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Foreword and Accompanying Statement by
Joseph A. Califano, Jr., Chairman and President

For the past three years, The National Center on
Addiction and Substance Abuse (CASA) at
Columbia University has been examining the
link between substance abuse and eating
disorders. The result of this intensive study--the
most comprehensive ever undertaken on the
subject--is this report, Food for Thought:
Substance Abuse and Eating Disorders. The
findings are deeply troubling:

Individuals with eating disorders are up to five
times likelier to abuse alcohol or illicit drugs
and those who abuse alcohol or illicit drugs are
up to 11 times likelier to have eating disorders.

Both problems afflict the very young and
quickly spiral out of control. High school girls
with eating disorder symptoms are much likelier
to smoke cigarettes, drink alcohol or use drugs
than those without such symptoms. Girls who
smoke, drink or use drugs are much likelier to
report past month eating disorder symptoms than
those who do not use such substances.

Even middle-school girls--typically age 10 to
14--who have dieted in the previous month and
evidence no eating pathology are almost twice as
likely to become smokers as nondieters. Girls
this age who report dieting more than once a
week are nearly four times likelier to become
smokers compared to nondieters. The more
severely girls and young woman diet, the more
likely they are to drink frequently and heavily as
well as to use marijuana and other illicit drugs.

People with eating disorders abuse caffeine,
tobacco, alcohol, amphetamines, cocaine, heroin
and over-the-counter medications such as
diuretics, emetics or laxatives to suppress
appetite, increase metabolism and purge
themselves. Substance abuse also occurs in
people with eating disorders who are trying to
self-medicate the negative feelings and emotions
that typically accompany such disorders.



Eating disorders and substance abuse have a
number of characteristics in common. Shared
risk factors for these disorders include common
brain chemistry and common family history;
both emerge in times of stress or transition; both
are more likely to develop in individuals with
low self-esteem, depression, anxiety or a history
of physical or sexual abuse; and both may be
influenced by unhealthy parental substance use
or dieting behaviors, social pressures, and the
advertising, marketing and entertainment
industries.

Other shared characteristics of the disorders
include an obsessive preoccupation with a
substance (food or a drug), intense craving,
compulsive behavior, attempts to keep the
problem a secret, social isolation and risk for
suicide. The two disorders also have similar
effects on the brain and both are linked to other
psychiatric disorders such as obsessive-
compulsive disorder and mood disorders.
Finally, both are chronic, recurring, life-
threatening diseases.

In America the message that one can never be
too thin broadcasts loud and clear to millions of
women and adolescent girls. Many products,
including tobacco and weight loss drugs, are
marketed to women and girls as passkeys to
beauty, joy, success--and slimness.

This report constitutes the most extensive
analysis of the current state of knowledge on the
link between eating disorders and substance
abuse. The findings are based on CASA’s
analyses of national data sets and on a review of
nearly 500 articles, books and reports from the
most current scientific literature available
addressing these issues.

Key Findings

Up to 50 percent of individuals with an eating
disorder abuse alcohol or illicit drugs compared
to approximately nine percent in the general
population. Up to 35 percent of alcohol or illicit
drug abusers have an eating disorder compared
to up to three percent in the general population.

Although rates of eating disorders are relatively
low, disordered weight-related attitudes and
behaviors are rampant. Teenage girls are
particularly vulnerable. While only 15 percent
of teenage girls and boys can be classified as
overweight:

e 62.3 percent of teenage girls report trying to
lose weight (compared to 28.8 percent of
teenage boys), 58.6 percent are actively
dieting (compared to 28.2 percent of boys)
and 68.4 percent exercise with the goal of
losing weight or to avoid gaining weight
(compared to 51 percent of boys).

e 19.1 percent of teenage girls fast for 24
hours or more (compared to 7.6 percent of
teenage boys), 12.6 percent use diet pills,
powders or liquids (compared to 5.5 percent
of boys) and 7.8 percent vomit or take
laxatives to lose weight or to avoid gaining
weight (compared to 2.9 percent of boys).

Many individuals who engage in unhealthy
weight-control behaviors or have full-blown
eating disorders use or abuse substances such as
caffeine, tobacco, alcohol, cocaine, heroin and
over-the-counter medications such as appetite
suppressants, diuretics, laxatives and emetics.

e Caffeine is used to alleviate hunger or boost
energy. People with eating disorders often
consume large amounts of diet sodas which
frequently are high in caffeine content.

o People with eating disorders smoke
cigarettes to suppress their appetite and
provide themselves with an alternative oral
activity to eating. The link between
smoking and weight concerns can be seen in
girls and women of all ages.

e Alcohol abuse is common in people with
eating disorders, particularly bulimia.
Bulimic women who are alcohol dependent
report a higher rate of suicide attempts,
anxiety disorders, personality disorders,
conduct disorder and other substance
dependence than bulimic women who are
not alcohol dependent.



o lllicit drug use is particularly common
among bulimics. Drugs such as heroin and
cocaine are used to facilitate weight loss by
suppressing appetite, increasing metabolism
and purging.

¢ In addition to appetite suppressants, other
over-the-counter medications that are used
by people with eating disorders--often
inappropriately to facilitate purging--include
diuretics, emetics and laxatives.

Like substance abuse, the adverse effects of
eating disorders are well documented and often
quite severe, ranging from hair loss, tooth decay
and osteoporosis to heart failure and a
destabilization of virtually all body systems.
Severe cases may be fatal.

Eating disorders occur in five to 10 million
Americans, mostly girls and young women.
Although white, upper-middle class girls and
young women are the primary victims, the
population afflicted by these disorders is
becoming more diverse.

o Hispanic girls report some symptoms of
eating disorders--such as fasting, vomiting
and taking laxatives to lose weight or to
avoid gaining weight--at higher rates than
white or black girls.

o Eating disorders appear to be on the rise
among middle-aged women and
preadolescent girls.

e Approximately one million boys and men
suffer from eating disorders and this number
is growing; a high proportion of males with
eating disorders are gay.

Western culture idealizes thin women and, as a
result, many women equate being thin with self-
worth. The advertising, marketing and
entertainment industries, which inundate adults
and children with iconic images of thin beauty,
have become a major force in the development
of women’s body dissatisfaction and disordered
eating attitudes and behaviors.

Women’s magazines contain 10.5 times more
ads and articles related to weight loss than men’s
magazines--the same sex ratio reported for
eating disorders. While the average American
woman is 5’4 tall and weighs approximately
140 pounds, the average model is 5’11” tall and
weighs 117 pounds.

The commercial world, including the diet,
cigarette and alcohol industries, have not shied
away from targeting women’s desire to be thin
in order to promote their products. In particular,
the tobacco companies understood the
relationship between smoking and weight
control long before the public health experts.

e The 1920s Lucky Strike cigarette advertising
campaign encouraged women to “reach for a
Lucky instead of a sweet.” The Virginia
Slims brand tagline was “slimmer, longer,
not like those fat cigarettes men smoke.”
The slogan for Misty cigarettes is “slim n’
sassy.” Capri cigarette ads claim, “there’s
no slimmer way to smoke” and call Capri
cigarettes “the slimmest slim in town.”

Unfortunately, public health professionals,
including prevention and treatment specialists
are way behind the commercial industries in
recognizing the link between substance use and
disordered eating. This report demonstrates
clearly that it is time for action by health
professionals.

What Parents Can Do

To help prevent eating disorders and substance
abuse in their children, parents should model
and promote healthy, positive and reasonable
messages about eating and exercise as well as
consistent messages about the dangers of
substance use.

What Schools Can Do

Schools should make it a priority to educate
parents, teachers, administrators and coaches to
recognize the relationship of eating disorders
and substance abuse and intervene quickly and
effectively.



What Health Professionals Can Do

The public health community, including doctors,
dentists, nurses and prevention and treatment
specialists, should educate their patients and the
public about nutrition and the negative health
effects of eating disorders and substance abuse.

The link between eating disorders and substance
abuse is not well understood and often is
overlooked by healthcare professionals.
Healthcare practitioners should routinely screen
all patients for both of these disorders so that
they can catch them in time and get patients who
need it into treatment. Unfortunately, despite
their high rates of co-occurrence, few treatment
programs exist that address both eating disorders
and substance abuse simultaneously and
effectively. Prevention programs that target
both disorders are rare as well.

