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Two studies explored the relevance of self-discrepancies for body dissatisfaction and disordered
eating. In Study 1, actual:ideal self-discrepancies of female undergraduates correlated with body
shape dissatisfaction independent of Ss* body mass and number of appearance-related self-beliefs;
actualiought discrepancy was discriminantly associated with anorexic-related attitudes and behav-
iors. In Study 2 (using a mixed-gender sample), bulimic-related behaviors were associated with a
form of actual:ideal discrepancy {unfulfitled positive potential) whereas anorexic-related symp-
toms were associated with actualiought discrepancy. Both genders showed the predicted relations
between self-discrepancies and disordered eating, and the predicted associations remained even
when appearance-related attributes were excluded from scoring of self-discrepancies.

Eating disorders represent complex, prevalent, and signifi-
cant health problems, particularly among adolescents and
young adult women, Despite increasing rescarch addressing
the etiology of these problems, it remains unclear what psycho-
logical characteristics represent precursors of pathological eat-
ing behavior (American Psychiatric Association, 1987). None-
theless, a sizable literature implicates sociocultural {e.2., Bos-
kind-Lodahl, 1976; Rodin, Silberstein, & Striegel-Moore,
1985), social cognitive (e.g., Chaiken & Pliner, 1987; Mori, Chai-
ken, & Pliner, 1987; Polivy, Herman, Jazwinski, & Olmsted,
1984), and psychodynamic {e.g., Bruch, 1973, 1982) factors as
precursors of eating-related problems.

Researchers and clinicians have implicated the self-concept
in vulnerability to appearance-related and eating-related difh-
culties (Cash & Green, 1986; Markus, Hamill, & Sentis, 1987).
Self-concept deficiencies may contribute significantly to the
development of the negative self-evaluation, misperceptions of
internal emotional and somatic states, and disturbed eating
patterns characteristic of these syndromes (Mori et al., 1987).
Strober and Goldenberg (1981) and Sugarman, Quinlan, and
Devenis (1982) reported that self-concept disturbances tend to
underlic body image distortion in eating-disordered subjects.
Strauss and Ryan (1987) concluded that eating-disordered indi-
viduals exhibit poorer self-concept than matched controls.
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Both family systems {Strober, 1982) and psychodynamic
(Bruch, 1982) theorists have also suggested that unresalved is-
sues surrounding individuation and self-definition may predis-
pose individuals 1o eating disorders.

Self-Discrepancy Theory

We conducted this research to determine whether self-dis-
crepancy theory (Higgins, 1987, in press) could identify which
kinds of self-concept problemsare associated with body dissatis-
faction and disordered cating. The theory distinguishes among
different types of discomfort that individuals holding incom-
patible self-beliefs may experience and relates different kinds of
emotional vulnerabilities to different types of discrepancies
that individuals may possess. The theory postulates domains of
selfincluding the actual self (a representation of the attributes
that the individual or a significant other helieves he or she actu-
ally possesses), the ideal self (a representation of the attributes
that the individual or a significant other would ideally like him
or her to possess), and the oughs self @ representation of the
attributes that the individual or a significant other believes it is
his or her obligation or duty to possess). The ideal and ought self
represent self-evaluative standards, or self-guides. Discrepan-
cies between the actual self and self-guides lead to negative
emotional-motivational states. The negative states associated
with self-discrepancy, in turn, can lead to patterns of emotional
distress as well as self-defeating behavior (Strauman, 1989a). As
maladaptive eating behaviors involve both self-evaluative and
self-regulatory processes, we scught to determine whether par-
ticular types of discrepant self-beliefs would be related to spe-
cific eating-related problems. Demonstrating that general self-
discrepancies (as structural characteristics of the se’f that are
independent of the content of individuals’ self-belie!s) were as-
sociated with disordered eating would represent a new avenue
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for exploring the psychological antecedents of body dissatisfac-
tion and eating disorders.

Higgins (1989a) presented a developmental scheme for the
emergence of self-guides that is relevant here. Advances in intel-
lectual development are accompanied by the acquisition of
self—other contingency knowledge, which in combination with
the individual’s social reinforcement experiences helps to es-
tablish motivationally significant internalized standards for be-
havior (self-guides). There are trade-offs associated with the de-
velopment of stronger versus weaker self-guides that have im-
plications for vulnerability to emotional distress (Higgins,
1989b). Although having weak sclf-guides tends to be asso-
ciated with such problems as disobedience, aggressiveness, lack
of responsibility, and antisocial behavior, the acquisition of
strong self-guides (despite certain self-regulatory benefits) also
can be associated with emetional vulnerabilities. Specifically,
strong self-guides lead to increases in both the emotional inten-
sity of self-evaluation and the motivation to reduce self-discrep-
ancies. Discrepancy-based motivational states induce negative
affect and trigger self-regulatory processes aimed at reducing
the discrepancy between the actual self-state and relevant self-
guides. When individuals are unable to reduce the discrepancy,
they will experience more powerful and persistent negative af-
fect. A psychological situation is created in which individuals
are increasingly likely to experience intense emotional distress
over longer periods of time. We postulate that such chronic
negative self-evaluation (along with failure to adequately self-re-
gulate) might contribute to the emergence of body dissatisfac-
tion and disordered eating.

Self-Beliefs, Gender, and Disordered Eating

Variation in the strengths of self-guides that boys and girls
acquire represents one possible contribution to gender differ-
ences in the incidence of emotional and behavior disorders
{Rutter & Garmezy, 1983; Simmons & Blythe, 1987). Such dis-
parity may arise from differences between boys and girls in
interactions with caretakers that provide self~other contin-
gency information (e.g., Parke & Slaby, 1983; Rothbart & Roth-
bart, 1976). More pressure is placed on girls 1o be nurturant,
obedient, and socially responsible. Girls are far more closely
supervised; they are more restricted and controlled, and their
mistakes are responded to more quickly. Thus, the literature
has suggested that girls are likely to acquire stronger self-guides
than boys. This reasoning is also congruent with gender differ-
ences in the incidence of conduct disorders. Because girls tend
to have stronger self-regulatory processes, they would be ex-
pected to show more behavioral control than boys. Parke and
Slaby (1983) and Rutter and Garmezy have reported a higher
proportion of boys than girls having conduct disorders or anti-
social behavior problems throughout childhood. In contrast,
body dissatisfaction and maladaptive eating frequently involve
overcontrol, whereby individuals struggle to regulate their
weight and appearance (e.g., Bruch, 1982).!

