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Incompetence at solving interpersonal problems is a possible antecedent of
anorexic and bulimic behaviors in college-age women. A role-play measure
of interpersonal competence, the Anorexia and Bulimia Problem Inventory
(ABPI), was developed empirically and then was tested in two validation
studies. ABPI scores for two samples of college women were compared: a
subclinical sample [extremely high scores on the Eating Attitudes Test
(EA T)] and a control sample (extremely low EAT scores). Groups differed
as predicted. The second study replicated and extended these findings. The
ABPI scores of clinical, subclinical, and control samples of college women
differed significantly. Bulimic bingers, purgers, and laxative users were least
competent on the ABPI. A lack of group differences on the Helping Situations
Inventory supported the ABPI's discriminant validity. A correlation between
the ABPI and Beck Depression Inventory supported the ABPI's convergent
validity. ABPI competence appears to be related to certain subtypes of
eating disorders.
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INTRODUCTION
Disease models of psychopathology typically assume that the most
important causal antecedents of psychological disorders are intrapersonal
factors and that these are stable across time and situation. In contrast,
contextual models of psychopathology typically assume that the most important causal antecedents are interpersonal events and that these are
situational, stochastic, and probabilistic, meaning that the likelihood of an
individual manifesting symptomatic behavior will vary across time and
situation as a function of contextual perturbations. Although disease models
predominate in psychopathology research, contextual models have received
increased attention recently. For example, researchers in the area of eating
disorders have noted that the probability of symptomatic eating behavior
is not the same across all times and situations; rather, it seems to vary as
a function of contextual factors. Therefore, these researchers have begun
to look for specific circumstances that systematically increase or decrease
the likelihood of disordered eating behavior (e.g., Johnson, Schlundt, Barclay, Carr-Nangle, & Engler, 1995; Lee & Miltenberger, 1997; McManus &
Waller, 1995; Schlundt, Johnson, & Jarrell, 1985,1986; Stickney & Miltenberger, 1999).
Using a variety of research methods and analytic strategies, investigators have shown repeatedly, for example, that the likelihood of bingeing
and purging behaviors varies predictably with mood, social context, location, and time of day, among other things (Davis, Freeman, & Garner,
1988; Davis, Freeman, & Solyom, 1985; Grilo, Shiffman, & Carter-Campbell, 1994; Johnson et al., 1995; Larson & Johnson, 1985; Lingswiler,
Crowther, & Stephens, 1989; Schlundt et al., 1985, 1986). Bulimics binge
and purge more frequently when negative affect is present and when at
home alone in the evening. In contrast, women who report bingeing but
not purging [who might receive a diagnosis of binge eating disorder (BED)]
are more likely to binge when feeling full and when either negative or
positive affect is present, although bingeing is most likely when the affect
is negative. Interestingly, neither social context nor location has been shown
to be consistent predictors of bingeing for these individuals. Across both
diagnostic groups, however, the presence of negative affect emerges as a
consistent, strong predictor of symptomatic eating behavior.
To our knowledge, researchers thus far have not attempted to identify
the antecedents for discrete episodes of the symptomatic behaviors typically
associated with the diagnosis of anorexia nervosa, such as dietary restriction
or excessive exercise. It would be very interesting, however, to contrast the
antecedents for this group with those for the group exhibiting binge and
purge behavior.
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Consistent with the increased attention to contextual factors in eating
disorders, many empirically supported treatments for eating disorders now
include a functional-analytic component aimed at teaching clients to identify
"high-risk" conditions, such as negative affect or unstructured time, that
seem to increase the likelihood of bingeing and purging behaviors (Apple,
1999; Fairburn, 1997; Fairburn, Marcus, & Wilson, 1993; Garner, Vitousek, & Pike, 1997; Peterson & Mitchell, 1999; Wilfley et al., 1993; Wilson,
Fairburn, & Agras, 1997).
