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Chapter 13
A Sociocultural Interpretation of the Current Epidemic of
Eating Disorders
Richard A. Gordon
cal interpreters of anorexia nervosa, with many years of
experience, has written of a "sociocultural epidemic."
Putting the case even more strongly, Schwartz et al [15]
have suggested that the eating disorders have become
the present instance of what Kluckholn [16] has described as a particular society's "pet" mental disorder.
In this chapter, it will be argued that the eating disorders have become a central focus for the linkage between culture and psychopathology in our time, and in
fact that these disorders are expressing issues pertaining
to gender, selfhood, and autonomy that have assumed
particular significance in the cultural milieu of the late
20th century Western world. In order to articulate these
notions, a general conception of the nature of a
"pivotal" mental disorder will be used, and that is
Devereux's [17,18] concept of an "ethnic disorder."
Devereux's ideas have been in the literature for about
30 years now, but have been little used.

he eating disorders, anorexia nervosa and
bulimia, have attracted considerable interest
T and attention in recent years. The professional
literature on them has grown tremendously since the
mid-1970s, including a number of books and articles as
well as the emergence of a major journal devoted to
their study [1-9]. In addition, numerous international
conferences on anorexia nervosa and bulimia have been
held since 1977, and specialized hospital units, outpatient centers, and lay self-help groups specifically
devoted to their treatment have multiplied throughout
the United States and in many countries of Western
Europe. It appears that the increased interest in eating
disorders has occurred all over the industrialized world,
as substantial numbers of cases have been reported on
in Eastern Europe, Japan, and the Soviet Union [5,1013,82]. Most observers agree that this dramatic surge in
professional and lay interest is a response to a significant
increase in the frequency of these disorders over the past
two decades, a phenomenon that will be more specifically documented below. Given the practical and
theoretical importance of the current epidemic of these
disorders, the need to account for the increase in their
frequency is a pressing one.
Most authorities in the field of eating disorders appear to agree that the recent increase in eating disorders
is most probably explicable in sociocultural and historical terms. Thus, Bruch [14], one of the best known clini-

THE CONCEPT OF ETHNIC DISORDER

The notion of ethnic disorder was first presented by
Devereux in his challenging essay on normality and abnormality [17], and it was elaborated further in a later
essay [18]. The term "ethnic" as used by Devereux does
not carry its usual implication of a highly homogeneous
cultural group (such as the various "ethnic groups" that
comprise the United States' population), but rather is
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synonymous with the looser notion of "pertaining to a
particular culture."
The most general definition of an ethnic disorder is
that it is a particular pattern of psychopathology that is
intimately related to the character—that is, the common attitudes, conflicts, and strivings—of a people.
Furthermore, it is a focal expression for the core psychological tensions, conflicts, and contradictions of a
culture, and is intimately connected with prevailing cultural values. It is entirely possible that one and the same
psychiatric disorder can be an ethnic disorder in one culture and an "idiosyncratic" disorder in another. From
the standpoint of the analysis of "epidemics" of psychopathology, this is tantamount to the statement that a disorder can be rare in one culture, but epidemic to
another, owing to its linkage with central processes in
the latter.
The following list of the central properties of an
ethnic disorder represent a distillation of the wide-ranging considerations that Devereux raised in his two essays on the subject:
The disorder occurs frequently within the culture
in question and is one of the common psychiatric
conditions within the culture.
The disorder is expressed in varying degrees of
severity and in borderline, "subclinical," forms that
fall in the midrange of a continuum between normative cultural behaviors at one end and diagnosable clinical psychopathology at the other.
The dynamic conflicts underlying the symptoms
are central and pervasive in the culture but are of
sufficient intensity in certain individuals to arouse
psychological defenses and precipitate symptoms.
The symptomatology of the disorder is a final common pathway for the expression of a diverse spectrum of underlying psychopathology.
The symptoms in clinical cases represent the extremes of normative behaviors within the culture,
which are exploited by the individual as readymade modes of psychological defense.
The disorder itself is a culturally sanctioned pattern
of being "crazy" or psychologically deviant and is
modeled by influential social figures and agencies.
7. The symptoms simultaneously affirm and negate
cultural values and norms. As a result, the societal
response to the disorder is an ambivalent one and
individuals with symptoms are both punished and
rewarded by members or agencies within the culture.
EATING DISORDERS AS ETHNIC DISORDERS

In the following discussion, a variety of clinical and
research evidence will be used to argue that anorexia

nervosa and bulimia readily fulfill each of the criteria for
an ethnic disorder as outline. Throughout the discussion, particular attention will be given to the issue of the
recent apparent increase in the incidence of these disorders.
1. First, the disorder manifests itself relatively
frequently within the society in question. Because of
its intimate linkages with the psychological dynamics, values, and behavior patterns of the culture, an
ethnic disorder will be relatively prevalent among
other psychiatric patterns in the society. In fact, in
Devereux's view, the concept of an ethnic disorder
enables one to understand "the absence, or at least
the extreme infrequency of a certain syndrome in
a given society, in which different syndromes proliferate; the variations, determined by the culture,
in the incidence and proportion of various syndromes; and finally, the fact that in a given society
the full range of all known psychiatric disorders is
rarely oberved," [19].
There seems to be little question that both anorexia
nervosa and bulimia have become increasingly prevalent in the Western world. A number of studies indicate
that the frequency of anorexia nervosa increased substantially in the United States and the United Kingdom
from the late 1960s through the early 1980s [20-22,83];
in general, these studies indicated that the rates of the
disorder in the general population increased by a factor
of at least two. However, the absolute number of anorexic patients as indicated by these surveys was still
small, on the order of 15 cases per million population.