The trade-offs associated with acquisition of strong self-
guides help account for the increased emotional vulnerabilities
of girls. Between the juvenile period and adolescence, there isa
shift in the type of self-attributes that are valued and sought

(Higgins & Eccles-Parsons, 1 983). Self-attributes valued during
preschool and juvenile periods (e.g., neat, polite, and nonag-
gressive) can usually be attained through high levels of motiva-
tion to do so. Later standards based on popularity and attrac-
tiveness (Simmons & Blythe, 1987), relative intelligence (Ruble,
1983), or other attributes that rely on social comparison are
difficult to match through high motivation alone. The fact that
adolescents are relatively less able to fulfill self-guides leaves
them more vulnerable to the negative affect associated with
self-discrepancies. Therefore, because adolescent girls are
likely to have stronger self-guides than boys, we expect that girls
would tend to be more emotionally vulnerable. The differential
strength of self-guides in girls versus boys, along with the in-
creased importance of standards that are more difficult to
match during the juvenile and adolescent periods {e.g., appear-
ance), is consistent with the modal onset of body dissatisfaction
and disordered eating in girls during adolescence.

The present research examines the relations between self-
discrepancies and vulnerability to body dissatisfaction and dis-
ordered eating. Study 1 involves a sample of female undergradu-
ates, the population most likely to manifest such difficulties.
However, our view is that vulnerability to body dissatisfaction
and disordered eating is not limited to specific self-guide con-
tent or to girls and women. Although better appearance and
desirable body characteristics are likely adolescent goals, the
content of self-guides is not necessarily the pathogenic element.
Instead, we emphasize the individual’s ability to achieve
matches between the actual self and self-guides. Although it is
likely that women will acquire stronger self-guides than men,
men whose self-other contingency history led to the acquisi-
tion of strong self-guides could also be vulnerable to body con-
cerns and maladaptive eating behaviors (Andersen, 1986). In
Study 2, we predict the same associations between different
self-discrepancies and anorexic versus bulimic symptoms re-
spectively for both women and men. With respect to the ques-
tion of self-guide content, we predict that the association be-
tween self-discrepancies and maladaptive eating will remain
even when appearance-related attributes are excluded from
measures of discrepancy.

Study 1: Self-Discrepancy, Body Dissatisfaction, and
Maladaptive Eating in Female Undergraduates

Self-discrepancy theary postulates that actual:ideal discrep-
ancy is associated with vulnerability o dejection (e.g., dissatis-
faction, disappointment, or shame), whereas actual:ought dis-
crepancy is associated with vulnerability to agitation {e.g., fear,
worry, or guilt). Actual:iideal discrepancy has been shown to
predict dissatisfaction with self (e.g., Higgins, Klein, & Strau-
man, 1985); thus, we expected that body dissatisfaction would
be discriminantly associated with this discrepancy, and particu-
larly a discrepancy in which the ideal self-standard represents
one’s own standpoint—an actual:own versus ideal:own (Al dis-

' Whereas bulimics typically report feeling a loss of control over
their eating, the binge—purge cycle represents a clear instance of patho-
logical overregulation.
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crepancy. Several investigators have reported that body shape
dissatisfaction involves the belief that one’s appearance or physi-
cal attributes do not meet some personally relevant ideal stan-
dard (Cash & Green, 1986; Lerner & Karabenick, 1974; Lerner,
Karabenick, & Stuart, 1973). We predicted a different self-dis-
crepancy correlate for anorexic-related behaviors and attitudes.
According to the Diggnostic and Statistical Manual of Mental
Disorders, third edition, revised (DSM-ITI-R; American Psychi-
atric Association, 1987), characteristic features of anorexia in-
clude acute morbid and persistent fears (especially of appearing
fat), an intense drive for thinness, disturbance in the way in
which one’s weight and shape are experienced, and self-punitive
behaviors. Anorexic patients tend to be obedient, well-be-
haved, and conscientious (Bruch, 1973, 1982); they are charac-
teristically described as anxious, guilty, and working to live up
to the demands of others. These reports of self-punitiveness,
intense fear, and working to meet others’ demands are consis-
tent with an actualjown:ought/other {ACQ) discrepancy. More-
over, Higgins et al. (1985) found that weight loss @ diagnostic
criterion for anorexia) was more strongly correlated with
actual:iought than with actualideal discrepancy. Thus, the
model suggests that anorexiclike behaviors would be discrimi-
nantly associated with AOQ discrepancies.

We hypothesized that specific self-discrepancies would be
associated with vulnerability to body dissatisfaction and an-
orexic-related problems; Al discrepancies would be more
strongly associated with body dissatisfaction, and AOO discrep-
ancies would be more strongly associated with anorexic-related
problems. We also hypothesized that these discriminant associ-
ations would be manifested cven after controlling statistically
for other known predictors of body dissatisfaction and maladap-
tive eating. Two such predictors were used: the subject’s body
mass and the presence of appearance-related personal con-
structs (i.e.,, the content of subjects’ self-beliefs). Both variabtes
have been shown to be reliably associated with vulnerability to
eating-related problems {e.g., Fransella & Crisp, 1979; Strober,
1986).

Method
Subjects

Subjects were 138 female undergraduates in a Psychology of Person-
ality course who participated in the study described asa comparison of
personality questionnaires for course credit. Of this group, 128 com-
pleted all four measures, and their data were included in the analysis.
The mean age of the sample was 21.0 years (SD = 3.2, range = 18-40);
the mean reporied weight was 128.9 pounds (5D = 18.1, range = 93—
200). The mean weight was within the normal range according 1o
standard height and weight actuarial tables (Metropolitan Life Insur-
ance Company, 1983). Bady mass index (BMI) in kilograms per square
meter was calculated by using reported height and weight. The mean
BMI for the present sample was 21.09 (SD = 2.42, range = 16.68-
29.59). Nine subjects (7%) had a BMI greater than 25.0 (in the “over-
weight™ range; Bray, 1986), and 21 subjects (16%) had a BMI less than
19.0 (in the “underweight” range; Garrow, 1986).