Several investigators have suggested that social incompetence, as evidenced by maladaptive coping and problem-solving strategies, may be a
particularly important antecedent of problematic eating patterns. As negative affect is much more likely to precede binges than normal eating episodes
in both bulimics and binge eaters, researchers have suggested that bingeing
and purging may reflect ineffective attempts to cope with either negative
affect or the stressful situations producing the negative affect (e.g., Cattanach & Rodin, 1988; Grilo et al., 1994; Heatherton & Baumeister, 1991;
Herzog, Keller, Lavori, & Ott, 1987; Johnson et al., 1995; Larson & Johnson,
1985; McManus & Waller, 1995; Polivy & Herman, 1993; Rorty, Yager,
Buckwalter, & Rossotto, 1999; Schlundt et al., 1985; Shatford & Evans,
1986; Soukup, Beiler, & Terrell, 1990; Slice, 1999; Troop, Holbrey, & Treasure, 1998).
Empirical investigations have demonstrated that women exhibiting
abnormal eating patterns report more interpersonal stress, less social competence, and more use of coping styles and problem-solving strategies that
are assumed to be incompetent (e.g., emotion-focused, rather than problemfocused, coping; avoidance, rather than assertion or confrontation, strategies) (e.g., Grilo et al., 1994; Grisset & Norvell, 1992; Herzog et al., 1987;
Johnson & Berndt, 1983; Koff & Sangani, 1997; Neckowitz & Morrison,
1991; Rorty et al., 1999; Shatford & Evans, 1986; Soukup et al., 1990; Troop,
Holbrey, Trowler, & Treasure, 1994; Troop et al., 1998; Van Buren &
Williamson, 1988; Yager, Rorty, & Rossotto, 1995). Consistent with this
work, prevailing cognitive-behavioral and interpersonal therapeutic approaches to the treatment of eating disorders incorporate a problem-solving
or skills-training component (Apple, 1999; Fairburn, 1997; Fairburn et al.,
1993; Garner et al., 1997; Johnson, Schlundt, & Jarrell, 1986; Wilfley et al.,
1993; Wilson et al., 1997).
Interestingly, basic and treatment-outcome researchers alike typically
have assumed that coping and problem-solving strategies are global, rather
than situation-specific, or contextual. However, the characteristics of an
effective solution are likely to depend on the demands of the particular
problem situation. Moreover, there may be more than one way to "skin a
cat"; there may be several comparably effective solutions to any given

368

McFall, Eason, Edmondson, and Treat

problem (Cattanach & Rodin, 1988; Goldfried & D'Zurilla, 1969; McFall,
1976, 1982; Troop et al., 1998). Therefore, rather than searching for the
qualities that define globally effective problem-solving strategies, investigators might be better off taking a more modest approach, analyzing the
criteria by which specific responses to specific situations are judged to be
effective or ineffective.
Most researchers also have construed problem-solving competence as
a personality characteristic of individuals. An alternative approach is to
construe competence as a social judgment about the effectiveness of the
individual's performance of a particular situation-specific task (Goldfried &
D'Zurilla, 1969; Kelly, 1955; McClelland, 1973; McFall, 1976,1982). From
this alternative perspective, the variability in perceived effectiveness is the
systematic product of the interactions among three separate factors—the
person, the situation, and the perceiver (Mischel, 1968). To focus solely on
the variability attributable to the person, while dismissing all other variability as "noise," is to discard potentially valuable information. Researchers
who adopt the situation-specific view of competence will take the extra
steps of identifying empirically the particular problematic situations and
situation-specific responses that should be included in their etiological theories and treatment packages (Freedman, Rosenthal, Donahoe, Schlundt, &
McFall, 1978; Goldfried & D'Zurilla, 1969; McFall, 1976, 1982).
The aims of the present paper are threefold: (a) to offer the basic
outlines of a general contextual model of eating-disordered behavior, focusing on situation-specific social competence as an antecedent; (b) to develop
a general method for identifying a class of situation-specific factors that
might be associated with an increased risk for eating disorders; and (c) to
develop and validate a specific measure of these theoretical constructs and,
in the process, to provide a preliminary, indirect test of the contextual
model of eating disorders.