A clearer perspective on the epidemic nature of the phenomenon comes from an examination not of the
general population, but of the population at risk for the
disorder—namely, adolescent females. For example,
Jones et al [20], in a survey of Monroe County, New
York, found that the rate of cases for females in the 15
to 24 age-group during the period 1970 to 1976 increased by 400% over that for the period 1960 to 1969.
In surveying a university population in England, Duddle
[23] found a steady increase in cases presenting themselves to the university health center, starting with no
cases in 1966 and 1967 and increasing to 13 cases in
1972. Crisp et al [21] estimated the prevalence in adolescent females enrolled in independent schools in England in the mid-1970s to be approximately one severe
case for every 100 students, more than 100 times the
prevalence in the general population at the time of the
survey. This was the rate for a secondary school population, and it is likely if college students were included,
the prevalence rates would be larger, perhaps owing to
the fact that many cases of anorexia nervosa begin
during the college years [7]. Unfortunately, prevalence
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data for anorexia nervosa in college populations, with
the exception of the study of Duddle [23], are lacking at
this point.
It should be pointed out that all of the studies cited
above used rigorous diagnostic criteria, and therefore
the prevalence rates are based on only severe cases that
have come to the attention of medical authorities. This
undoubtedly results in an underestimation of the extent
of the problem. A more accurate picture of the prevalence of anorexic symptoms in the culture at large would
be gained from efforts to identify symptoms in nonclinical populations and to include mild cases in one's prevalence figures (see section 2).
For normal-weight bulimia, the case for a high and
probably increasing prevalence is even more striking.
For example, Halmi and her colleagues found that
among summer school students at the State University
of New York at Purchase, roughly 13% of a random
sample of course registrants met the DSM III criteria
for bulimia [22]. Pope and Hudson [24] also surveyed a
college population and found the percentage of studnets who at one time in their lives fulfilled the DSM III
criteria for bulimia to be on the order of 15%. The latter authors also conducted a study on a shopping mall
in suburban Boston and found the lifetime prevalence
of bulimia among a random sample of female shoppers,
varying widely in age, to be approximately 10%, and
among subjects between the ages of 13 and 20, the prevalence was around 17% [25]. When more stringent criteria for bulimia than those of the DSM III are employed (for example, at least one binging and purging
episode per week), the percentage of women in various
studies drops substantially, but it still varies from between 2% to 5% [26,27]. Pope and Hudson, in a review
of the recent epidemiological literature, suggest that
even if conservative diagnostic criteria are employed,
the number of women suffering from bulimia in the
United States falls somewhere between one and three
million [26]. It is also important to note that in both studies in which respondents varied widely in age, a lifetime
history of bulimia or active bulimia tended to be heavily
concentrated in the younger subjects, indicating that the
high rate of reported bulimia is probably a relatively recent phenomenon [24,25]. Corroborating this was a
study by Pyle et al [84] that found a threefold increase
in the prevalence of clinical bulimia among freshmen at
two midwestern universities from 1980 to 1983.
As to the relative prevalence of these disorders
among other psychiatric problems, Duddle [23], in the
survey discussed, found that the number of cases of anorexia nervosa presenting themselves in 1972 [13] was
comparable to the number of common psychiatric disorders presenting in the same year (for example, 21
cases of "depressive neurosis"). A survey by Stagier and
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Printz [28] of a university population indicated a DSM
III diagnosis of bulimia in 4% of the students who
sought treatment, which the authors suggest is a conservative estimate of the prevalence of the disorder in the
population. The authors were surprised at the fact that
the percentage of reported bulimia was on the order of
magnitude of other common psychiatric problems in
their sample, the most frequent of which was mild depression (dysthymic disorder), present in 15% of their
study sample.
Of course, there is always the possibility that reported
increases in the frequency of a disorder are due to a
greater awareness of it or improved diagnostic criteria.
While space does not permit a full discussion of this
issue, suffice it to say that the consistency of the available data, the overwhelming impression of clinical professionals, and a number of other considerations make
such an interpretation unlikely [15]. We can reasonably
conclude, then, anorexia and bulimia meet the first criterion of an ethnic disorder, and that is that they are now
common and becoming increasingly so.
2. An ethnic disorder is expressed in both varying
degrees of severity and in borderline, "subclinical, "
forms. To quote Devereux [18] directly, "A fairly
reliable indication of whether a given psychological
derangement is an ethnic (and not an idiosyncratic)
neurosis is the frequency with which such cases are
diagnosed as 'borderline,"ambulatory,' or 'mixed,'
or as typhenated'." According to Devereux, the
reason for this proliferation of borderline cases is
that the disorder in question is so intimately linked
with culturally pervasive psychological and behavioral trends that the symptomatic behaviors associated with the disorder tend to merge and blur
with "normal" behavior within the culture. It is the
proliferation of borderline, subclinical, cases that
most strikingly illustrates the pervasiveness of an
ethnic disorder in a culture.
The existence of a spectrum of anorexic and bulimic
conditions, and in particular the existence of "subclinical" forms of these disorders, has been well documented. An important early study was that of Nylander
[29], who investigated dieting behavior among Swedish
adolescents. Nylander reported that the majority of the
1,241 women surveyed reported "feeling fat" at least
some of the time, and that dieting was highly prevalent,
particularly among the older secondary school women.