Measures and Procedure

Subjects received a packet containing four guestionnaires with a
precoded identification number. They were requested to complete the

forms in the order presented at home that evening. The following ques-
tionnaires (in order of presentation) were included:

1. Consent formi/demographics sheet. A one-page form was used to
obtain informed consent and to record the subject’s age, height, and
weight. The height and weight questions were included with a list of
several items described as a “standard health inquiry” so as not to call
undue attention to them.

2. Selves Questionnaire (Higgins, Bond, Klein, & Strauman,
1986). This measure asks subjects to list traits or attributes for a num-
ber of self-states (e.g. actual/own, ideal/own, or oughtjother) that con-
stitute different domain/standpoint combinations within the self, Two
sections were administered, the first involving the respondent’s “own”
standpoint and the second involving the standpoints of the respon-
dent’s “mother,” “father,” and “closest friend.” Each page of the ques-
tionnaire concerned a particular seif-state, for example, “Please list
the attributes of the type of person you think vou actually are” (the
actual/own self-state). By having subjects spontaneously list the attri-
butes associated with their self-states (instead of a checkliist-type pro-
cedure), the likelihood that the attributes obtained would be chroni-
cally accessible and personally significant was increased (Higgins,
King, & Mavin, 1982). Subjects also rated the extent or extremity of
each attribute, using a scale ranging from sfightly (1) to extremely (4).

A two-stage process was used to calculate the magnitude of discrep-
ancy between the actual/own self-state and each self-guide. First, each
attribute of the actual/own self-state was compared with the attributes
oftheself-guide, with four types of attribute-pair relationship possible:
(a) march, in which the actual/own attribute and the self-guide attribute
were synonymous and differed in their extent ratings by no more than |
(e.g., actual/own: “moderately honest” vs, ought/other: “very honest”);
(b) mismatch of extent, in which the attributes were synonymous but
differed in their extent ratings by greater than 1 (eg., actualjown;
“slightly intelligent” vs. ideal/own: “extremely intelligent™); (c) mis-
match, in which the attributes were antonyms (e.g. actual/own: “shy”
vs. ought/other: “outgoing™); and (d) nonmarch, in which the attribute
pairs were neither synonyms nor antonyms. Nonmatches were not in-
cluded in calculating self-discrepancy scores. The second step was to
quantify the magnitude of discrepancy. Weights were assigned to cate-
gories as follows: matches and mismatches of extent were given weights
of —~1 and | respectively, and true mismaiches were given a weight of 2
(Higgins, 1987). Each discrepancy score was obtained by summing the
weights for all matches and mismatches pertaining to that pair of self-
states. In calculating ACQ discrepancy scores, the ought/other self-
guide (i, among “mother,” “father,” and “closest friend”) that yielded
the highest AOO discrepancy score was used. Subjects listed an aver-
age of 6.5 attributes for each self-state (each page permitted a maxi-
mum of 10 attributes); 62% of these attributes were classified as non-
matches. The overall interrater reliability (intraclass correlation) of the
self-discrepancy measure was .87.

In addition to scores for Al and AOQO discrepancies, each subject
was assigned a score denoting the number of chronically accessible
constructs concerning appearance or body shape (ACA) among the
self-guide attributes listed in the Selves Questionnaire, This measure
was included 10 assess the alternative hypothesis that the presence of
an appearance-related self-guide per se would be associated with
greater body dissatisfaction and vulnerability to maladaptive eating-
related behaviors.

3. Body Shape Questionnaire (BSQ; Cooper, Taylor, Cooper, & Fair-
burn, 1987). This 34-item checklist assesses concerns about body
shape and appearance in both normal and clinical populations. Fach
item consists of a question concerning how often the subject felt a
particular way about her appearance during the past 4 weeks. Subjects
respond to each item on a 6-point scale ranging from never (1) to abways
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{6). Each subject was assigned a total score on the BSQ by summing
individual item scores.

4. Eating Attitudes Test (EAT, Garner & Garfinkel, 1979). The
EAT is a 40-item checklist measure of eating-related attitudes and be-
haviors. Subjects rated the extent to which the statement was true for
them on a 6-point scale ranging from a/ways to never. The original
scoring method was used: For each item the most symptomatic re-
sponse (usually afways) received a score of 3, the next most symptom-
atic response (usually very offen) received a score of 2, the third most
symptomatic respense (usually ofter) received a score of 1, and all
other responses received a score of (. Subjects were assigned a total
EAT score by summing across the 40 items, and three subscale scores
representing aspects of maladaptive cating relevant to the present hy-
potheses (Dieting, Bulimia/Food Preoccupation, and Qral Control)
were also calculated. Garner, Olmstead, Bohr, and Garfinkel (1982)
presented evidence suggesting that the EAT was a reliable and valid
measure of maladaptive eating behavior in both nonclinical and clini-
cal samples.

Results and Discussion
Characteristics of the Sample

Of the total sample, 38 (30%) included at least one construct
related to appearance among the self-guide attributes listed on
the Selves Questionnaire; 11 (8.6%) listed two appearance-re-
lated constructs. Of the 49 appearance-related constructs
listed, the most frequent were “attractive” {L6), “beautiful™ (1 1),
and “thin” or “thinner” (9), The mean BSQ total score was 99.5
(SD = 35.4), marginally higher than the community sample
mean score of §1.5 reported by Cooper et al. (1987). A total of
25 subjects (20%) had BSQ scores greater than 136, the mean
score for a sample of bulimic patients reported by Cooper et al.
The mean EAT 4(-item total score in the present sample was
20.9 (5D = 14.1), slightly greater than the mean score for a
norma! control sample (M = 15.6) reported by Garner and Gar-
finkel (1979). A total of 29 subjects (21%) had EAT-40 scores
greater than 30, the maximally discriminant cutoff score for
identifving anorexic women reported by Garner and Garfin-
kel. Fifteen subjects had both elevated BSQ (>136)and elevated
EAT-40 (> 30) total scores.