What the Advertising, Marketing and
Entertainment Industries Can Do

Many commercial industries, including the diet
and fashion industries, prey on women’s weight
concerns to market their products. When this
type of marketing approach is used by the
tobacco and alcohol industries, it is particularly
pernicious given the serious health consequences
associated with the abuse of their products.
Tobacco and alcohol companies should refrain
from linking smoking and drinking to
unrealistically thin images of women. The
entertainment industry, including television, film
and music, also should refrain from making
positive associations between thinness and
smoking, drinking and using drugs.

What Policymakers Can Do

Policymakers should increase public awareness
about the connection between substance abuse
and eating disorders and inform the public about
how to recognize the warning signs of these
disorders and how best to help combat unhealthy
societal messages. Managed care program
policies should be modified to cover both mental
and physical health treatments for substance use
and eating disorders.

-iv-

What Researchers Can Do

More research is needed on the genetic and
biological bases of substance use and eating
disorders as well as on co-occurring psychiatric
disorders. Research also is needed to develop
new and better approaches to preventing,
assessing, diagnosing and treating substance use
and eating disorders.
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Chapter |
ﬂ“ﬁ" Substance Abuse and Eating Disorders:
®  What is the Link and Who is at Risk?

Eating disorders, which include anorexia nervosa,
bulimia nervosa and binge eating disorder, affect
more than five million Americans." Millions
more display some configuration of symptoms, if
not the full-blown disorder.? Eating disorders can
have devastating physical and mental health
consequences, not the least of which is the
increased potential for substance use and abuse.
Between 30 and 50 percent of individuals with
bulimia and between 12 and 18 percent of those
with anorexia abuse or are dependent on alcohol
or drugs,”  compared to approximately nine
percent in the general population.* Up to 35
percent of individuals who abuse or are
dependent on alcohol or drugs also have an eating
disorder,® compared to up to three percent’ in the
general population.® Girls and young women are
particularly vulnerable to the development of
eating disorders,’ but the problem is increasing
among males® and racial/ethnic minorities.’

Co-Occurring Eating Disorders and
Substance Abuse

When an individual demonstrates distorted or
extreme weight-related attitudes or behaviors or
when extreme weight control measures occur
among those who are not overweight,* it may
signal a pathological eating disorder.

“ No national data exist that speak to rates of co-
occurrence of these disorders. Therefore, data are
derived from multiple smaller studies, many based on
clinical samples. These rates do not include the
many individuals with eating disorders who smoke or
abuse prescription medications.

" Up to one percent in the general population has
anorexia nervosa and up to three percent has bulimia
nervosa.

* According to the National Institutes of Health’s
clinical guidelines for adults, overweight is defined
as a body mass index (BMI) of 25 to 29.9 and obesity
as a BMI of 30 or higher.



The substances most frequently abused by
individuals with eating disorders or with sub-
clinical symptoms of these disorders include:
caffeine, tobacco, alcohol, laxatives, emetics,
diuretics, appetite suppressants (amphetamines),
heroin and cocaine.™

Anorexia Nervosa

Anorexia nervosa is a disorder characterized by
the pursuit of thinness and refusal to maintain
weight at or above a minimally acceptable
standard for age and height.” ** Anorexia
typically develops in adolescent girls and is
characterized by the denial of illness, an
overriding and irrational fear of becoming
overweight and a distorted perception of body
image.** Although the most common ages of
onset of anorexia nervosa are the mid-teens,*® up
to five percent of anorexic patients experience
the onset of the disorder in their early 20s,*
increasing numbers of adults are seeking
treatment for it™ and more and more
preadolescents are exhibiting early signs of the
disorder.'®

Anorexia occurs in about 0.5 to one percent of
women in the general population,*” and 10 to 20
times more often in females than in males.*®

The incidence of anorexia nervosa has increased
in the past 30 years both in the United States and
Western Europe.*®

“ According to the American Psychiatric
Association’s Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V), diagnostic criteria for
anorexia nervosa include: (1) Refusal to maintain
body weight at or above a minimally normal weight
for age and height; (2) Intense fear of gaining weight
or becoming fat even though underweight; (3)
Disturbance in the way in which one’s body weight
or shape is experienced, undue influence of body
weight or shape on self-evaluation or denial of the
seriousness of current low body weight; and (4) In
post-menarcheal females, the absence of at least three
consecutive menstrual cycles.

Bulimia Nervosa

Bulimia nervosa, which only was recognized as
diagnostically distinct from anorexia nervosa in
1980,% is characterized by recurrent episodes of
binge eating and vomiting, laxative use, fasting
and/or excessive exercise to counteract the binge
eating.” %

Bulimia nervosa typically is accompanied by
feelings of being out of control and unable to
voluntarily stop eating.” Unlike patients with
anorexia nervosa, those with bulimia often
maintain a normal body weight,?® making it
more difficult to detect the disease. About one-
fourth to one-third of bulimia nervosa patients
have had a previous history of anorexia
nervosa.”* The onset of bulimia often occurs
later in adolescence than anorexia or in early
adulthood.” Individuals, ages 12 to 35, are
prime candidates for bulimia, with an average
age of onset of 18.%°

Bulimia is more prevalent than anorexia nervosa
and occurs in approximately one to three percent
of young women.?’ Like anorexia, bulimia is
significantly more common in females than in
males.”® More than one in 10 girls in grades
nine through 12 (11.4 percent) and almost one in
every 20 boys of the same age (4.7 percent) have
at least four of the five symptoms of the
disorder.?® In addition to the full-blown
disorder, symptoms of bulimia, such as

" According to the DSM-1V, diagnostic criteria for
bulimia nervosa include: (1) Recurrent episodes of
binge eating, characterized by both a) eating, in a
discrete period of time (within any 2-hour period), an
amount of food that is definitely larger than most
people would eat during a similar period of time and
under similar circumstances; and b) a sense of lack of
control over eating during the period; (2) Recurrent
inappropriate compensatory behavior in order to
prevent weight gain (e.g., vomiting; the misuse of
laxatives, diuretics, enemas, or other medications;
fasting or excessive exercise); (3) Binge/purge
episodes occur, on average, at least twice a week for
three months; (4) Self-evaluation is unduly
influenced by body shape and weight; and (5) The
disturbance does not occur exclusively during
episodes of anorexia nervosa.



occasional episodes of binge eating and purging,
occur in up to 40 percent of college women.*

Other Types of Eating Disorders

Individuals with disordered eating symptoms or
behaviors who do not meet the full diagnostic
criteria for either anorexia or bulimia are
classified as having an “eating disorder not
otherwise specified.” Some of these individuals
have symptoms of both anorexia and bulimia
(sometimes referred to as being bulimirexic) but
do not meet the full diagnostic criteria for either
one; nevertheless, they often suffer greatly from
their disorder.

Binge eating disorder, another type of eating
disorder, is similar to bulimia in that it involves
a pattern of eating excessive amounts of food in
one sitting. However, individuals with binge
eating disorder are not obsessed with body shape
and weight and do not engage in purging, but
they do tend to feel anxious about the amount of
food consumed.” **

The majority of persons with binge eating
disorder are obese.* Obesity is a growing
problem in the United States.®® Approximately
64 percent of American adults are either
overweight or obese and 15 percent of children,
ages six to 19 years, are overweight.3* Although
obese individuals may demonstrate certain
addictive qualities (e.g., compulsive behavior,
substance-seeking behavior)® and brain
chemistry (e.g., low dopamine receptor levels)
as individuals who are addicted to drugs, they

* According to the DSM-1V, diagnostic criteria for
binge eating disorder include: (1) Exhibiting three or
more of the following: (a) eating much more rapidly
than normal; (b) eating until feeling uncomfortably
full; (c) eating large amounts of food when not
feeling physically hungry; (d) eating alone because of
being embarrassed by how much one is eating; (e)
feeling disgusted with oneself, depressed or very
guilty after overeating; (2) Recurrent episodes,
occurring at least two days a week for six months; (3)
Distress linked to the behavior; and (4) The behavior
does not meet diagnostic criteria for anorexia nervosa
or bulimia nervosa.

appear to be less likely than individuals without
a binge eating disorder to abuse illicit drugs.®

Eating Disorders and Caffeine Use

Individuals with eating disorders or eating
disorder symptoms may rely on coffee or
caffeinated diet beverages to help alleviate
hunger and boost energy. An eight-ounce
serving of brewed coffee contains 135
milligrams of caffeine, an eight-ounce serving of
diet Mountain Dew contains 37 milligrams of
caffeine and an eight-ounce serving of Diet
Coke contains even more caffeine than regular
Coke (31 milligrams compared to 23
milligrams).®” Regular caffeine use may result
in tolerance and withdrawal symptoms®--effects
that may be exacerbated in low-weight women
and men who drink large amounts of diet,
caffeinated beverages.*

Data from a survey of girls and young women
conducted for CASA’s report, The Formative
Years: Pathways to Substance Abuse Among
Girls and Young Women Ages 8-22, indicate that
girls and young women who drink coffee with
caffeine are significantly likelier than those who
do not to report that they are trying to lose
weight (35.9 percent vs. 25.1 percent)® or that
they take diet pills to help them control their
weight (15.7 percent vs. six percent).** The data
also indicate that girls and young women who
take diet pills to help them control their weight
drink coffee more frequently than those who do
not take diet pills.*

Eating Disorders and Tobacco Use

Dieting and eating disorder symptoms are
strongly related to smoking.** Weight loss is an
important motivational factor for smoking,
particularly among girls and young women.*
Smoking not only suppresses appetite, but also
provides an alternative oral activity to eating,
which is particularly enticing to individuals with
eating disorders who often are obsessed with
food.

