melissa Institute is a nonprofit, educational, training and
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