Zero-Order (r) and Partial Correlation (pr) Analyses

Table | presents the correlations among the study variables.
Several features of the zero-order matrix may be noted. First,
the BSQ and EAT scores were highly correlated, 1{126) = .68,

Table 1
Zero-Order Correlations Among the Measures in Study 1

p <.0001, which decreased the likelihood of finding discrimi-
nant relations between each measure and each self-discrepancy,.
Second, all four predictor variables (BMI, AL, AQQ, and ACA)
were at least marginally correlated with both BSQ and EAT,
ranging from .15 (p < .08) to .43 (p <.001). Both Al and AQOO
were significantly correlated with both BSQ and EAT. Third,
with the exception of the expected moderate correlation be-
tween Al and AQO, r(126) = .50, p < .001 (Higgins, 1987), the
predictor variables showed only a limited degree of intercorre-
iation.

Not all self-discrepancies were associated with body dissatis-
faction and maladaptive eating. Actualfown versus ideal/other
discrepancy did not significantly predict either BSQ or EAT
scores, rs(126)= .06 and .1 1, respectively. Similarly, actual/own:
ought/own discrepancy did not significantly predict either BSQ
or EAT scores, rs(126) = .14 and .15, respectively, both ps > .09.
These data provide initial support for the hypothesis that only
particular self-discrepancies are associated with body dissatis-
faction and anorexic-related eating behaviors, respectively.

To test for discriminant associations between Al versus AQO
self-discrepancy and vulnerability to body dissatisfaction ver-
sus anorexic-related behaviors, partial correlations were calcu-
lated in which the relation between each type of self-discrep-
ancy and BSQ/EAT was examined while statistically control-
ling for both the other discrepancy and the other measure of
maladaptive attitudes and behaviors. This double-partial strat-
egy provides a stringent test of the discriminant hypothesis,
particularly as the two discrepancy scores and the two distress
measures were both intercorrelated.® The predictions regard-
ing discriminant validity were supported. Al remained asignif-
icant predictor of BSQ even with the influence of AOO and
EAT controlled, pr{l124) = .19, p < .05; AOQ did not predict
BSQ after Al and EAT were controlled, pr(i24) = .07, ns. AOO
remained significantly associated with EAT even after partia-
ling out Al and BSQ, pr(124)= .27, p < .01; Al did not predict
EAT after controlling for AOQ and BSQ, pr(124) = —.02, ns.

Additional support for our predictions was obtained from
partial correlation analyses of the three EAT subscales. Garner
et al. (1982) presented evidence that the Dieting and Oral Con-
trol subscales were associated with anorexic symptomatology,
whereas the Bulimia/Food Preoccupation subscale was more
strongly associated with bulimic behaviors (in both anorexic
and bulimic individuals). We hypothesized that Al would re-
main significantly correlated with the Bulimia/Food Preoccu-
pation subscale afier partialing out AOO and the Dieting and
QOral Control subscales; likewise, we expected that AOO would

Measure I 2 3 4 5 6
1. BMI —

2. Al -.02 _

3. A0 01 BT —

4. ACA J18* 14 12 —

5. BSQ I X bl 21* Jgmex —

6. EAT A5 .18* 30%** J5exx L8

Note. N =128, BMI = Body Mass Index; Al = actual/own:ideal/own
discrepancy; AQQO = actualjown:ought/other discrepancy; ACA = ac-
cessible constructs for appearance, BSQ = Body Shape Questionnaire
total score; EAT = Eating Attitudes Test total score.

*p<.03 *™p< 0l ¥ p<. 001,

? The degree of association between BSQ and EAT total scores ap-
pears to represent an accurate appraisal of the co-occurrence of body
dissatisfaction and dysfunctional eating behavior in nonclinical sam-
ples. As Garner, Olmsted, Bohr, and Garfinkel (1982) and others have
noted, even in clinical populations it is relatively atypical to find
“pure” instances of anorexia or bulimia. We suggest that the typical
mixed symptom picture in both subclinical and clinical eating dis-
orders can be conceptualized by means of self-discrepancy theory, in
which coexisting sources of vulnerability to emotional distress (€.2.,
actual:ideal and actual:ought discrepancies) are postulated to lead to
distinct emotional outcomes.
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remain significantly correlated with the Dieting and Oral Con-
trol subscales afier partialing out Al and the Bulimia/Food
Preoccupation subscale. Both predictions were supported: For
the Al-Bulimia/Food Preoccupation subscale correlation,
pr124) = .18, p < .05; for the AOO-Dieting and AOO-Oral
Control correlations, prs(124) = .19 and .18, respectively, both
ps < .05.

Hierarchical Miltiple Regression Analyses

The secand hypothesis concerned the predictive power of
self-discrepancies beyond other relevant variables. We ex-
pected that self-discrepancy would account for variance in
BSQ and EAT bevond that predicted by BMI and the presence
of ACA. To test this hypothesis, hierarchical multiple regres-
sions predicting BSQ and EAT, respectively, were performed.
Statistical tests for increments in variance accounted for with
the addition of predictor variables used the Type Il error model
recommended by Cohen and Cohen (1973). Asorder of entry in
hierarchical analvses is critical, competing predictor variables
(BMI and ACA) were entered before self-discrepancy variables,
sa that shared variance would not contribute to any increment
in R? obtained when Al or AOO were added. Interaction terms
were also included to determine whether the combination of
self-discrepancy and the presence of an ACA would account for
additional variance. Table 2 lists the order in which each pre-
dictor variable was entered, the cumulative R? at each step, the
increment in R? over the previous step, the F value for the
increment in R?, and the significance level for the F test. Be-
cause different orders of variable entry were used for BSQ and
EAT, each analysis is discussed separately.

Table 2

Hierarchical Multiple Regression Analyses Predicting
Body Shape Questionnaire and Eating

Auttitudes Test Scores in Study 1

Variable Cumulative Increment F(1, 121) for pfor
entered R? in R? increment  increment
Body Shape Questionnaire total score
BMI 195 195 37.81 <.001
ACA .290 0935 18.42 <.001
AQO 327 037 7.17 <.01
Al 352 025 4.85 <.05
Al X ACA 375 023 4.46 <.05
AQO x ACA 376 .001 0.19 ns
Eating Attitudes Test total score

BMIL 028 028 4.43 <.05
ACA 120 092 14.57 <.001
Al 144 024 3.80 <07
AQO .203 059 9.34 <01
AQQ X ACA 227 024 3.80 <07
Al X ACA 229 002 0.32 s

Note. N =128 BMI1= Body Mass Index; Al = actualjown:ideal/own
discrepancy. AOQ ~ actual/own:ought/other discrepancy;, ACA = ac-
cessible constructs for appearance; AOO X ACA = AOQ/ACA interac-
tion; Al X ACA = AIJACA interaction.