Our conceptual model proposes that eating-disordered behaviors are
compensatory responses adopted by individuals who have been ineffective
at managing interpersonal problem situations they encountered in their
lives. These compensatory eating responses offer short-term relief from the
distress arising from such ineffective problem-solving but tend to increase
levels of distress in the long run by creating additional problems. According
to this model, the likelihood of eating-disordered behaviors should be
greatest among individuals who respond incompetently to the interpersonal
problem situations that are most common, difficult, and critical for persons
of a particular age, gender, and culture. As an indirect test of this idea, we
predicted in the present study that persons exhibiting disordered eating
behavior would perform less competently than normal controls on a measure of interpersonal problem solving.
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This view of eating disorders is consistent with previous theoretical
suggestions (Goldfried & D'Zurilla, 1969; McFall, 1976, 1982; McFall &
Dodge, 1982) that social incompetence may be an important antecedent
of pathological behavior. That is, the likelihood that a person will exhibit
pathological behavior should increase to the extent that the person encounters difficult interpersonal situations and responds ineffectively to them. In
this view, "competence" is defined as a relativistic, qualitative judgment
by someone about an individual's task-specific behavior; it is not a stable,
cross-situational attribute of the individual. A given response to a problematic situation might be considered competent by one judge but not by
another, might be judged effective in one situation but not in another, and
might be judged competent when performed by one individual (e.g., a
child) but not by another (e.g., an adult). This means that a comprehensive
assessment of interpersonal competence must be specific, taking into account the problem situation or task, the response and its consequences,
the performer, the judge, and the implicit or explicit performance criteria.
In the present research, we investigated the relationship between social
competence and psychopathology by adopting Goldfried and D'Zurilla's
(1969) Behavioral Analytic Method (BAM), as extended by McFall and
colleagues (Fisher-Beckfield & McFall, 1982; Freedman et al., 1978; Gaffney & McFall, 1981; Goldsmith & McFall, 1975; McFall, 1976,1982; Ward &
McFall, 1986).
DEVELOPMENT OF THE ABPI
Method and Results
Overview
The modified Behavior-Analytic Method (BAM) was used to develop
the Anorexia and Bulimia Problem Inventory (ABPI), a role-play measure
of college-age women's competence at dealing with problematic interpersonal situations. The BAM involved five sequential steps: (a)situational
analysis—identifying interpersonal problem situations relevant to collegeage women in general and eating disordered women in particular; (b) item
development—generating items to represent these situations in a role-play
measure of problem-solving competence; (c) response enumeration—
obtaining a representative sample of college women's responses to each
item; (d) response evaluation—evaluating the competence of responses to
each item and identifying the criteria that judges use to classify these
responses as competent or incompetent; and (e) inventory construction—
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selecting the items for inclusion in the ABPI and creating the item-specific
scoring criteria for a Rater's Manual. The output at each step in the sequence was the input to the next step.
Participants
For each of the five steps, subsets of participants were drawn as needed
from among four samples of volunteers recruited for this project. Information about the participants will be provided as each step is described, but
the following summary of the recruitment and selection procedures provides
an overview of the four samples.
Subdinical Eating-Disordered Sample. Five hundred eighty-two female
students from five introductory psychology courses and four advanced undergraduate psychology courses voluntarily completed the Eating Attitudes
Test (EAT; Garner & Garfinkel, 1979), a 40-item, paper-and-pencil, selfreport measure of eating-related attitudes and behaviors. Respondents indicated the extent to which each statement applied to them (always, very
often, often, sometimes, rarely, never). From this initial sample, 460 undergraduate women (79%) indicated a willingness to participate further in a
study on eating attitudes. In addition, 13 female ballet majors from two
dance classes voluntarily completed the EAT. Eleven of these women (84%)
indicated a willingness to participate in a related study.