Recent research, however, contradicts the
popular belief among girls that smoking



enhances weight loss.”® In one study, teens who
initiated smoking actually demonstrated an
increase in body mass index (BMI)” for up to
two years after initiation.” * Furthermore, no
difference was found in average body weight
between teens who smoked for three or more
years and those who never smoked.*’ Finally,
teens who were followed for up to three years
after initiating smoking demonstrated no
significant reductions in their body weight.*®

Among adolescent girls with eating disorders,
those who smoke have the highest levels of
eating disordered thoughts and attitudes.*
Smoking is common among bulimics--even
more so than among anorexics™--and it is
particularly prevalent in people with bulimia
who vomit as a compensatory behavior for
caloric intake.™

Even nondisordered weight-control behaviors
significantly increase the risk of smoking,*
perhaps because of the perceived weight loss
benefits of smoking. Teen girls who smoke
report greater body image concerns than
nonsmokers.>® Conversely, adolescent girls who
have a poor body image and who engage in
disordered weight control behaviors are more
than four times likelier to initiate smoking as
other girls.”*

Weight concerns are related to smoking in the
long-term as well. Girls who report trying to
lose weight at ages 11 or 12 are approximately
twice as likely to engage in daily smoking in
their late teens.>® Over the course of one year,
10- to 15-year old girls and boys with strong
weight concerns were approximately twice as
likely to begin smoking as those less concerned
about their weight.*® Middle-school girls who
are “normal” dieters--dieting once per week or
less in the previous month and showing no signs
of eating pathology--are almost twice as likely
to become smokers as nondieters.”” Girls this

“ A common measure of body weight.

" The authors argue that this relationship can most
likely be attributed to factors that contribute both to
smoking and to weight gain rather than being a
function of any weight-gaining properties of smoking
itself.

age who report more frequent dieting (i.e., more
than once per week) are nearly four times
likelier to become smokers compared to
nondieters.>®

Girls and young women who smoke to suppress
their appetite are a potential group of new
nicotine addicts, making females who are
concerned about their weight particularly
vulnerable targets for the tobacco industry.*

Females who smoke are more than twice as
likely as males to cite weight concerns as a
reason not to quit.** Young women also are far
more likely than young men to report weight
gain as a cause of smoking relapse.®* In one
study of college students, 39 percent of female
students and 25 percent of male students stated
that smoking was a dieting strategy.®> Among
those in this study who attempted to quit
smoking, 20 percent of females and seven
percent of males cited weight gain as the reason
for relapse.®®

Eating Disorders and Alcohol Use

Extensive research documents an association
between eating disorders and alcohol misuse and
abuse.®® This relationship can be found across
the continuum from chronic dieting to full-
blown eating disorders.”® The prevalence of
alcohol abuse in females with eating disorders is
much higher than in the general female
population and, conversely, females with
alcohol use disorders report eating-disordered
behavior more often than the general
population.®®

The relationship between alcohol use and abuse
and eating disorders appears to be strongest for
individuals with bulimia nervosa®” and the
combination can be particularly damaging.
Bulimic women who also are alcohol dependent
report a higher rate of suicide attempts, anxiety
disorders, personality disorders (such as
borderline and histrionic personality disorders),



conduct disorder and other substance
dependence than bulimic women who are not
alcohol dependent.®®

Even nondisordered weight-control behaviors
are related to alcohol use and abuse.
Preadolescent and early adolescent girls who
report being highly concerned about their weight
are nearly twice as likely to begin getting drunk
as girls who are less concerned about their
weight.*® The reverse pattern is also true. Girls
who have a history of getting drunk are at
approximately three times the risk of beginning
to purge in order to control their weight as girls
who have never consumed enough alcohol to get
drunk.”

Girls who drink more alcohol are significantly
likelier to perceive themselves as overweight, to
want to lose weight and to engage in unhealthy
dieting behaviors, such as fasting, taking diet
pills, vomiting or taking laxatives.”* CASA’s
report, The Formative Years: Pathways to
Substance Abuse Among Girls and Young
Women Ages 8-22, indicates that girls who
engaged in unhealthy dieting behaviors, such as
fasting, taking diet pills or bingeing and purging,
reported drinking significantly more alcohol
than nondieters."

The more severely a young woman diets, the
more likely she is to use alcohol.” A study of
incoming female college freshmen showed that
72 percent of at-risk” and bulimic dieters
reported using alcohol in the past month
compared to 44 percent of those who did not
diet.”* Another study found that chronic dieters
may not drink more frequently than other
women, but when they do drink they consume
significantly greater quantities of alcohol.”
Although excessive dieting generally is related
to restraint from alcohol use because of the high
caloric content of alcohol, when a chronic dieter
who significantly restricts food intake does
consume alcohol, she is at greater risk for binge
drinking than a woman who engages in less
dietary restraint.”

“ Met two of the three DSM-111-R criteria for bulimia.

Eating Disorders and the Misuse of Over-
the-Counter Medications

Individuals with eating disorders often resort to
prescription and over-the-counter (OTC) drugs
to reduce water retention rapidly or to induce
purging.”’ In 2001, 12.6 percent of female high
school students reported that in the previous
month they had taken diet pills, powders or
liquids without a doctor’s advice to lose weight
or to keep from gaining weight.”

Diuretics, which are available both OTC and in
prescription form, are used to increase urination
and reduce water retention. Diuretics are
considered safe when used within the
recommended guidelines but when used in large
guantities, they can produce nausea, vomiting
and gastrointestinal distress. Tolerance develops
with repeated use and withdrawal symptoms
may occur when stopped.”

Some individuals with eating disorders use
emetic agents--substances that induce vomiting--
to control their weight. A common drug of this
type is syrup of ipecac, a readily available OTC
substance. Ipecac produces short-term weight
reduction but when used frequently, it can result
in muscle weakness, nausea and excessive
vomiting or diarrhea. Because it remains in the
body for a long time, repeated use can result in
toxic buildup that can produce severe and even
lethal gastrointestinal, cardiac and
neuromuscular complications.®

The use of laxatives--drugs that relieve
constipation--also is common among individuals
with bulimia (and among anorexics of the binge
eating/purging type). Bulimics (and some
anorexics) self-administer laxatives to lose
weight and reduce feelings of bloating following
bingeing. Common complaints of individuals
abusing laxatives include diarrhea, weakness,
abdominal pain, nausea and dehydration.* Both
tolerance and withdrawal occur with repeated
laxative use.!? Though rare, chronic abuse of
laxatives can be fatal.®



Most OTC diet pills used to contain varying
strengths of phenylpropanolamine (PPA), an
ingredient that helps suppress appetite and that
serves as a nasal and bronchial decongestant.
First introduced as a replacement to ephedrine,”
in November of 2000, the Food and Drug
Administration (FDA) issued a public health
advisory concerning PPA, which was found to
increase the risk of hemorrhagic stroke (bleeding
into the brain or into tissue surrounding the
brain), and began taking steps to remove PPA
from all OTC drug products.®

Diet pills containing the ingredient ephedra,
which are used by some people trying to control
their weight, are currently at the center of a
regulatory debate. Ephedra is a naturally
occurring substance and is not regulated as a
drug; however its principal active ingredient,
ephedrine, is regulated as a drug by the FDA if it
is chemically synthesized.®* Dietary
supplements containing ephedra (often
combined with or “stacked” on top of caffeine,
aspirin or both) often are marketed as weight
loss pills that “burn fat” and increase metabolic
rates. They also are marketed as athletic
performance enhancers.