For BSQ, all four predictor variables produced statistically
significant increments in R%. BMI, which showed the largest
zero-order correlation with BSQ, was entered first and ac-
counted for the greatest proportion of variance (19.3%). The
addition of ACA also resulted in a sizable increase in R? (9.5%),
validating the notion that dissatisfaction with one’s body or
appearance is associated with the presence of ACAs. The two
self-discrepancy variables were then entered sequentially, with
AQQO before Al (based on the prediction that Al would be
discriminantly associated with BSQ). The addition of AQO
provided a significant increment in R? (3.7%), not surprising
given the high correlation between AOQO and Al;, however,
when Al was added as the fourth predictor variable, it also
produced a significant increment in R? {an additional 2.5%)
despite its sizable correlation with AOO.? The Al X ACA inter-
action {the interaction term more likely to be predictive of BSQ
scores) was entered as the fifth step in the analysis and obtained
a modest but significant increment in R (2.3%). The AQO X
ACA interaction was entered in the final step and did not ac-
count for additional variance in BSQ scores. Examination of
the regression coefficient for the AI X ACA interaction term
indicated a positive association between interaction scores and
BSQ; that is, subjects with both substantial Al discrepancy and
an ACA self-guide were more highly vulnerable to body dissatis-
faction.

For EAT, BMI was also entered first and accounted for a
modest but statistically significant portion of variance (2.8%).
ACA, the second variable entered, again proved to be a signifi-
cant predictor (9.2%) of the variance in EAT scores. Both self-
discrepancy scores accounted for additional variance in EAT,
Al wasentered on the third step, resulting in a marginally signif-
icant increment in R? (2.4%, p < .07). AQO, expected to be
more strongly associated with EAT scores, was then entered
and produced an increment in R? of 5.9%.* The AOO X ACA
interaction term (considered more likely to be predictive of
EAT scores) was entered as the fifth step of the analysis. This
step accounted for a marginally significant additional portion
of BSQscore variance (2.4%, p <.07). The final step, adding the
AT ACA interaction, did not result in a meaningful increment
in R% The regression coefficient for the AOO X ACA interac-
tion term was positive, indicating that subjects with both AQO
discrepancy and an ACA self-gnide were more highly vulnera-
ble to anorexic-related behaviors.

Summary

Our predictions regarding psychological correlates of vulner-
ability to body dissatisfaction and anorexiclike attitudes and
behaviors, derived from self-diserepancy theory and related lit-
eratures, were supported. Al discrepancy was discriminantly

* As an additional test of our specificity hypothesis, we also per-
formed this analysis adding Al before AQQ. As would be expected, the
addition of Al resulted in a significant increment in ®2, and the addi-
tion of AOO did not.

* We also performed this analysis adding AQO before AL As ex-
pected, the addition of AOO to the model resulted in a significant
increment in R%, and the addition of Al did not.
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related to body dissatisfaction, and AOO discrepancy was dis-
criminantly predictive of anorexic-related eating problems.
These findings suggest a possible contributory role for the mo-
tivational and affective consequences of self-discrepancies in
vulnerability to body dissatisfaction as well as disordered
cating.

Study 2: Self-Discrepancy, Bulimic Versus Anorexic
Behaviors, and Gender

The second study was conducted to replicate and extend the
findings of Study 1 in two ways. The initial study (@) did not
attempt to differentiate between anorexic- and bulimic-related
behaviors in nonclinical samples and (b) was limited to a female
population. The second study differentiates between these be-
haviors and examines whether the associations observed in the
initial study would be obtained in a mixed-sex sample.

We expected that Al would be discriminantly associated with
bulimic-type eating problems for several reasons. The DSM-
I11-R criteria for the diagnosis of bulimia include “persistent
overconcern with body shape and weight” as a cardinal feature
of the syndrome; as Al was shown to correlate with body dissat-
isfaction, individuals manifesting bulimic behaviors may be
likely to possess Al discrepancies. In addition, the BSQ has
been reported to be more closely associated with measures of
bulimia than with measures of anorexia (Cooper et al., |987).
Furthermore, DSM-/II-R indicates that depressed mood is
mare commonly observed among bulimics than among an-

orexics (e.g., Lee, Rush, & Mitchell, 1985). A number of authors

have reported a relation between bulimic symptoms and
chronic depressive affect (Hudson, Laffer, & Pope, 1982; Walsh
et al,, 1982). Lee et al. (1985) argued that bulimia might be a
variant of depression, because symptoms of bulimia such as
dissatisfaction, discouragement, and binge eating are also indic-
ative of depression. On the basis of the association between Al
and depressive symptomatology (Strauman, 1989b; Strauman
& Higgins, 1988}, we predicted a significant relation between
Al and bulimic behaviors in this nonclinical sample.

We were particularly interested in examining the relation
between bulimic-type behavior and a variation of AL Self-dis-
crepancy theory has been expanded to include the can self,
which is a representation of one’s beliefs about one’s capabilities
or potential (Higgins, in press). The can self is not a self-guide
like the ideal or ought self but is rather a domain of se/f-possi-
bifities not unlike Bandura’s notion of self-efficacy (Bandura,
1982). Higpins (in press) argued that the emotional significance
of chronic failure to match one’s ideal self-guides varies as a
function of the relationship of the can self to the actual and
ideal selves. When a person believes that he or she has the
potential to fulfill ideals but nonetheless continually fails to
meet this potential, the actual self is discrepant from both the
ideal self and the can self. This pattern of self-beliefs represents
the psychological situation of chronic failure to meet one’s posi-
tive potential, or unfulfilled positive potential (UFPP). Al-
though UFPP is postulated to be associated with dejection-re-
lated emations, it represents a more specific emotional vulnera-
bility and is also hypothesized to be associated with specific
dejection-related emotions such as feeling like a failure, feeling

a loss of control over one’s life, feeling dissatisfaction with ac-
complishments, feeling helpless, having to push one’s self to do
anything, and not feeling energetic or alert. Garner and Garfin-
kel (1979}, among others, have observed an association between
feelings of helplessness, dissatisfaction, lethargy, and loss of
control and bulimic attitudes and behaviors. A sense of lacking
control over one’s life (particularly with respect to behaviors
and attributes relevant to one’s seli-guides) has been found to be
associated with UFPP and is hypothesized to be a possible
precursor of the bulimic syndrome.