All women with an EAT score of 40 or above were classified as "eating
disordered." This cutting score, which is 10 points above Garner and Garfinkel's recommended cutoff, was chosen to minimize false positives.
Twenty-nine of the 460 female psychology volunteers (6%) and 3 of the
11 ballet volunteers (27%) met this cutoff. Two women with EAT scores
between 30 and 40 who admitted to binge-eating plus vomiting or laxative
use also were classified as "eating disordered." Thus, there were 34 women
in the subclinical eating-disordered sample.
Control Sample. Women with EAT scores of 10 or below were classified
as "non-eating disordered." One-hundred seventy-one of the 460 women
from psychology courses (37%) and 2 of the 11 ballet majors (18%) met
this criterion. Thus, there were 173 women in the non-eating-disordered
control sample.
Parents' Support Group. Ten members of a local support group for
parents of anorexic and bulimic women were invited to participate in this
project. Five mothers and one father volunteered.
Recovered Eating-Disordered Women. Three members of a workshop
panel on anorexia, all of whom had recovered from eating disorders, were
invited to participate in the project. All three volunteered.
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Procedures
Situational Analysis. The first step in developing the ABPI was to
generate a large pool of potential items describing interpersonal problem
situations that might be antecedents of eating-disordered behavior in college-age women. Potential items were gleaned from multiple sources using
several methods. A review of the psychological literature on eating disorders, as well as personal interviews with psychological experts and individuals recovering from eating disorders, highlighted several broad areas of
interpersonal functioning that might be implicated in eating disorders: family interactions, social relationships, academics, and situations involving
eating and weight. To obtain detailed descriptions of representative situations within these areas, an open-ended questionnaire was given to the six
persons in the parents' support group sample and to the three women in
the recovered eating-disorder sample. The questionnaire asked for detailed
descriptions of actual problems that they or members of their family had
encountered—the setting and people, the nature of the conflict or problem,
and the feelings or opinions of those involved. In addition, nine women
from the subclinical eating-disordered sample and eight women from the
control sample were selected at random and interviewed individually for
approximately an hour each to obtain information about specific family,
social, academic, or eating/weight-related problems that they had experienced. Potential items also were extracted from journals, books, newsletters,
workshops, and conversations with therapists and clients in this area. In
general, this first step cast a broad net in search of problem situations that
might be developed into inventory items.
Item Development. The next step was to condense and refine the pool
of problem situations gathered in the previous step, with the goal of developing a diverse, nonoverlapping set of inventory items. Situations that
were redundant, unrelated to college-age women, vague, or unrelated to
competence or social skills were deleted. The remaining 50 situations were
rewritten in a common format, as narrative vignettes starting with basic
scenes and characters, and then posing problems requiring verbal or behavioral solutions. Here is a sample:
You've been going out for five months with the same guy. He used to be very
attentive to you, but you've noticed recently that he doesn't pay attention to you
like he used to, and in fact has begun commenting on the appearance of other girls.
What would you say or do in this situation?

The 50 vignettes were recorded on audiotape by a female narrator,
with a 20-sec pause between items to allow participants ample time for a
verbal response. This response format was chosen over a written format
because it seemed more likely to elicit realistic, detailed responses.
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Response Enumeration. The goal of this step was to obtain a sample
of college women's verbal responses—representing the full spectrum, from
very competent to very incompetent—to each of the 50 audiotaped problem
vignettes. Seventeen fresh participants from the subclinical eating-disordered sample and 15 fresh participants from the non-eating-disordered
control sample were selected at random. The mean EAT scores of the
women in these two subsamples were 50.9 and 6.3, respectively (SDs =
10.36 and 2.00; ranges = 30-70 and 3-10). The mean ages for the two
groups were 19.4 and 19.2 years, respectively (SDs = 1.84 and 1.27; ranges
= 18-25 and 18-22).