A recent study by the RAND Corporation found
that while there is an association between short-
term weight loss and the short-term use of
ephedrine/ephedra or ephedrine/ephedra plus
caffeine, there are no studies that examine the
long-term effects of these substances. The study
also found that the use of ephedrine/ephedra or
ephedrine/ephedra plus caffeine was associated
with two to three times the risk of nausea,
vomiting, psychiatric symptoms such as anxiety
and mood change, hyperactivity and heart
palpitations. Furthermore, from thousands of
case reports that were examined, researchers
identified five deaths, five heart attacks, 11
strokes, four seizures, and eight psychiatric
cases that might reasonably be linked to the use
of ephedra or ephedrine and in which no other
contributing factors were identified.®

“ Ephedrine is commonly used for the relief of hay
fever, asthma and nasal congestion, but it also is one
of the key ingredients in methamphetamine.

The FDA recently issued a set of warning letters
to companies that market dietary supplements
containing ephedra explaining that all the claims
they make for their product (e.qg., its athletic
performance enhancement capabilities) must be
substantiated and must not be misleading. The
letters strongly warn these companies of the
regulatory steps that the FDA may take against
them if they make false or misleading claims
about their product.”’

Eating Disorders and Illicit Drug Use

Bulimia nervosa is the eating disorder most
strongly linked to illicit drug abuse.® Bulimics
are likelier to abuse a wider variety of drugs
than anorexics.® In a study comparing anorexic
women with bulimic women, women with
bulimia nervosa were more likely to have abused
amphetamines, barbiturates, marijuana,
tranquilizers and cocaine.® The heaviest illicit
drug use is found among those who binge and
then purge (e.g., by vomiting or taking pills) to
compensate for the binge eating.”* Indeed, some
bulimics report that they use heroin to help them
vomit.%

Women with eating disorders may use cocaine
and other stimulants as a means to control or
lose weight by suppressing appetite and
increasing metabolism.*® Anorexics and
bulimics may be drawn to cocaine because it is
an appetite suppressant® that makes them not
want to eat and gives them an enhanced sense of
power or control.®® In a study of male and
female cocaine abusers, almost half of the
women and 13 percent of the men used cocaine
as a weight control measure.*® In another study,
cocaine abusers with an eating disorder were
significantly likelier to use diet pills and
laxatives for weight loss than were cocaine
abusers without a diagnosed eating disorder.”’



Health Consequences of Eating
Disorders

The behaviors associated with eating disorders--
fasting, excessive exercising, bingeing, self-
induced vomiting and ingesting laxatives,
diuretics or other substances--are extremely
dangerous and can lead to a host of medical
problems. A severe eating disorder essentially
can destabilize and impair all body systems,
including the digestive, cardiovascular, skeletal,
muscular, endocrine, dermatological and
reproductive systems.*

Pregnancy can exacerbate conditions associated
with eating disorders, such as potentially fatal
liver, kidney and cardiac damage.*® During
pregnancy, women with anorexia or bulimia
experience higher rates of miscarriage.’®
Babies of eating disordered women can be born
prematurely and may be slower to develop
physically, mentally and emotionally.'**

Anorexia Nervosa

Individuals with anorexia nervosa can suffer
from acute hair loss, malnutrition, severe
dehydration, osteoporosis and muscle atrophy.*
Anorexics may begin to grow a downy layer of
body hair as their bodies attempt to keep
warm.'® Perhaps most alarming, the death rate
among young women with anorexia is up to 12
times higher than that of other women of the
same age.'™ Premature death most commonly
results from organ failure or cardiac arrest due to
starvation as well as from suicide.® A severe
substance use disorder further increases the risk
of death among anorexics; one study of women
with eating disorders found that one of the
strongest predictors of death among anorexics is
a severe alcohol use disorder.'®
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Bulimia Nervosa

Bulimia nervosa can cause tooth decay, bowel
irregularity, peptic ulcers, pancreatitis, gastric
ruptures during bingeing and rupture of the
esophagus during vomiting.*®’ It is not
uncommon for bulimics to experience

electrolyte imbalances that may lead to
arrhythmia and possible heart failure.'®

Binge Eating Disorder

Binge eating disorder often is associated with
obesity and the health risks involved include
high blood pressure and cholesterol levels, heart
disease, secondary diabetes and gall bladder
disease.’”

Who is at Risk?

Although teenage girls are at the greatest risk for
the development of eating disorders, the
prevalence of these disorders among males,
particularly gay males, is on the rise. Young
people involved in certain forms of athletics also
face a higher risk of eating disorders. Whereas
black girls traditionally have had the lowest
rates of eating disorders compared to other
racial/ethnic groups, they too are facing
increasing risk.

Teenage Girls Are Particularly Vulnerable

Teenage girls are significantly likelier than boys
to be on diets and to engage in unhealthy
weight-control behaviors.''® Girls are likelier
than boys to report trying to lose weight (62.3
percent vs. 28.8 percent), dieting (58.6 percent
vs. 28.2 percent) and exercising (68.4 percent
vs. 51.0 percent) to lose weight or avoid gaining
weight. They also are likelier to report engaging
in unhealthy weight-control measures such as
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fasting (19.1 percent vs. 7.6 percent),
using diet pills, powders or liquids (12.6
percent vs. 5.5 percent) and purging by
vomiting or taking laxatives (7.8 percent
vs. 2.9 percent).!* (Figure 1.A)
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graders, twice as many girls as boys
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they actually are.**
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and dieting behaviors increase markedly
during adolescence for girls.'*’ These
are precisely the same years when girls
are at high risk for engaging in substance
use.™®
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Youth Risk Behavior Survey (YRBS) found that
female high school students with eating disorder
symptoms are approximately twice as likely to
report current” smoking, drinking or drug use as
those without eating disorder symptoms.
Specifically, smoking (45.6 percent vs. 21.6
percent), drinking (63.9 percent vs. 38.6
percent), binge drinking (43.0 percent vs. 20.8
percent) and marijuana (31.5 percent vs. 16.1
percent), inhalant (9.2 percent vs. 2.4 percent) or
cocaine (eight percent vs. 2.2 percent) use are
likelier among girls who report disordered
weight-control behaviors than among girls who
do not.**® (Figure 1.B)

Conversely, female high school students who
report current smoking, drinking or drug use are
two or more times likelier to report past month
eating disorder symptoms as girls who are not

“ Past 30 days.

current substance users. Specifically, girls who
smoke (43.3 percent vs. 20.0 percent), drink
(37.4 percent vs. 17.5 percent), binge drink (42.9
percent vs. 20.7 percent) or use marijuana (41.7
percent vs. 22.9 percent), inhalants (57.8 percent
vs. 25.2 percent) or cocaine (57.4 percent vs.
25.7 percent) are significantly likelier to report
disordered weight-control behaviors than girls
who do not use these substances.'*

(Figure 1.C)

Puberty is a Risky Time for Girls

Puberty, or the transition from childhood to
adolescence, poses a particular risk for the
development of eating disorders like anorexia,
especially among girls."** While males may be
at decreased risk for the development of eating
disorders at this time because, for them, puberty
is accompanied by a desirable increase in muscle




mass, puberty among females is accompanied by
weight gain from fat tissue, which is considered
by many girls to be undesirable.*?

There also is a strong link between puberty,
particularly early puberty, and the onset of
substance use among girls. Girls who
experience early puberty are at increased risk of
engaging in substance use earlier, more often
and in greater quantities than their peers whose
physical maturity occurs later.”®® The desire to
maintain one’s pre-pubertal appearance can lead
girls to smoke or use certain prescription or
illicit drugs to help them fight natural weight
gain.