We predicted that AOO would be specifically associated with
anorexic-related behaviors and attitudes, whereas A[ would be
discriminantly associated with bulimiclike eating problems. In
addition, we predicted that UFPP {as a form of Al discrepancy)
would be even more strongly related to bulimic symptomatol-
ogy than Al. We also hypothesized that these discriminant rela-
tions would be found for both men and women, in keeping with
the model presented above. Finally, we expected that both hy-
potheses would be supported even when appearance-related
self-guides were excluded from analyses.

Method
Subjects

Students in an introductory psychology class completed a test bat-
tery at the beginning of the semester. All subjects who completed a
particular questionnaire (see below) were eligible for the latter portion
of the study and were later offered the chance to participate in partial
fulfillment of a course requirement. A total of 91 students (64 women
and 27 men) completed both portions of the study. The mean age of
this sample was 19.0 years (SD = 1.0, range = 16-23).

Measures and Procedure

The Selves Questionnaire was the first measure administered in the
initial battery. An expanded version of the Selves Questionnaire was
used. In addition to the actual, ideal, and ought domains of self, the
expanded version included the can self-domain (i.e., the subject’s repre-
sentation of the attributes that he or she believes he or she can possess;
his or her expectations about capabilities or potential). The scoring
procedure from Study | was used to calculate subjects’ Al and AQO
discrepancies. Each subject’s UFPP score was determined by locating
any matches on the can and ideal attribute lists. These matches were
then compared to the actual list; the matches and mismatches were
weighted and totaled in the usual fashion. For a second set of analyses,
all discrepancy scores were recomputed by omitting any appearance-
related attributes from the calculations, As in Study 1, this analysis was
performed to assess the predictive power of self-discrepancies inde-
pendent of the presence or absence of appearance-related self-
attributes.

Eight to 12 weeks later, subjects who volunteered to participate in the
latter portion of the study participated in groups averaging 6 persons
per session (range — 3-9). Two questionnaire measures were adminis-
tered, and all subjects completed the questionnaires in the same order.
These questionnaires were the EAT (Garner & Garfinkel, 1979) and
the Binge Eating Scale (BINGE; Hawkins & Clement, 1980). This latter
measure contains 10 itemns designed to assess the presence and severity
of binge eating as well as related attitudinal parameters. Because this
scale was developed with an undergraduate population rather than a
clinical bulimic sample, it was particularly appropriate for this study.
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The first item asks whether the subject ever binges; the remaining 9
items refer to characteristics of the binge-eating episodes. Responses
are weighted with the least symptomatic response scored O and the
most symptomatic response scored 3. As suggested by Hawkins and
Clement, the 9 items referring to symptom severity were averaged to
vield a total score. Subjects who reported on the first item that they did
not binge received a total score of 0.

Results and Discussion

Characteristics of the Sample

Scores for the EAT and BINGE were comparable to other
nonclinical samples. The mean EAT total score was 1 7.6 (§D =
18.4), slightly greater than the mean for a normal control sam-
ple (M = 15.6) reported by Garner and Garfinkel (1979). Twelve
subjects (1 | women and | man) had EAT scores greater than 30,
the maximally discriminant cutoff score for identifying an-
orexic women reported by Garner and Garfinkel. The mean
BINGE score was (.41 (SD = 0.5). Despite the low sample
mean, 57 subjects 44 women and 13 men) indicated at least
some binge eating.

Zero-Ovder and Partial Correlation Analyses

The EAT and BINGE scores were highly intercorrelated (r =
.73, p <.001), as were the three types of self-discrepancy. Table
3 lists the zero-order correlations among the five study vari-
ables. Despite the degree of intercorrelation, AOQ was mare
strongly associated with EAT scores than were the other two
self-discrepancy variables (r= .42, p <.001). Similarly, the EAT
was more strongly associated with AOO than was the BINGE
scale.

To test for discriminant associations between different self-
discrepancies and bulimic-type versus anorexic-type behav-
iors, partial correlation analyses were performed, representing
the association between a specific discrepancy and a specific
type of maladaptive eating, controlling for the alternative type
of discrepancy and eating problem. Table 4 contains partial
correlations among the variables, whereas Table 5 reports the
partial correlations with the discrepancy scores recomputed to
cxclude appearance-related constructs. Qur predictions regard-

Table 3
Zero-Order Correlations Among Eating Disorder Scale Scores

ing discriminant associations were supported. With the influ-
ence of Al and BINGE removed, AQO remained positively
correlated with EAT, pr(87) = .34, p <.001; asignificant associa-
tion between AQO and EAT was also found when variance due
to UFPP and BINGE was controlled, pr(87) = .45, p < .001.
Conversely, whereas Al did not show significant discriminant
association with BINGE, UFPP showed a strong positive corre-
lation with the BINGE scale when the influence of AOQ and
EAT was controlied, pr(87)= .30, p <.01. As Table 5 shows, this
pattern of results was similar when discrepancy scores were
recomputed excluding appearance-related attributes.

As in Study 1, we also examined the relations between the
self-discrepancy measures and the subscales of the EAT. We
hypothesized that AOO would remain significantly correlated
with the Dieting and Oral Control subscales after partialing out
AI/UFPP and the Bulimia/Food Preoccupation subscale. This
prediction was supported: Partial correlations between AOQ
and the Dieting and Oral Control subscales (controlling for Al
UFPP. and the Bulimia/Food Preoccupation subscale) were sig-
nificant, pr(87) = .21 and .33 respectively, both ps < .05. Con-
versely, this supplementary analysis did not indicate a discrimi-
nant refation between either Al or UFPP and the Bulimia sub-
scale, prs(86) = .14 and .15, respectively.