More importantly, nearly 10% of the study sample reported at least three symptoms of clinical anorexia nervosa, the most common of which were fatigue, increased
interest in food, depression, chilliness, constipation,
anxiety, and amenorrhea. Nylander proposed, as a result of these findings, that the syndrome of anorexia nervosa occurs on a continuum, with the clinically identified
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cases representing the extreme end. Furthermore,
"most cases of anorexia nervosa are incipient and/or
mild and never come to medical attention but are spontaneously cured with increasing maturity" (p 25).
A more recent study by Button and Whitehouse [30]
led to similar conclusions. The authors administered the
Eating Attitudes Test, a scale developed by Garner and
Garfinkel [31] for the purpose of identifying anorexiclike attitudes towards food, to 578 students at a College
of Technology in England. A total of 28 female students
(6.3% of the total female sample) scored in the "anorexic range" of the scale, and subsequent individual interviews revealed that these students were experiencing
many of the clinical symptoms of anorexia nervosa, such
as significant weight loss, hyperactivity, obsessive calorie-counting, and so forth. Particularly striking was the
fact that roughly 40% of this high-scoring group of students were using self-induced vomiting as a weight-loss
technique, a rate comparable to populations of clinically
diagnosed anorexics. At the same time, few of them
manifested the full spectrum of anorexic symptoms,
particularly emaciation, and in fact only one fulfilled
stringent diagnostic criteria for the disorder. The
authors concluded, therefore, that anorexia nervosa occurs along a continuum of severity, and that most of
their weight-preoccupied students should be considered as having "subclinical" cases of the disorder. In
their words, "Cases of anorexia nervosa (fulfilling strict
diagnostic criteria) may, therefore, be regarded as very
much the tip of the iceberg with respect of excessive
weight concern among young females," [p515].
The findings of Nylander and Button and Whitehouse are consistent with the results of studies by
Garner and Garfinkel [31] and Thompson and
Schwartz [32], who also found in separate investigations
that eating disorder symptoms were prevalent in student populations, even though individuals manifesting
the symptoms had not sought help for their problems
and had not therefore been identified clinically.
A study by Garner et al [33] found that within a group
of "weight-preoccupied" college females, as determined by the Eating Disorder Inventory, one subgroup
closely resembled clinical anorexics along most dimensions, while a second subgroup resembled the anorexics only in their weight preoccupation, but were otherwise less pathological. In a subsequent study of self-induced vomiting in a non-clinical sample, roughly 10 percent resembled clinical bulimics on the EDI, 43 percent
had elevated scores on weight-preoccupation scales,
and the remaining 47 percent were in the normal range
[85]. The authors made the important point that we
should not assume that all weight-preoccupied subjects
have the same psychopathology as clinical anorexics or

bulimics. On the whole, however, most of the research
discussed in this section strongly suggests that the symptoms of anorexia and bulimia do occur along a continuum of severity and that the disorder is manifested
in a spectrum of milder, subclinical forms.
3. The psychological conflicts underlying the symptoms are central and pervasive in the culture, but are
of sufficient intensity in the patient to arouse psychological defenses and precipitate symptoms.
Devereux [18] put it this way:
The underlying conflict of the psychosis or
neurosis is also present in the majority of normal people. The conflict in the neurotic or the
psychotic is simply more intense than it is in
other people. In short the patient is like everyone —but more intensely so than anyone else.
[p216]
Presumably because of the idiosyncrasies of personal
experience and learning, certain individuals experience
particularly intense versions of a common cultural conflict, and these individuals are at elevated risk to succumb to the disorder.
It has been suggested by a number of writers that anorexic and bulimic patients suffer from extreme versions of conflicts regarding identity, self-esteem, and autonomy that have become pervasive among women in
the industrialized societies [34-37]. The linkage of these
conflicts to recent historical transformations in women's
roles and identity suggests one reason why the epidemic
increase in eating disorders has affected mainly women,
while the percentage of male anorexics appears to have
remained relatively constant [20]. While the relatively
small number of male anorexics and bulimics suffer
from similar conflicts in identity and autonomy [38,39],
the relative rarity of these disorders in men is a consequence of the fact that these issues have not been historically central for male adolescents. However, some
recent speculations regarding a possible analogue of anorexia nervosa in middle-aged men—the "obligatory
running syndrome," which also appears to result from
conflicts regarding personal identity, self-esteem, and
autonomy—suggest that the psychology of eating disorders may not be limited to women but may in fact represent a core set of psychosocial issues that are of fundamental significance for both sexes in modern industrial societies [40].
The case for the relationship between the eating disorders and psychosocial conflicts in women has been
made by a number of authors. Garfinkel [41], for example, has pointed out that anorexic symptoms express
both the desire for thinness, itself a consequence of
powerful cultural pressures, and the competitive striv-
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ings for success among middle-class young women. Garfinkel stresses the linkage of achievement pressures in
women with the striving for beauty and suggests that
these cultural pressures may force some adolescent girls
into a position where they believe weight control is equal
to self-control, and this is equal to beauty and success.
Garner and Garfinkel [31] have also done some important empirical studies on these issues, which suggest,
among other things, that greater competitive pressure
on women, when combined with a demand for thinness,
is associated with a greater incidence of eating
pathology.