Athletes Are at High Risk for Disordered
Weight-Control Behaviors

Eating disorders are common in the athletic
population, particularly among females.*** One
study found that 35 percent of female and 10
percent of male college athletes were at risk for
anorexia nervosa and 58 percent of female and
38 percent of male college athletes were at risk
for bulimia nervosa;” ' these rates are
significantly higher than those in the general
college population.'?®

Athletes are at high risk of resorting to certain
forms of substance abuse--including the abuse of
diuretics, ephedrine or other stimulants--to help
maintain a preferred body weight.**’

Although athletes generally are at greater risk
for disordered weight control behaviors than
nonathletes, the degree of risk varies by sport
and by the professional level of the athlete.*®
Among dancers and the most elite college
athletes, particularly those engaged in sports that

“ In this study, athletes who had a BMI less than or
equal to 20, amenorrhea or high scores on measures
of drive for thinness or body dissatisfaction were
considered “at risk” for anorexia nervosa. Those
who had six episodes of binge eating or vomiting,
abused laxatives or diuretics, used diet pills or had
high scores on measures of drive for thinness or body
dissatisfaction were considered “at risk” for bulimia
nervosa. Comparison data on the general college
population is not available in this study.

emphasize a lean physique (e.g., gymnastics,
figure skating) or weight restriction (e.g.,
wrestling, rowing), the prevalence of eating
disorders is even higher.*® Athletes involved in
sports for fun, fitness or social interaction may
be at reduced risk for disordered eating, in large
part because of the self-esteem enhancing
qualities of involvement in these sports.**°

Gender and Racial/Ethnic Differences in
Eating Disorders

Although the classic portrait of an individual
with an eating disorder is one of an upper
middle class white teenage girl or young
women, eating disorders are by no means
limited to this group.’** A substantial number of
males suffer from eating disorders,**? as do
increasing numbers of minority group
members.'*®

Males. As many as one million men suffer from
eating disorders** and more males are seeking
treatment for eating disorders than in the past.*®
Males account for five to 10 percent of
anorexics and 10 to 15 percent of bulimics.**®
The onset of eating disorders in males tends to
be later than in females™’ but the characteristics
of males with eating disorders are similar to
those seen in females with eating disorders.'*®
Anorexic males are more similar to anorexic
females, in terms of their body image and weight
concerns, than they are to bulimic males.*

Like girls, adolescent boys with disordered
eating patterns express greater body
dissatisfaction, perfectionism and depression
than other boys.'*



Sexual orientation is an important factor in the
occurrence of eating disorders. Compared to
heterosexual males, gay and bisexual males are
at increased risk for developing eating disorders,
with reported prevalence rates ranging from nine
to 27 percent.” *** Gay men are likelier than
heterosexual men to be dissatisfied with their
body weight and to value physical appearance as
more important to their sense of self.**?

Racial/Ethnic Minorities. There are significant
racial/ethnic differences in disordered eating
attitudes and behaviors.'*® White girls generally
report greater dissatisfaction with their bodies
than black girls and a greater drive to be thin.***
Compared to white and Hispanic teenage girls,
black girls are less likely to report that in the
past month they exercised to lose weight (53.4
percent vs. 72.5 and 66.2 percent),

disorders.**® Black girls are especially
vulnerable to developing eating disorders where
binge eating is the core clinical feature (i.e.,
binge eating disorder and bulimia nervosa),
whereas white girls are more vulnerable to
eating disorders that involve restriction of food
intake.'*

A variety of factors, including socioeconomic
status, cultural norms and inconsistent or
inaccurate medical diagnoses may contribute to
observed variations in eating disorder prevalence
among different racial/ethnic groups. Lower
socioeconomic status (SES) is associated with
lower rates of anorexia and bulimia nervosa but
not binge eating disorder.™®® The more
socialized or assimilated a racial/ethnic minority
group member is to American/Western culture,

dieted (40.2 percent vs. 63.1 and 56.5
percent), fasted (15.2 percent vs. 19.7
and 23.1 percent), took diet pills (7.5
percent vs. 13.6 and 13.5 percent) or 100
purged (4.2 percent vs. 8.2 and 10.8
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There is some evidence that rates of disordered
eating attitudes and dieting behaviors are
increasing among black girls and women.*’
One study found that although black girls
generally are not as concerned about being very
thin, they are likelier than white girls to
demonstrate signs of perfectionism and fear of
maturity--factors also associated with eating

“ Heterosexual females report the highest levels of
eating disorder symptoms; gay males and lesbians
report levels of eating disorder symptoms that fall
between the heterosexual groups. Because no
national data exist, prevalence rates are based on
various small-scale studies that yield a wide range of
estimates.

" Specifically, fasting for 24 hours or more and
vomiting or taking laxatives to lose weight or to
avoid gaining weight.
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the greater her risk for developing an eating
disorder.’® In contrast, the more a racial/ethnic
minority group member has a sense of ethnic
pride and remains involved in a supportive
racial/ethnic subculture, the lower the risk.™®®> A
study of Cuban-American women found that
decreased involvement in traditional Cuban
culture® increased the risk of eating disorders
while continuing identification with and
participation in Cuban culture seemed to protect
against the development of eating disorders.™
It also is possible that the rates of eating
disorders among different racial/ethnic groups
actually are rather similar, but minority group
members are less likely to be diagnosed with an
eating disorder because of the widespread belief
among health care providers

* In terms of language use and food choices.




that such disorders are not common among
them.'™

In the last 10 years we’ve seen a real
homogenization of eating disorders and
disordered eating and negative body image
through all races and classes and subcultures in
the United States.'*

--Margo D. Maine, Ph.D., Clinical Psychologist
Former President of Eating Disorders
Awareness and Prevention

Which Comes First: Substance
Abuse or Eating Disorders?

The temporal order or causal relationship
between eating disorders and substance use
disorders is not yet well understood.™®
Individuals with eating disorders may use
certain substances as tools to help them reduce
their weight or as a means of self-medicating the
often-distressing psychological symptoms
associated with eating disorders (e.g., low self-
esteem, need for control, obsessions and
compulsions). Conversely, excessive smoking,
drinking and certain forms of drug use, which
suppress the appetite or replace food intake,
often precipitate the development of an eating
disorder. In addition, withdrawal from tobacco,
alcohol and drugs may increase the risk that one
will overeat to compensate for the lost
stimulation to the pleasure centers in the brain.

Well, the data are that the eating disorder comes
first more often, but it’s certainly not exclusive in
that regard. It can go the other way around.™’

--Dean Krahn, M.D.
Department of Psychiatry
University of Wisconsin

Individuals whose eating disorder precedes their
substance use disorder appear to have higher
rates of obsessive-compulsive disorder (OCD),
panic disorder and social phobia in comparison
to patients with eating disorders only or those
whose eating disorder was preceded by a
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substance use disorder.”® Patients whose
substance abuse occurs prior to their eating
disorders typically are dependent on more
substances™ and are more likely to have
developed their dependency at an early age.'®
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Chapter 11
ﬂ“ﬁ" Explaining the Co-Occurrence:
®  Common Personal, Social and Societal Risks
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Eating disorders and substance use disorders
have much in common. Both are long-term,
difficult-to-treat and life threatening disorders
that may require ongoing and intensive therapy.*
Eating- and substance-related behaviors both
operate on similar reinforcing and rewarding
motivational systems in the brain.? Both
disorders involve an obsessive preoccupation
with a substance (drugs or food), craving and
compulsive behavior characterized by a loss of
control. They often include ritualistic behaviors,
which may involve a specific way of cutting a
line of cocaine or slicing into a piece of food.

Engaging in either of the disordered behaviors--
whether abusing drugs or restricting, bingeing or
purging--can have mood altering effects,
particularly feelings of calm or numbness.
Individuals with these disorders often use drugs
or engage in disordered food-related behaviors
as a method of coping and both groups continue
to engage in the disordered behavior despite
negative consequences.® Other parallels,
particularly between bulimia nervosa and
substance use problems, include impulsive
behavior, secretiveness of the behavior, low self-
esteem, the experience of social isolation that
often accompanies the disorder, resistance to
treatment and high risk of relapse.*

The risk for developing each disorder is
determined by a variety of common factors
within an individual’s brain chemistry,
personality, family, peer group and social
environment.

Common Brain Chemistry

Drugs of abuse appear to achieve their
rewarding effects by activating the same brain
circuits that are responsible for natural



rewarding or pleasurable activities, including
eating.” For example, nicotine and alcohol
suppress appetite by activating the same reward
mechanisms in the brain that otherwise would
trigger the experience of pleasure from food.

Both substance use disorders and certain forms
of disordered eating (i.e., bulimia nervosa and
binge eating disorder) are related to the common
actions of a particular brain chemical--the
neurotransmitter dopamine--that produces
feelings of pleasure or reward.® Low levels of
dopamine stimulate the urge to eat or ingest
psychoactive drugs, whereas higher doses inhibit
those urges.” Just as certain drugs of abuse
initially trigger a rush of dopamine and then,
over time, render dopamine receptors less
responsive to stimulation, a similar effect is
produced with food. Perpetual bingeing or
overeating ultimately inhibits the experience of
dopamine-related reward, with increasing doses
(of food or a drug) needed to achieve a
pleasurable effect.