Analyses by Gender

The present sample manifested the usual preponderance of
women with maladaptive eating-related behaviors and attitudes
{c.g., Hawkins & Clement, 1980). Whereas 11 of the female sub-
jects in our sample scored at 30 or above (the recommended
cutoff score) on the EAT, only one of the male subjects had an
EAT score above this cutoff. Scores on the e¢ating question-
naires were correlated with gender (female subjects having
higher scores): For the EAT, r= .20, p <.03; for the BINGE, r=
.20, p < .03,

To test whether discriminant relations between particular
self-discrepancies and different kinds of eating-related prob-

Table 4
Fartial Correlations Between Eating Disorder Scale Scores and
Self-Discrepancy Scores in Study 2

and Self-Discrepancy Variables in Study 2 Measure AOQO Al AQO UFPP
Measure 1 2 3 4 5 EAT Y L .01 450w =31
BINGE -.11 .05 —.22* 30+

1. Al —_ i 53kk 22* 17
2. AQO — .38+ A2 25* Note. N = 91. EAT = Ealing Attitudes Test total score; BINGE =
3. UFPP —_ .05 20 Binge Eating Scale score; Al = actualfown:ideal/own discrepancy;
‘;. E?JGE — 73 AQOQ = actual/own:ought/other discrepancy; UFPP = unfulfilled posi-

Note. N =91. Al = actual/own:ideal/own discrepancy; AOO = ac-
tual/own:ought/other discrepancy; LJFPP = unfulfilled positive po-
tential; EAT = Eating Attitudes Test total score; BINGE = Binge Fat-
ing Scale score.

*p<.05 *™p<.0l. *** 5. 001,

tive potential. For each correlation, the score on the alternate eating
disorder scale and one discrepancy score are statistically controlled. In
the second column, Al is partialed from AQO; in the third column,
AOO is partialed from Al in the fourth column, UFPP is partialed
from AOO; and in the fifth column, AQO is partialed from UFPP.
*p<.05. ™ p<.0l. **p.e 001,
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Table 5

FPartial Correlations Between Eating Disorder Scale Scores
and Self-Discrepancy Scores, Omitting Appearance-
Related Artributes in Study 2

Table 7

Partial Correlations by Gender Between Eating Disorder Scale
Scores and Self-Discrepancy Scores, Omitting Appearance-
Related Anributes in Study 2

Measure AQO Al AQOC UFPP Gender AQOO Al AOQO UFPP

EAT I e .01 46** =32 Female (n = 64)

BINGE —.14 05 —.25% 34 EAT (ke 09 42 errs — J ek
BINGE -.10 03 —21* Joree

Note. N = 91. EAT = Eating Attitudes Test total score; BINGE = Male (n = 27)

Binge Eating Scale score; Al = actualjown:idealjown discrepancy; EAT \J5ee ~-.17 Squnr — Sheonx

AQQ = actual/own:ought/other discrepancy, UFPP = unfulfilled posi- BINGE —.33 A7 —.3g¥** 27*

tive potential. For each correlation, the score on the alternate eating
disorder scale and one discrepancy score are statistically controlled. In
the second column, Al is partialed from AQC; in the third column,
AOQ is partialed from Al in the fourth column, UFPP is partialed
from AOQ; and in the fifth column, AQQ is partialed from UFPP
*p<.02. *p<.002,

lems would hold for both men and women, partial correlation
analyses were repeated for each gender.® Table 6 contains the
partial correlations for female and male subjects, respectively,
using the original coding for discrepancies (ie., including all
self-guides). AOO was positively correlated with EAT for both
female and male subjects when the influence of Al/UFPP and
BINGE was controlled, and UFPP was positively correlated
with BINGE scores of both genders when AQO and EAT were
partialed out (although the pr values did not reach significance
for the male subjects). When the discrepancy scores were re-
coded to exclude any appearance-related attributes (Table 7),
the hypothesized pattern of partial correlations was again ob-
tained. For both sexes, AOO was positively correlated with EAT
when AI/UFPP and BINGE were controlled. Among female
subjects, UFPP was significantly correlated with BINGE when
AOO and EAT were removed, and among male subjects this
correlation approached significance.

Table 6
Partial Correlations by Gender Between Eating Disorder Scale
Scores and Self-Discrepancy Scores in Study 2

Gender AOO Al AQO UFPP
Female (n = 64)
EAT 30w 05 I R bl —.33%pkx
BINGE —.08 07 —21%* Joree
Male(n = 27)
EAT 29% -07 A% — 4Qrrr
BINGE —27* 07 —20% Ny

Note. EAT = Eating Atlitudes Test total score; BINGE = Binge Eating
Scale score; Al = actual/own:ideal/own discrepancy; AOQO = actual/
own:oughtjother discrepancy,; UFPP = unfulfilled positive potential.
For each correlation, the score on the alternate eating disorder scale
and one discrepancy score are statistically controlled. In the second
column, Al is partialed from AOQ; in the third column, AOQ is par-
tialed from Al; in the fourth column, UFPP is partialed from AOOQ;
and in the fifth column, AOO is partialed from UFPP.

*p<.0, ™ p< 06 **p< 05 *Fp< 005 ¥ p < 001
All ps are one-tailed.

Note. EAT = Eating Attitudes Test total score; BINGE = Binge Eating
Scale score; Al = actual/own:ideal/own discrepancy; AQO = actual/
own:ought/other discrepancy; UFPP = unfulfilled positive potential.
For each correlation, the score on the alternate eating disorder scale
and one discrepancy score are statistically controlled. In the second
column, Al is partialed from AOQQ; in the third column, AQO is par-
tialed from Al; in the fourth column, UFPP is partialed from AQO;
and in the fifth column, AQQ is partialed from UFPP.

*p<.10. ™ p<.06. P*rp <05 WM p < 01 B p o 001
All ps one-tailed.

General Discussion

We explored the relation between self-discrepancies and
both body dissatisfaction and disordered eating in two under-
graduate samples. The self-discrepancy model is comprehen-
sive enough to consider a range of psychological phenomena
associated with maladaptive eating: self-perception, self-evalua-
tion, motivation, and self-regulation. The theory predicts
which kinds of self-discrepancy will be associated with body
dissatisfaction and with ancrexic- and bulimic-related attitudes
and behaviors and provides a framewark for conceptualizing
how disordered eating might emerge in both women and men.