Bruch [1,14] also points to the competitive and ambitious strivings of anorexic patients. Bruch, however,
taking a somewhat more dynamic point of view, suggests
that these striving for specialness and autonomy cover
over underlying feelings of helplessness, inefficacy, and
emptiness. While Bruch's discussion proceeds for the
most part on the individual level, she has referred in her
more recent writings [14] to a "sociocultural epidemic"
of anorexia nervosa, presumably as a consequence in
part of cultural changes that have made these conflicts
widespread among women. More specifically, in her last
paper [42] she suggests that the radical shift in social expectations for female achievement have made these
conflicts between dependency and autonomy extremely
pervasive in the culture, and thus, these changes can be
said to be partly responsible for the increased frequency
of anorexic disorders.
The author who has perhaps been most explicit about
the relationships between the conflicts experienced by
anorexic patients to these social and historical issues is
the Italian psychiatrist, Mara Selvini Palazolli [37]. In an
important monograph, Palazolli described the anorexic
as an adolescent who turns against her body because it
symbolizes her feelings of passive exploitation by others
and her sense of being dominated and controlled by
others, particularly her mother. These feelings of being
a passive "succubus," as she puts it, are exaggerations of
normative "existential" characteristics of female
puberty, but they are particularly painful for the anorexic, because they conflict sharply with her temperamental "elan vital, a passionate though suppressed love
of life, a `sthenic spur' which alone explains her heroic
defence reaction" [p67].
Palazolli [37] suggests that the particular intrapsychic
conflicts experienced by the anorexic, which on an individual level originate in her early experience in her
family, both reflect and magnify recent cultural pressures on women associated with a drastic shift in role expectations. Thus, modern women are expected to have
careers and to adopt traditionally "masculine" values
that permeate the universities, the professions, and the
business world. At the same time they are under increas-
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ing pressure to maintain traditional female role orientation, that is to say, to be attractive and fashionable, as
well as continuing to carry out the tasks of childbearing
and motherh000d. These highly stressful pressures are
experienced by the majority of women in the culture,
but come to a head in the woman who develops anorexia
nervosa. The chief reason for this lies in the family of the
anorexic, whose parents, themselves conflicted between
the traditional and the modern, provide a milieu in
which such an identity crisis can easily become acute.
Although cast somewhat differently, a similar argument about psychosocial gender-identity conflicts in
normal-weight bulimics was presented by Bokind-Lodahl [35]. Boskind-Lodahl emphasized the extent to
which her bulimic patients (mostly college-aged
women) experience an acute conflict between their intellectual talents and achievement motivation on the
one hand, and their intense socialization to traditional
female role expectations on the other.
There are also some empirical studies that lend support that eating disordered patients are troubled by sexrole conflicts [43,44]. These studies have used the Bem
Sex-Role Inventory, a scale that measures a subject's
identification with culturally stereotypic masculine and
feminine traits. For example, Sitnick and Katz [44] examined sex roles in a group of anorexic patients (both
hospitalized and nonhospitalized) in comparison with
healthy controls in college and graduate school. They
found that while the anorexics did not differ from the
controls on measures of stereotypically defined "feminine" traits, they scored significantly lower than the controls on "masculine" trait scales. The authors' interpretation of these findings is that anorexic women have
been unable to integrate such traditionally "masculine"
strivings in a period of rapid sociocultural change, in
which such traits as aggressive self-reliance have become "particularly essential for optimal functioning for
a woman in Western society" [p82].
To sum up, clinical interpretations as well as a limited
amount of empirical evidence suggest that eating disordered patients suffer from an acute version of a psychological conflict that has become pervasive among
women in our culture in our time. Due to sweeping
changes in our culture that have accelerated over the
past two decades, women are expected to be independent, assertive achievers, and at the same time to fulfill traditional expectations to be attractive and to play a
nurturant and largely supportive (and subordinate) social role [45]. The synthesis of these two contradictory
roles, or what Dyrenforth et al [46] call "the divergent
axes of nurturance and assertion," has turned out, as the
latter authors suggest, to be easily incorporated as an
ideal, but more difficult to realize in practice. As a number of writers suggested, thinness has become the sym-
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bol for the achievement of this synthesis [46,47], thus
suggesting one reason why anorexic and bulimic disorders have become the symptom of choice during the
present historical period.
While these issues have affected most young women
in Western societies, the individual who becomes anorexic or bulimic is particularly vulnerable to them for a
variety of reasons—the idiosyncrasies of her family experience, which have been particularly conflictual with
respect to the issue of female identity, temperamental
factors, and a number of other possible reasons [7]. The
point is that these sociocultural factors are such that virtually all young women in the culture have become
vulnerable to eating disorders; however, only those with
particular individual vulnerabilities ultimately become
patients.
4. The symptomatology of the disorder is a vehicle for
the expression of a diverse spectrum of underlying
psychopathology. While an ethnic disorder expresses a nuclear cultural conflict, the symptoms
also constitute a "final common pathway" for the
expression of a spectrum of idiosyncratic personal
distress and individual psychopathology. Devereux
[17] points out that a number of psychiatric revisionists have suggested that many of the hysterical patients treated by Breuer and Freud in the late
years of the 19th century were actually suffering
from borderline schizophrenia or some other nonhysterical psychiatric disorder. In his view, these rediagnoses, if accurate, indirectly illustrate the point
that by virtue of its linkage with common cultural
conflicts and behaviors, an ethnic disorder can
serve as a "mask" for a variety of psychopathological conditions. Thus, in the 19th century, the typical quasisomatic, quasineurolgoical symptoms of
hysterical conversion disorders were consistent
with a cultural model of how "nervous" people behave, as well as the culturally acceptable expression
of distress by women in thr form of somatic illness.