Eating disorders (particularly bulimia) and
substance use disorders also may be related to
another brain chemical--the neurotransmitter
serotonin, which is partly responsible for
regulating mood as well as appetite.® For
example, cocaine increases serotonin levels in
the brain and, in so doing, also inhibits appetite
and eating.’

Common Family History

A family history of either substance abuse or
eating disorders may increase the risk for the
development of the other disorder.® One study
found that female teenage children of alcohol-
abusers were significantly likelier than other
teenagers to have a poor body image and to
engage in binge eating, dieting and vomiting.**
Conversely, an increased risk for substance use
problems has been found among individuals
with eating disorders and their relatives; this is
especially true of those with bulimia nervosa and
those with anorexia nervosa who engage in
bingeing and purging behaviors.”> However, a
recent study found no significant link between
parents’ substance use and daughters’ disordered
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eating or parents’ eating disorders and
daughters’ substance use.™

Common Personal Risks

Both substance use and certain forms of eating
disorders may represent ways for people with
particular personality types (e.g., impulsive) or
mental health problems (e.g., anxiety,
depression) to deal with these conditions.** For
example, the strong association between
substance abuse and bulimia nervosa may be
due, at least in part, to the shared tendency in
individuals with these disorders to behave
impulsively and to have difficulty controlling
their appetites.”> One study that compared
bulimic women with alcohol and drug-abusing
women found that the two groups had similar
psychological profiles, displaying depression,
anxiety, impulsivity, anger, rebelliousness and
social withdrawal."®

Anxiety and Depression

Bulimics tend to be more vulnerable to feelings
of anxiety,'” which is related to alcohol abuse.™
Depressed individuals may develop either an
eating disorder (particularly bulimia) or a
substance use problem when attempting to self-
medicate their depression.**

Low Self-Esteem

Low self-esteem is a common characteristic of
individuals who have eating disorders and/or
substance use problems.”® People who are low
in self-esteem may be less able to resist peer
pressure--increasing their risk for substance use,
or may be more likely to engage in behaviors
that superficially (and unhealthily) enhance their
image or appearance--increasing their risk for
eating disorders. Low self-esteem may pose a
greater risk for the development of eating
disorders among females than males, perhaps
because females are likelier to base their self-
esteem on the degree to which others approve of
them rather than on self-approval.”*



Stress and Coping

Stressful events can provoke the onset of either
substance use or eating disorders, particularly
among those who have difficulty coping with
life problems.?” In one study, 58 percent of
anorexics and 77 percent of bulimics
experienced a stressful event or difficulty that
precipitated the eating disorder.?® Another study
found that women with eating disorders are
more likely to try to avoid or escape from their
problems and less likely to seek support or try to
solve their problems compared to women
without eating disorders.** Similar poor coping
styles are employed by substance abusers.?

Childhood Abuse

More than one in five (21 percent) high school
girls report having been physically (17 percent)
or sexually (12 percent) abused.*® Females who
report childhood abuse, particularly sexual
abuse, are at increased risk for both substance
use and eating disorders.?’ Girls who have been
sexually or physically abused are twice as likely
to smoke, drink or use drugs as those who were
not abused® and childhood sexual abuse is
associated with an approximate three-fold
increase in the risk for alcohol and other drug
dependence.?”® Sexual abuse has been reported
in up to 65 percent of women with eating
disorders.*® Anorexics have a comparatively
lower rate of sexual abuse history than
bulimics.*

Rates of sexual abuse are highest among people
with bulimia nervosa and a lifetime history of
substance dependence disorder.*> Some estimate
that approximately one-fourth of the women in
the United States with bulimia would likely not
engage in disordered eating had they not been
sexually abused as children.*® The
psychological effects of sexual or physical abuse
often contribute to dangerous body image
distortions. Survivors of sexual abuse may
deliberately try to make themselves unattractive
in order to avoid further abuse.®* Furthermore,
women who have been abused are at increased
risk of suffering from post-traumatic stress
disorder (PTSD),* which increases the risk both
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of eating disorders® and of substance use
disorders.*’

Common Links to Other Psychiatric
Disorders

Approximately 65 percent of females with a
clinical diagnosis of substance abuse or
dependence have an additional psychiatric
diagnosis.®® Certain psychiatric disorders in
addition to posttraumatic stress disorder--
particularly obsessive-compulsive disorder,
mood disorders and personality disorders®*--
frequently are found among those with eating
disorders, with estimates ranging from 42
percent to 75 percent.*’

Obsessive-Compulsive Disorder. Considerable
research demonstrates a strong link between
eating disorders and obsessive-compulsive
disorder (OCD).** Up to 69 percent of patients
with anorexia nervosa have a coexisting
diagnosis of OCD *? and up to 33 percent of
patients with bulimia nervosa also have OCD.*®
One study found that patients with a previous
history of eating disorders had an earlier onset of
obsessive-compulsive symptoms than other
OCD patients and that early onset OCD may
increase the risk of eating disorders.** Patients
with eating disorders and OCD display
significantly more disturbed weight-related
attitudes and behaviors than do patients without
ocD.”®

Research also suggests a relationship between
OCD and substance use disorders.*® One study
found that 24 percent of teenagers with OCD
were dependent on alcohol and 19 percent were
dependent on marijuana.*’ Substance abuse,
particularly cocaine and concurrent use of
marijuana, increases the risk for the
development of OCD.*® Patients with OCD may
engage in substance use as a means of self-
medicating their distressing psychiatric
symptoms.

One explanation for why eating disorders and
substance abuse co-occur with OCD is that the
three disorders have similar obsessional and
compulsive qualities. The food- and body



image-related thoughts associated with anorexia
and bulimia and the drug-seeking thoughts
associated with substance abuse often are
described as obsessional. An anorexic’s drive to
exercise excessively and a bulimic’s or
substance abuser’s drive to binge on food or
alcohol often are described as compulsions.*®

Mood Disorders. Anorexia nervosa and
bulimia nervosa are related to depression,
bipolar disorder and other mood disorders.™
Major depression has been reported in about 50
percent of women with anorexia nervosa and in
about one-half to two-thirds of bulimic
patients.” In fact, bulimia was originally
regarded as a type of mood disorder.”* Mood
disorders also are found in approximately 35
percent of people with substance abuse
problems.*®

Depression appears to be an important
component of the link between eating disorders
and substance abuse.> Depression, depressive
symptoms and a family history of depression are
found both among patients with eating disorders
and among those with substance use disorders.*®
Individuals with eating disorders who have high
rates of depression also tend to have high rates
of substance use disorders.

The link between depression and both eating
disorders and substance use disorders also can
be seen in the effectiveness of antidepressant
medications in treating both types of disorders.
Specifically, because nicotine serves an
antidepressant function (at least initially),”’ the
use of antidepressant medications (e.g.,
Bupropion) in smoking cessation has proven
promising.”® Likewise, the use of such
medications in treating certain types of eating
disorders, particularly bulimia nervosa, has
proven promising as well.”®

Personality Disorders. Patients with eating
disorders frequently suffer from personality
disorders such as histrionic, obsessive-
compulsive, avoidant, dependent or borderline
personality disorders.®® Likewise, there is a high
rate of co-occurrence of personality disorders--
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particularly antisocial personality disorder and
borderline personality disorder--and substance
use disorders both in the general population and
in clinical settings.®

Common Family Characteristics

Certain features of the parent-child relationship,
particularly parents’ modeling of unhealthy
behaviors, limited parental monitoring of
children’s behaviors and familial conflict, lack
of warmth or support and poor communication
all increase the risk of substance use and eating
disorders.

Modeling of Substance Use and Disordered
Eating Behaviors

One of the most important risk factors for
substance use is parental modeling of substance
use behaviors.®? Children seem to form their
beliefs about substances more on the basis of
their parents’ actions than on the basis of their
parents’ words.®® Likewise, children of mothers
who are overly concerned about their weight are
at increased risk for modeling their unhealthy
attitudes and behaviors.** Mothers of girls with
eating disorders, compared to mothers of
noneating-disordered girls, tend to have more
pathological eating behaviors and attitudes and
longer dieting histories.®®

Some eating disorder behaviors may be learned,
in part, through modeling of parental behaviors
or may arise from direct parental (usually
maternal) pressure on daughters to lose weight.
If weight and appearance are consistently held
up as highly significant indicators of one’s
attractiveness and self-worth, children in such
households may begin to internalize these
messages and act accordingly.® Typically,
familial characteristics of women with eating
disorders include a family environment in which
perfection and control are the norms and in
which discussion of weight and appearance are
common.®’



Mom was always on a diet, talking about the
battle of the bulge, and | got this conception that
if I am fat, | am horrible, nobody will like me and
I’ll never amount to anything.®

--Karin Eklund, M.A.