As a developmental perspective on self-evaluation and affect,
self-discrepancy theory offers a rationale for prediction of dif-
ferential vulnerability to syndromes of emotional distress and
maladaptive behavior (Higgins, in press). Our model for the
acquisition of self-guides is highly applicable to the emergence
of body image concerns and eating-related problems in adoles-
cence. A number of researchers have suggested that the attitu-
dina! and emotional aspects of body image arise from socializa-
tion patterns that are based on interpersonal and family rela-
tionships (e.g., Mori et al, 1987; Powers, Schulman, Gleghorn,
& Prange, 1987). The ability of the model to complememnt the
predictive power of other psychological approaches to cating
problems suggests the value of further investigation of self-be-
liefs and self-evaluation in this domain.

Our studies demonstrate that both the content and the struc-
ture of seli-beliefs may represent vulnerability factors for body
dissatisfaction and maladaptive eating behavior. The presence
of one or more chronically accessible constructs related to ap-
pearance or body shape, particularly among one’s motivation-

* In the analysis by gender, one-tailed significance levels were used
because of the reduced sample size for each series of analyses (women,
N = 64; men, N=27).
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ally significant self-guides, predicted body dissatisfaction and
tendencies to preoccupation with behaviors such as dieting. In
fact, it would be difficult to conceive of body-shape—concerned
or eating-disordered individuals not possessing some chroni-
cally accessible standard for appearance, body shape, and
weight, Surprisingly, with a few exceptions (eg., Fransella &
Button, 1983; Fransella & Crisp, 1979), the role of construct
accessibility in disordered eating has not been explored. In ad-
dition, what our research implies is that other aspects of self-be-
liefs, namely within-self structural discrepancies, may alsc be
associated with the emergence of these problems. Qur findings
suggest that the psychological roots of dissatisfaction with one’s
appearance and maladaptive eating behavior are likely to in-
clude both specific standards for one’s appearance and more
generalized structural inconsistencies among self-beliefs.

Previous self-discrepancy research showed that self-discrep-
ancies are cognitive structures, in that they manifest features
characteristic of structures in long-term memory (Higgins,
1989c¢; Strauman & Higgins, 1987). For example, they can be
automatically activated by contextual features (Bargh, 1984)
and can influence ongoing information processing without the
individual’s awareness. Exposure to contextual cues can acti-
vate self-discrepancies—and induce predictable motivational
and affective states—despite the individual’s desire to avoid
such emotional consequences. Also, discrepancies are asso-
ciated with syndromes of motivational change, physiological
arousal, emotional experience, and behavior (Strauman, 1989b;
Strauman & Higgins, 1987). Activation of discrepant self-be-
liefs has significant consequences across a range of response
channels rather than simply within the conscious cognitive do-
main. The demonstrable influence of self-beliefs on both mood
and behavior suggests that researchers would be¢ premature to
limit their investigations of body dissatisfaction and maladap-
tive eating to aspects of the self-concept explicitly involving
appearance and body shape per se. We would expect that both
men and women who passess chronic vulnerability to body-
and eating-related concerns would respond habitually (and un-
intentionally) to the wide range of cues in the social environ-
ment regarding appearance.

It is likely that no single perspective on the etiology of eating-
related problems will be sufficient for understanding such
complex and multidetermined behavioral syndromes. Even
within the psychological domain, a number of factors—moti-
vational, cognitive, interpersonal, and cultural—are likely to
combine in the development of such problems. It becomes cru-
cial to establish a range of usefuiness for each approach to max-
mmize its applicability, How might seif-beliefs in general, and
self-discrepancies in particular, fit within a comprehensive
model of vulnerability to body dissatisfaction and eating prob-
lems?

While our data show that self-discrepancies are associated
with disordered eating in both men and women, women in our
culture tend to be more concerned about body weight and eat-
ing than men (Herman & Polivy, 1980); eating disorders are also
less prevalent among men (Garfinkel & Garner, 1982). Thus, it
is likely that self-discrepancies function as vulnerability factors
in combination with other influences. For instance, research by
Chaiken, Pliner, and their colleagues (Chaiken & Pliner, 1987;

Mori et al,, 1987; Pliner, Chaiken, & Flett, 1990) has indicated
that cultural influences as well as self-presentational concerns
could give rise to a chronic pattern of restricted eating that, in
turn, might increase one’s risk for developing more pathologi-
cal eating behavior patterns. Women wishing to enhance
others’ perceptions of their desirable feminine characteristics
(or their self~perceptions of femininity) might attempt to attain
a certain appearance by eating lightly Thinness or attractive-
ness, as chronically accessible self-guides, will be activated by
the social environment and will participate in determining per-
ceptions of that environment. This mutual influence of self-
evaluation and social and interpersonal factors would serve 1o
increase the likelihood that the individual would encounter
cues activating accessible self-standards for appearance, in turn
increasing efforts at self-regulation. Over time, maladaptive
cating behaviors could emerge from such a sequence of events.
Likewise, to the extent that this process operated for men, they
would also be expected to manifest body dissatisfaction and
disordered eating behavior, but within the intrapsychic, inter-
personal, and cultural contexts of their own lives, We suggest,
then, as experimental studies of self-discrepancies in depres-
sion and anxiety have indicated (Strauman, 1989b), that self-
guides may function as common pathways in which the motiva-
tional, cognitive, and social cultural antecedents of eating prob-
lems are combined.

It is important to acknowledge the limitations of the present
research. First, the correlational nature of our studies permits
only the inference that self-discrepancies are reliably assaciated
with body dissatisfaction and disordered eating. Complemen-
tary investigations are needed to establish the validity of the
developmental model on which these studies were based (and
the contributory causal hypotheses implied in our model). Sec-
ond, although we have no reason to doubt the generalizability
of the findings we observed in our college-age samples, it is
important for subsequent research to demaonstrate that self-dis-
crepancies also function as vulnerability factors within individ-
vals characterized by more severe manifestations of maladap-
tive eating behaviors. In addition, studies of the relation be-
tween self-beliefs and other critical aspects of body image, such
as visual and visceral perception, should be undertaken to
learn more about the interactions among the range of psycho-
logical processes implicated in vulnerability to body dissatisfac-
tion and maladaptive eating. Nonetheless, the present research
is an initial step toward the development of mare comprehen-
sive psychological models for the etiology of body dissatisfac-
tion. and eating-related problems.
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