Consequently, a variety of underlying psychological difficulties, including depression, repressed aggression or sexuality, characterological problems
or even psychotic disorganization could be expressed in the form of hysterical conversion symptoms [48].
Support for this notion of a final common pathway
for eating disorders derives from a number of studies
that document the psychiatric heterogeneity of these
conditions. For example, in an intensive personality
study using psychological testing of six patients with
severe cases of anorexia nervosa, Bram et al [49] found
that two patients had a borderline personality organization, one had a schizoid personality disorder, one had a
hysterical personality, and two had no identifiable per-

sonality disorder. Johnson [50], referring to work done
by Swift and Stern [51], reports that bulimic and anorexic patients tend to be characterized by one of three
types of underlying psychopathology: a classic borderline personality organiation, with impulsive, unstable,
explosive, acting-out tendencies; a "false-self' type of
personality, who, like the classic anorexic described by
Bruch, shows a superficially "good" and compliant
adaptation, but who suffers from a sense of inner emptiness and underlying deprivation; and an "identity-conflicted" group who manifest various classical symptoms
of neurotic anxiety and depression. These groups may
be seen as varying along a dimension of greater to lesser
degrees of psychological disorganization, respectively.
Johnson points out that these diverse psychopathologies have been prevalent in clinical populations for some
time, but in previous historical periods would most likely
not have manifested eating-disordered symptoms but
rather some other culturally patterned syndrome. For
example, the patient in the latter group (identity-conflicted, neurotic), in the latter half of the 19th century,
would have been likely to present hysterical conversion
symptoms, such as Freud's famous patient Dora
[52,53]. Similarly, Johnson [50] suggests that the
borderline patient, as late as a decade ago in the "era of
The Exorcist," would be likely to appear at the clinic as
"possessed," not bulimic.
5. The symptoms represent extremes of normative behaviors and values within the culture, which are exploited by the individual as ready-made modes of
psychological defense. As Devereux suggests [17],
obsessive-compulsive personality traits are extensions of culturally normative preoccupations with
cleanliness, order, and control that are common in
industrial societies, particularly those governed by
the ethos of capitalism. In a non-Western context,
the symptoms of the Malaysian "running amok"
syndrome are an exaggeration of the heroism
prized in the ancient Malay warriors, and the symptoms of Amok are almost literally depicted in
Malaysian epics. The continuity of the symptoms
with culturally normative behaviors results in an
ethnic disorder being readily imitable and easily
learned and in fact is what makes the symptoms so
readily available as acceptable modes of defense
against psychological conflict. As has been pointed
out earlier, the 19th century hysterical woman was
merely using an exaggeration of the then culturally
regnant concept of the "frailty of woman" in the
service of a defense against her own undoubtedly
intense psychological conflicts [54,55].
It has now become almost commonplace in the literature on eating disorders that behaviors that are central to anorexia nervosa—fanatical dieting and the relentless pursuit of thinness—are modeled directly by
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powerful influences within the culture and represent the
extremes of the dieting behavior and concern with thinness that have become increasingly prevalent in the industrialized affluent societies in the 20th century
[1,7,15]. The most visible of these influences has been
the marketing of the ideal of thinness by the fashion industry. Even a casual view of the best-known fashion
magazines such as Vogue and Cosmopolitan makes it
abundantly clear that the anorectic body type is not an
isolated pathological aberration but has become an
idealized standard of beauty and high fashion in Western societies. The trend toward increasingly greater
degrees of thinness has been documented systematically
by Garner et al [56]. These authors determined empirically that the shape and weight of two standards of
beauty—the Playboy centerfold and the Miss America
winner—have shown a consistent trend toward lower
weight and toward a "tubular" versus an "hourglass"
shape over the past two decades. In their studies of ballet students, Garner and Garfinkel [7] have shown that
the pressure to be thin in and of itself results in an increased incidence weight preoccupation and eating disorder symptomatology.
The contemporary idealization of thinness is the product of a historical evolution over the past century, an
epoch that Bennett and Gurin [47] have dubbed aptly,
"The Century of Svelte." The latter authors, in their excellent book on dieting, have traced this historical
development, beginning with the "femme fatale" of the
19th century, to the "flapper" of the 1920s, and finally
to the extreme of the "Twiggy" body that emerged in
the late 1960s and has become the standard of the late
20th century. They argue that the evolution of the image
of the thin female had a great deal to do with the emergence of the politically and sexually liberated woman.
Thinness at once implied mobility, both physical and social, and also a disengagement of female sexuality from
the functions of childbearing and childrearing, the latter
being typically associated with maternal plumpness.
While thinness originally took on symbolic value for
women as a sign of freedom from traditional constraints
and oppressions, it was soon exploited by a profitoriented fashion industry, which played upon a set of
motivations in women that conflicted sharply with
emerging ideals of female assertiveness and independence—namely, the traditional desire to be beautiful and sexually attractive. Thus, the meanings of thinness were highly suited to express the psychological conflicts regarding female identity discussed earlier.
A direct consequence of this cultural preoccupation
with thinness has been the ubiquitous efforts at dieting
and weight-control among middle- and upper-class
women. Surveys in the 1960s of high school students
have shown that 65% to 80% of high school females
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wanted to weigh less, and 60% reported having actively
dieted at some time during the survey [57]. In the study
previously alluded to, Garner et al [56] found that the
number of diet articles in womens' magazines grew by
about 50% during the 1970s compared with the 1960s.