In-patient counselor at the Betty Ford Center
Recovered from bulimia for 17 years,

Sober for 18 years

Parental Monitoring of Children’s
Behaviors

A key risk for the development of substance use
and eating disorders is low parental involvement
in a child’s life.®® Children whose parents
monitor their behaviors are less likely to engage
in high-risk behaviors.” The normal transition
to adolescence and the distancing from parents
and reduced parental monitoring that typically
accompany this transition can precipitate greater
health risk behaviors, such as substance use and
unhealthy eating or excessive exercise. With
greater independence, adolescents tend to eat
fewer meals with their parents, skip meals more
often and indulge in more “junk” food.”
Parents who eat with their children can monitor
their children’s eating habits as well as their
substance use behaviors.

Parent-Child Relationship

The nature of the parent-child relationship is an
important factor in youth substance use.”

People who grow up in caring and supportive
family environments, in which parents have
high, yet realistic expectations of their children
are less likely to use or abuse substances.”

Open parent-child communication, support,
flexibility and bonding all reduce the risk of
substance abuse.” According to CASA’s teen
survey, Back to School 1999--National Survey of
American Attitudes on Substance Abuse V:
Teens and Their Parents, teens with an excellent
relationship with either parent had risk scores for
substance abuse that were 25 percent lower than
the average teen; those with excellent
relationships with both parents had risk scores
40 percent lower.”

Unhealthy parent-child relationships also can be
seen in some individuals with eating disorders.
Typical family dynamics implicated in eating
disorders include ineffective conflict resolution,
communication difficulties, lack of warmth and
less time spent with parents during early
adolescence.”® Often, in this body of research,
mothers are described as demanding,
hypercritical, jealous, intrusive, nonresponsive,
withdrawn, passive, dependent or preoccupied
with weight and appearance. Fathers often are
described as either authoritative and strict or
distant and uninvolved.” Children might rebel
against critical and coercive parents by asserting
personal control over their own bodies and
environments by engaging in disordered weight-
control behaviors.™

Peers and the Social Environment

Unhealthy social norms and pressures to
conform to peers’ high-risk behaviors increase
the risk of developing substance use or eating
disorders. People with friends who smoke,
drink or use drugs are likelier to do so as wel
Peers play an important role in establishing the
attitudes, beliefs and group norms for substance
use behavior.®

|79

Social pressures also play a significant role in
the development of eating disorders. Members
of the same social group tend to be relatively
similar in their attitudes and behaviors,®! making
those who stray from the norm subject to
pressure and ridicule. Social groups, such as
athletic teams, cheerleading squads and
sororities or fraternities, develop social norms
about what is appropriate behavior for each of
their members and tend to exert subtle and overt
pressure on their group members to conform to
those behavioral standards.®” Deviation from
these norms can result in rejection by the
group.®® One study found that in a sorority
group, binge eating levels of group members
were strongly related to the binge eating levels
of their friends, suggesting the considerable
power of peer influence on disordered eating
behaviors.®



Advertising, Marketing and
Entertainment Industries

Commercial advertising and marketing,
including the fashion, diet, tobacco and alcohol
industries sell their products by making people
(especially women) feel that these products--
whether it is clothing, diet shakes, cigarettes or
beer--will enhance their lives, bring them more
joy and gain them societal approval. Although
this type of marketing adversely influences girls
and women’s eating and dieting behaviors, it is
particularly pernicious when used by tobacco or
alcohol companies because of the compounded
health risks associated with their products. The
profitability of these industries depends in large
part on their ability to recruit new substance
users and ensure that they retain as many
consumers as possible who already use their
products.

Other forms of media--TV programming,
movies, newspapers and some magazines--also
glamorize extreme thinness and provide
distorted information to consumers about how to
improve their lives or obtain happiness.®® Too
often these messages and images portray
smoking cigarettes or drinking alcohol as fun,
“cool” or glamorous.

Although not every person who is exposed to
these influences develops weight-control
problems or begins to smoke or drink,
individuals who already are at risk for
developing a substance use or eating disorder--
either because of low self-esteem,*® a
dysfunctional family,®’ or a greater tendency to
be influenced by societal pressures®--may be
particularly vulnerable to the influences of
advertising, marketing and the entertainment
industries.

The Drive for Perfection

Although many of the psychological risk factors
for eating disorders have been around for
centuries, there has been a tremendous increase
in the incidence of eating disorders in the past
few decades. What has changed is the body type
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regarded as ideal and the methods used to
achieve this ideal ®

Approximately 64 percent of American adults
are either overweight or obese and
approximately 15 percent of children and
adolescents (ages six to 19 years) are classified
as overweight. The average American woman
is 5’4" tall and weighs approximately 140
pounds.” At the same time, the average model,
who purportedly epitomizes our standard of
beauty, is 5’11” tall and weighs 117 pounds.*
Turning the average physique into a tall, thin
body is impossible for the majority of women.
Unfortunately, it is not just biology that
confounds women, but the goal of having an
“ideal” body has become a moral imperative in
our society, suggesting laziness or weakness on
the part of women who do not strive to attain it.
The mass media has played a critical role in
reinforcing in women the motivation to be thin
and the sense of failure among those who fail to
become thin enough.*®

The Prevailing Media Message: One Can
Never Be Too Thin

The “ideal” female body images portrayed in
television, movies and fashion magazines are
harmful to the emotional well-being and body
satisfaction of girls and women® and encourage
boys and men to have unhealthy and unrealistic
expectations of women. Trying to look like the
girls or women portrayed on TV and in
magazines is a significant risk factor for the
development of weight concerns, particularly in
teenage girls.®® One study found that 70 percent
of girls ages 10 through 14 who read magazines
such as Teen, Sassy, Young Miss and Seventeen
reported that these magazines are an important
source of beauty and fitness information.*
Twenty-two percent of the girls who read these
magazines regularly also reported wanting to
emulate the fashion models.” ¥ Another study
found that exposure to ultra-thin models,
compared to average weight models or no
models, produced greater depression, stress,

“ Several new magazines became available in recent
years that are aimed at teenage girls, among them
Cosmo Girl, Teen People, Elle Girl and Teen Vogue.



guilt, shame, insecurity and body dissatisfaction
among female undergraduate students.” These
psychological states were associated in these
women with symptoms of bulimia.*®

Unrealistically Thin Portrayals of
Models and Celebrities

The feminine beauty ideal that is featured in fashion
magazines often is criticized for being excessively
thin. Less widely discussed is the fact that these
images often are not even real. The practice of
digitally manipulating photographs, while forbidden
by most newspapers, is considered standard by many
fashion magazines.'® This practice not only
involves removing pimples or smoothing wrinkles,
but actually trimming down the images of models
and celebrities. In one widely publicized case, the
British version of the fashion magazine GQ featured
an airbrushed and slimmed down image of the
actress Kate Winslet on their February 2003 cover
and in an accompanying photo spread. In reaction to
these images the actress told the press, “the re-
touching is excessive. | do not look like that and
more importantly | don’t desire to look like that.”
She also added, “they’ve reduced the size of my legs
by about a third.”*®* Yet, those in the fashion
industry defend the practice. Pascal Dangin, founder
and chief executive of Box Studios, a photo
retouching business with clients such as W, Harper’s
Bazaar and Allure, said in a recent interview with
The New York Times, “Basically we are selling a
product — we’re selling an image. To those who say
too much retouching, | say you are bogus. This is
the world that we’re living in. Everything is
glorified.”