Furthermore, the number of popular diet books and fad
diets have proliferated tremendously in recent years,
and a booming diet and weight-loss industry, which has
received sanction and status from warnings against the
dangers of obesity from the medical industry, now reaps
large profits from fat-conscious consumers [47]. As
pointed out earlier, many cases of anorexia nervosa, particularly those of moderate, "subclinical" degrees of
severity, can probably be understood as extensions of
this culturally normative relationship between the pursuit of extreme thinness and dieting [29,33].
In addition to the pursuit of thinness through dieting,
a further phenomenon that may well be related to the
increase in anorexic disorders is the growing preoccupation in contemporary culture with exercise. In particular, we have witnessed a virtual explosion in pursuit of
such activities as jogging and aerobic exercise during the
past 15 years, a phenomenon that began in America but
which has proliferated throughout the industrialized
world [58]. The relationship of the latter to anorexic disorders has been explored in a recent paper by Epling et
al [59], who demonstrated in laboratory animals that
under certain circumstances, a positive feedback loop is
established between reduced food intake and increased
physical activity, with the two mutually amplifying each
other. The result is a pattern of self-starvation coupled
with increased physical activity that resembles anorexia
nervosa—a pattern that the authors dub "activity anorexia."
Rather than seeing the jogging and exercising engaged in by the anorexic as a consequence of her desire
to lose weight, which is the traditional view, Epling et al
[59] emphasize that compulsive exercising may also be
one antecedent of the disorder. This notion has been
borne out by a growing awareness of an increasing problem of anorexic disorders among athletes [60], as well as
a recent study of a group of anorexic patients in
Australia, which indicated that a substantial number of
cases of anorexia nervosa were initially "triggered" by
excessive levels of exercise, and not (in these cases) dieting [61]. Epling et al [59] further suggest that the reason anorexic disorders are so much more common in
women is that, unlike physical exercise, dieting is sextyped, for the reasons we have elucidated. Therefore,
the combination between diet and exercise, which is in
their view the cause of self-starvation, is much more
likely to occur in women than in men.
Summing up, some of the primary symptoms of anorexic disorders, an obsession with thinness and a fanati-
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cal devotion to dieting and exercise, are clearly extensions and exaggerations of behaviors and ideals that
have become normative and positively valued among
middle-class Westerners. Furthermore, these behaviors
are ideally suited to serving as defenses against the
modal psychosocial conflicts that we discussed above.
Through the pursuit of thinness, the anorexic is able to
find a pathological symbolic resolution of the historical
dilemma that rages within her on a psychic level: how to
achieve autonomy, assertiveness, and power and at the
same time fulfill traditional expectations of femininity.
Stringent dieting and a severe exercise regimen—behaviors that have many of the general characteristics of
obsessive-compulsive rituals—provide her with a
powerful sense of autonomy, self-control, and achievement in the face of tormenting inner conflicts and feelings of powerlessness and worthlessness, of being a
"nothing," [14].
6. The disorder itself is a culturally sanctioned mode
of being "crazy" or psychologically deviant, and is
modeled by significant influences within the culture.
Devereux suggests that the symptoms are implicitly sanctioned by the society as templates for deviant behavior and as an acceptable way to discharge tension and be "crazy." Essentially, the culture provides a directive to the effect of "Don't go
crazy, but if you do, you should behave as follows."
Devereux is not explicit about the processes by which
these templates for deviant behavior are communicated, but presumably they would be transmitted by
processes of vicarious learning that have been well-described by contemporary social-learning theorists [62].
Bandura's research has shown that complex behaviors
can be acquired through simple observational learning,
especially if the person who is imitated (the"model") is
a figure of high prestige or social power or if the learner
observes that the model's behavior itself results in reinforcement. Thus, the communication of an ethnic disorder would be enhanced if it was modeled by figures
of high prestige or visibility in the culture, or by peers or
other socially influential figures who themselves are observed to receive positive reinforcement of their symptomatic behavior.
In the contemporary world, the mass media, entertainment figures, and advertising are potent and influential vehicles for the communication and modeling
of cultural prescriptions [63]. The influence of the
media has been particularly in evidence in the case of
anorexia and bulimia. As has already been pointed out,
many of the most influential fashion models have
manifested a blatant rendition of the anorexic body
type. In addition, a number of well-known and widely
admired entertainment figures have been known to

have, or have openly admitted to having eating disorders. A case in point is that of Jane Fonda, whose confession of a 21-year history of bulimia have been widely
publicized recently, including in her own semi-autobiographical writings [64]. While it was clearly not her intention to do so, it is possible that the public admission
of an eating disorder by such an influential role model—
particularly one who has been so explicitly involved with
the struggle on the part of women to synthesize traditional and new ideals—may well have given some sanction to certain women to engage in this form of weight
control.