Portrayals of the thin ideal may contribute to
disordered eating behaviors in several ways. As
exposure to these images induces women to
compare their actual selves to their ideal selves,
some women will respond to their feelings of
body dissatisfaction with binge eating to help
allay their negative mood, whereas others may
become even more restrictive in their food
intake.'®® Research indicates that those who are
attracted to thin media personalities are the most
likely to demonstrate disturbed eating
patterns.’® The standard of physical
attractiveness presented in the media is slimmer
and more oriented to dieting and staying in
shape for women than it is for men, and the
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standard for women also is less curvaceous than
it had been in the past.'®

Laura Fraser, author of Losing It: America’s
Obsession with Weight and the Industry that Feeds
On It, reports that a senior level editor at a national
women’s magazine explained that it was “absolutely
taboo to run photos of women who aren’t slender and
attractive--even if they’re the subject of the
profile.”*® 1n 2000, actress Renée Zellweger was
pulled from the cover of Harper’s Bazaar because
she was deemed “too fat,” although she had lost most
of the weight she had put on for her portrayal of an
“average-sized” woman in the film, Bridget Jones’
Diary.*”

American women are not the only ones who are
vulnerable to the influences of the advertising,
marketing and entertainment industries.
Whereas historically, women in Fiji revered tall
and large bodies that evince strength, hard work
and health, a few short years after the
introduction of Western television programs, 29
percent of Fijian teenage girls demonstrated
symptoms of eating disorders, with 15 percent
reporting vomiting to control their weight.'%
Seventy-four percent of Fijian girls felt that they
were “too big or too fat” and 62 percent said
they had dieted in the past month.’®® The Fijian
girls who were frequent viewers of television
were 50 percent more likely to describe
themselves as fat and 30 percent more likely to
diet than were those who watched television less
frequently.'*

The [Fijian] teenagers see TV as a model for
how one gets by in the modern world. They
believe the shows depict reality.**

--Anne Becker, M.D., Ph.D., Director

Adult Eating and Weight Disorders Program
Massachusetts General Hospital

Harvard Medical School




Bodies for Sale: Advertising and Eating
Disorders

One of every 11 commercials that the average
person sees per day has a direct message about
beauty.™? Thinness is a potent advertising
theme used to create body dissatisfaction and
sell a host of products, ranging from diet pills
and fashion to perfume and cigarettes.*** Young
females typically are the main targets for
appearance-enhancing products. One study
found that an overwhelming majority (86.4
percent) of commercials for appearance-
enhancing products’ during Saturday morning
programming* was aimed at females, with none
aimed specifically at males.***

Women’s magazines contain 10.5 times more
advertisements and articles related to dieting and
weight loss than men’s magazines--the same sex
ratio often reported for eating disorders.**°
Advertisers are well aware of their powerful role
as influencing agents and do not hesitate to take
advantage of the insecurities and anxieties of
young people, especially girls.**” Perhaps the
most glaring example of the advertising
industry’s promotion of unhealthy thinness and
exploitation of women who desire to be thin is
the “heroin chic” fad of the mid-1990s. Slick
advertisements celebrated the anorexic heroin
addict--gaunt women and men with pallid
complexions, blackened eyes and hollow, brittle
bodies. So pervasive and so insidious was the
new look that even the President could not
ignore it. At the U.S. Conference of Mayors in
1997, President Clinton railed against the idea of
“glorifying death” and “the images projected in
fashion photos ...[that] have made heroin

addiction seem glamorous and sexy and cool.”**®

" Products that can be used to increase the
attractiveness of a person, a doll or a toy animal.
* Excluding commercials that were clearly adult
oriented, public service announcements and
commercials for television programming.
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No, it [media images] didn’t cause their eating
disorder, but it created the mechanism by which they
thought they could solve the problems they had in
their lives, the problem of being unhappy, the problem
of not feeling anyone listened to them or paid attention
to them...so it gave them the solution.**®

--Jean Kilbourne, Ed.D.

Lecturer and Author

Advertising an Addiction: Selling the Body
Ideal With Ads for Cigarettes and Alcohol

Advertisers frequently use unrealistically thin
models to sell addictive products, including
cigarettes and alcohol.**® Cigarettes often are
marketed to women and girls as a means to
control their weight. Tobacco companies
sometimes give their products names that
directly relate to the ideal of thinness (e.g.,
Virginia Slims cigarettes).

The tobacco companies understood the
relationship between smoking and weight
control long before the public health experts.
They began pitching cigarettes to women as a
route to thinness in the 1920s with their Lucky
Strike brand advertisements encouraging women
to “reach for a Lucky instead of a sweet.”*?°
When the 1964 Surgeon General’s report
highlighted the harmful effects of smoking, the
male smoking market began to level off and
tobacco companies began targeting women more
vigorously. They created the Virginia Slims




brand with its tagline, “slimmer, longer, not like
those fat cigarettes men smoke.” The slogan for
Misty cigarettes is “slim n’ sassy.” Capri
cigarette ads claim, “there’s no slimmer way to
smoke” and call Capri cigarettes “the slimmest
slim in town.” Tobacco companies place these
ads in women’s magazines, which rarely feature
“health” articles on the risks of smoking.
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The alcohol industry also has used weight-
related images to target female consumers. A
1991 advertisement for Michelob Light beer
exploited anxiety about body image by
juxtaposing common women’s magazine
exhortations for self-improvement (e.g., “perfect
arms in 14 days”) with the message, “Relax.
You’re OK. Improve your beer.”*** More
generally, alcohol advertisements consistently
portray extremely thin models enjoying their
beer or liquor, promoting the illusion that
drinking alcohol equates with being thin and
attractive when, in fact, alcohol is quite
fattening.

Unfortunately, these advertisements appear to be
working. Only about half (56 percent) of the
girls and young women surveyed for CASA’s
study, The Formative Years: Pathways to
Substance Abuse Among Girls and Young
Women Ages 8-22, were aware that alcohol is
high in calories and contributes to weight gain.
In fact, 5.7 percent even thought that drinking
alcohol makes one lose weight. These latter
girls tended to drink more than those who

believed that alcohol has no effect on weight.*
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Chapter III
ﬂ“ﬁ“ Treating Eating Disorders and
®  Co-Occurring Substance Abuse

The link between eating disorders and substance
abuse is not well understood and often is
overlooked by health care professionals. This
lack of understanding and awareness can lead to
improper care. Because the two disorders
require different forms of treatment, patients
often are placed in substance abuse treatment
programs that are ill equipped to handle eating
disorders or in eating disorder treatment
programs in which the staff does not know how
to diagnose or treat substance abuse. Patients
may receive adequate treatment for one disorder
or the other, but rarely for both.

One of the biggest problems we are having in
the drug abuse community is that we don’t
really have very good strategies for dealing with
complex co-morbidity and I would argue that in
the area of eating disorders it’s a tremendous
problem.
--Alan Leshner, Ph.D.
Former Director
National Institute on Drug Abuse

Treatment Considerations

Eating disorders and substance use disorders are
chronic, highly variable problems that often are
quite resistant to treatment and susceptible to
frequent relapse.” Shame is a common
component of both disorders and may cause
people to go to great lengths to deny or hide the
severity of their problems, making treatment
difficult.’

Ideally, we would have eating disorder and chemical
dependency programs that intersected for the people
who needed it.*

--Karen Spedowfski, Ph.D.

Psychological Assistant

Kaiser Permanente Chemical Dependency
Recovery Program, Santa Clara, CA
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In some cases, treatment of one disorder may
lead to an exacerbation of the other. Recovered
smokers and substance abusers might develop a
binge eating disorder to satisfy the need for oral
stimulation or a restrictive eating disorder to
remove the weight that may be gained during or
after substance abuse treatment.” Likewise,
patients recovering from an eating disorder may
still suffer from the same sources of stress and
problems in their lives that first contributed to its
onset. These individuals, if not treated properly,
might turn to alcohol or drugs to self-medicate.’
One study found that during drug detoxification,
many patients turned to binge eating to help
provide relief and ward off feelings of emptiness
and hopelessness. The eating exacerbated the
women’s poor self-image and caused them to
engage in compensatory purging behaviors (e.g.,
vomiting).”

1 finally went into treatment for alcoholism
because I was caught drinking, but my
bulimia was very secretive. Nobody knew
about it."
--Karin Eklund, M. A.
In-patient counselor at the Betty Ford Center
Abstinent from bulimia for 17 years
Sober for 18 years

The high rates of co-occurring eating disorders
and substance abuse have begun to pose a major
problem in treatment settings traditionally
designed to treat only one of these disorders.®
Traditionally, each unit in a treatment center
contains trained personnel who deal with
specific disorders. Consequently, health care
professionals in substance abuse treatment
centers often have little experience or formal
education regarding the treatment of eating
disorders. Likewise, those who treat eating
disorders often are not aware of or trained in the
best practices for treating substance abuse.
Although the significant overlap between
substance abuse and eating disorders first came
to light in the 1970s, physicians and other health
care professionals only recently have begun to
attempt to treat patients with these co-occurring
disorders.’

4.

Because of the high rates of co-occurrence,
particularly among females, patients in a
substance abuse treatment program should
routinely be assessed for the presence of a
concurrent eating disorder and patients in an
eating disorder treatment program should
routinely be assessed for the presence