In addition, there have been an increasing number of
often sensationalized descriptions of eating disorders in
the mass media. A survey conducted by the author indicated that articles about anorexia nervosa and bulimia
in womens' magazines increased dramatically from
1974 to 1983 [65]. Some of the titles of these articles
suggest the context of social imitation, competition, and
contagion in which a number of anorexic disorders
begin (eg, "My Sister and I Tried to Outdiet Each Other
with Some Pretty Scary Results"). The highly paradoxical character of anorexic disorders in an affluent culture
(ie, self-starvation in the midst of plenty, or the dramatic
excesses of consumption and purfication ofthe bingepurge cycle) undoubtedly contributes further to the
fascination that they generate in the public. While the
ostensible purpose of many of these articles is to provide information to the public (some of them are explicitly formulated as warnings), it is at least possible that
such literature has functioned as a double-edged sword
by glamorizing experimentation with extreme dieting
(eg, characterizing anorexics as "golden girls") or selfinduced vomiting as a weight-control technique. This is
not to say that such publicity would be a sufficient cause
of either disorder, but only to suggest that such influences could serve as "triggers" in an already predisposed individual [15].
A particularly dramatic example of a virtually overt
"prescription" of the symptoms is to be found in the case
of one of the most notorious and yet widely disseminated fad diets, the "Beverly Hills" diet [66]. The Beverly
Hills Diet was on the New York Times best seller list for
several months, and in addition to numerous adherents,
attracted a great deal of attention and criticism from
medically oriented writers [67]. Wooley and Wooley
[68], in a devastating critique of this book, suggest that:
The Beverly Hills Diet marks the first time an
eating disorder—anorexia nervosa—has been
marketed as a cure for obesity. It is a case of
one disease being offered as a cure for
another...Judy Mazel offers us an unwitting
translation of the anorexic's delusional system
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into the jargon of pop culture and pseudoscience...The popularity of her diet can be seen
as yet another symptom of a weight-obsessed
culture. But it is also a form of direct training in
anorexic behavior, which should be of great
concern at a time when eating disorders constitute a virtual epidemic among young women
(P.O.
According to Wooley and Wooley, Mazel has written
a virtual handbook for the psychology of starvation. Repeatedly, it advances the characteristic anorexic misconception that undigested food in the alimentary/gastrointestinal system, which gives rise to the phenomenal sensation of "fullness," is the equivalent to "being fat." The
virtual obsession with every mouthful of food (as evidenced by complicated charts scheduling every morsel
of intake), the magical investment in the scale, the suggestion of hyperactivity associated with reduced food intake ("three little grapes and you're ready to run a
mile"), the association of hunger and an empty stomach
with feelings of moral purity—these reflect essential
themes of the anorexic's psychology. Furthermore, the
book virtually advocates bulimia as a way of life, with its
argument that dieting makes binge-eating possible so
long as it is followed by appropriate drastic reduction in
intake, and also the tacit encouragment to eat foods that
lead to purging. To use Wooley and Wooley's forceful
characterization, it represents "the Mass Marketing of
Anorexia Nervosa."
Finally, some mention needs to be made of the
possible role of peer influences in the modeling of anorexic and bulimic symptoms, factors that have been relatively neglected in the literature on eating disorders.
More specifically, dieting among women, and perhaps
particularly among female adolescents, frequently occurs in a highly competitive context [69,70]. The observation of the powerful reinforcements that result from
the achievement of thinness through starvation dieting
could potentially make such radical methods of weight
control compellingly atttractive to a vulnerable adoelscent. Moreover, the observation that others can achieve
a "special" status (see next section) and receive admiration for their "control" further serves to heighten the attractiveness of "being anorexic". Anecdotal clinical reports also suggest that bulimic methods of weight control can be acquired through peer influence. It is
frequently mentioned in the clinical literature that experimentation with self-induced vomiting as a technique
of weight control is often initiated on hearing about it or
even receivng instruction in the method from a friend
[3,71].
7. The symptoms of an ethnic disorder simultaneously
affirm and negate cultural values and norms, and
therefore evoke a highly ambivalent social response.
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As a result, the patient with an ethnic disorder assumes simultaneously an elevated and a denigrated
status. Devereux (1980a) suggests that the relationship of an ethnic disorder to societal values and
norms is a highly paradoxical one. On the one hand,
to the extent that the symptoms are extremes of
positively valued behaviors, the disorder itself may
take on an exalted status. In fact, "numerous ethnic
symptoms are readily mistaken for socially approved behavior."
On the other hand, the symptoms of an ethnic disorder have a tendency to negate and undermine the
values of the society in which it occurs. To the extent that
the disorder reflects such a rebellion, it will typically be
met with controlling and punitive social responses. Yet,
the response to the negative aspects of an ethnic disorder may be an ambivalent one. To the extent that the
rebellion represented by the behavior of the deviant may
express values that people in the society secretly aspire
to, the behavior of the disordered individual may meet
with secret approval and admiration. As Devereux [17]
put it, the symptoms enable the individual "to be antisocial in a socially approved and sometimes even prestigious manner" (p31).
These paradoxical characteristics apply readily to the
case of eating disorders, particularly to anorexia nervosa. First, her refusal to eat in her project to rid herself
of every last vestige of body fat represents a fundamental negation of the ethic of consumption in an affluent
social milieu. The extreme contradiction posed by this
refusal of plentiful supplies needs to be viewed in the
context of the middle- or upper-class socioeconomic status of the families of most anorexics [72]. While it may
well not be her intention to do so, it would appear that
refusing to eat seems like the most dramatic and fundamental negatitln of her parents' typical economic
success and social advantages that she could possibly
have devised. Second, in achieving such extreme thinness, along with the typical consequences of amennorhea and the diminishment of secondary sexual characteristics, she has in effect regressed to a prepubertal
state, there by negating her adult status. The particular
rebellion implied in this retreat from adulthood must be
understood in the context of the high standards for performance, achievement, and appearance that
frequently characterize the families of anorexics [73,74].
However, the anorexic manifests a kind of obstinate
willfulness in the pursuit of her starvation diet, somewhat reminiscent of the characteristic defiance of the
hysterical woman in the 19th century [54]. The most obvious manifestation and consequence of this is the
power struggle that she typically gets into over her eating with both family and hospital staff [7,75]. In some instances, this has led to overtly punitive treatment regi-
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mens, for example the advocacy of the use of a "switch"
by the mother to enforce compliance from her daughter
[76]. While such drastic measures may be interpreted
as an understandable response to a patient with a lifethreatening disease who stubbornly denies her illness
and resists treatment, there is also a sociopolitical "subtext" to these interactions between (predominantly)
male physicians and female patients, similar perhaps to
the sexual politics of the interaction between 19th-century physicians and hysterical patients so lucidly described by Smith-Rosenberg [54].
Despite the concern that her emaciated state evokes,
along with the controlling and sometimes punitive responses elicited by her determined efforts to starve herself, there is evidence that the anorexic patient also
meets with a certain degree of admiration and approval
for her behavior, responses that can only serve to reinforce her condition. In a study that throws light on this
phenomenon, Branch and Eurman [77] reported distributing a questionnaire to families and friends of a
number of students with anorexia nervosa. While the
authors found considerable concern with their patients'
weight loss, they also "found that the anorectic patient
meets with more approval than disapproval from family
and friends." In describing the patient, the words
"slender," "neat," "well-groomed," and "fashionable"
were used much more frequently than the words
"skinny," "emaciated," and "haggard." Furthermore, a
number of respondents expressed admiration for the
control and discipline exhibited by the patient in her
rigorous dieting, an attitude that was epitomized by the
comment of one patient's friend, "She is victorious."
Branch and Eurman [77] were particularly alarmed
that such support for her behavior from her immediate
social milieu would work directly against efforts at treatment. Their findings suggest that anorexics, despite
being perceived as ill, have something of an exalted status in our society as well—a consequence of her
"achievement" of the extreme of certain cultural ideals.
This study demonstrates that these include not only
thinness but also the virtues of self-discipline and selfcontrol. Mackenzie [78] has suggested that these latter
traditional "Protestant" values are undergoing a renewed affirmation among the middle and upper classes
in the advanced industrial societies, for whom a reconstituted "puritanism" seems to be functioning as an
antidote to the excesses and loss of standards of behavior in societies governed by an ethos of limitless consumption and an "anything-goes" morality.
As suggested by Garfinkel and Garner [7], the idealization of emaciation associated with an illness has an
historical precedent, and that is the romanticization of
the thin and frail figure of the tubercular patient in the

19th century. Sontag [79] has pointed out that the
tubercular appearance was associated with cultural refinement, sensitivity, and creativity, and because of this
the disease had a certain elevated status. For somewhat
different reasons, anorexia nervosa appears to have also
become such a "classy" disease, not only because it has
been typically associated with wealth and social status,
but because of the way in which it both affirms and negates contemporary cultural ideas.
Perhaps because the bulimic suffers from loss of control during eating binges, and also because her purging
behavior is seen as "gross" or "disgusting," her status
may not be quite as elevated as the anorexic. However,
recent popular literature, as well as observations on college campuses, suggest that it is also becoming "in," or
fashionable, to be bulimic. In addition, there is a way in
which the social response to a bulimic may even be more
powerfully reinforcing than the reaction to anorexia.
Because bulimia is typically a closely guarded secret
[80], the individual is able to maintain control over the
weight without anyone knowing about her methods.
Since she does not become emaciated like the restricting anorexic, and because at the same time she is able
to maintain her weight at or perhaps somewhat below
her normal level, she may be typically complimented for
"how good she looks," and yet no one will question her
or be in a position to attempt to impose control over her
eating patterns.
CONCLUSION
Using Devereux's conceptualization of an "ethnic
disorder," this chapter has suggested that anorexia nervosa and bulimia are expressing central identity conflicts
that have become virtually normative among adolescent
and young adult women in the present historical period
in Western cultures. It has been suggested that these
disorders serve as a final common pathway for the expression of a spectrum of individual distress and psychopathology, by virtue of the continuity of the symptoms
with highly prevalent cultural practices (dieting and exercise). Furthermore, it appears that the eating disorders have become standarized and widely imitated
models for the expression of psychological distress and
deviance. Because of their linkage with positive cultural
values such as physical attractiveness, control, and autonomy they have assumed a glamorous status, although, like any form of psychopathology, the social response they evoke is an ambivalent one.
While anorexia nervosa was first identified as a medical disorder in the 16th century, it was probably a relatively rare condition until recently, despite the disproportionate amount of attention that it received in the
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psychiatric literature [6]. From Devereux's standpoint,
it could be argued that anorexia nervosa did not become
a true ethnic disorder until the recent past, during which
there was a convergence between cultural values and
psychosocial issues on the one hand, and the psychopathology of the disorder on the other. Perhaps only
when this confluence takes place is an epidemic of psychopathology possible.
Finally, while the emphasis in this chapter has been
on sociocultural factors, there is no intention of negating the role of biological factors in eating disorders. Such
factors are most likely of considerable significance in understanding why specific individuals are predisposed to
the disease, and they undoubtedly must be considered
in understanding the disease process itself [7,81].
However, it is the author's opinion that sociocultural
factors such as those discussed in this paper are critical
to an understanding of why these disorders have increased in frequency and become one of the most central psychiatric problems in our time.
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