The 50 audiotaped vignettes were presented to participants individually
in a private testing room. The women were instructed to imagine themselves
in each situation and to respond aloud as they typically would in that
situation. Participants' responses were tape recorded for subsequent transcription. After each response, participants rated the situation on three 4point scales: (a) how "common" it is (1 = never happens, 2 = may happen
occasionally, 3 = happens fairly often, 4 = happens a lot); (b) how "difficult"
it is to handle (1 = extremely easy, 2 = somewhat easy, 3 = somewhat
difficult, 4 = extremely difficult); and (c) how "important" it is (1 = not
at all important, 2 = slightly important, 3 = important, 4 = very important).
After responding to all 50 situations, participants were asked to describe any other problem situations that had not been covered, but that
might be relevant for college women. Suggestions were recorded for possible inclusion. The session lasted approximately an hour.
Response Evaluation. The next step was to evaluate the competence
of each of the 32 participants' responses to each of the 50 problem situations.
Judges were chosen to be representative of the other persons involved in
each imaginary situation. Thus, judges for the 30 peer-group social situations
were two male and four female volunteers from an upper-level psychology
course; judges for the 11 academic situations were four volunteer college
professors; judges for the 9 family situations were three mothers of college
women recruited through a newspaper ad. The student and parent judges
were blind to the study's purpose and respondents' group membership.
The professors were blind to respondents' group membership.
The 32 audiotaped responses to each problem situation were transcribed together in a random order, and this typed transcript was given to
a three-judge panel drawn from the appropriate set of judges for that type
of item. The three judges independently rated the competence of all 32
solutions to that problem situation on a 4-point scale: 1 = incompetent, 2
= somewhat incompetent, 3 = somewhat competent, and 4 = competent.
Judges were given no criteria for rating; they were instructed to use their
own judgment to decide whether solutions were "competent (effective)"
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or "incompetent (ineffective)." After rating all 32 responses to an item,
judges provided written description of the rationale and criteria that guided
their ratings.
Construction of the Anorexia and Bulimia Problem Inventory and Rater's Manual. Items were selected for inclusion on the penultimate version
of the ABPI based on three considerations. First, for an item to be selected,
judges' competence ratings needed to show a satisfactory level of interrater
agreement. To assess agreement, a coefficients were computed for the three
judges' ratings of all 32 responses to each of the 50 items. The a's for 14
items were below .65. Nine of these items yielded satisfactory a's if the
most idiosyncratic judge's ratings were dropped; these nine items were
retained. The remaining five items were dropped.
Second, for an item to be selected, it needed to elicit responses representing the entire range of competence. Based on this criterion, one item
was dropped because less than 10% of the responses it elicited were rated
as "incompetent."
Third, for an item to be selected, participants needed to rate it as
reasonably frequent, moderately difficult, and important. It would make
little sense to include a situation that never occurred, that was either so
difficult that no one could handle it or so easy that everyone could, or that
was so unimportant that an incompetent response would have no negative
consequences. One item was rated by 31% of the participants as "never
happens"; this item was retained after it was reworded to make it more
plausible. Another item, which was rated by 59% of the participants as
"not at all important," was deleted. Seven items that did not satisfy all
criteria dealt primarily with eating-related situations. On closer examination, the control group's ratings of these items failed to reach criterion, but
the eating-disordered group's ratings of these items did meet the inclusion
criteria. Therefore, these seven items were retained. Finally, one new item
dealing with sexual pressure on a date was added at the suggestion of
participants. At this stage of the study, there were 44 items in the penultimate version of the inventory.
The ABPI Rater's Manual was designed to provide explicit, itemspecific guidelines that would allow minimally trained raters to make
reliable, unambiguous, discriminating judgments about the competence
of responses to the ABPI's problem situations. All ratings were made
on a 4-point scale (1 = incompetent, 2 = somewhat incompetent, 3 =
somewhat competent, 4 = competent). For each item, the manual
provided specific guidelines and criteria, along with behavioral exemplars,
for each point on the 4-point rating scale. These guidelines were distilled
from the consensus of item-specific rating criteria that judges had provided
in the previous step.

374

McFall, Eason, Edmondson, and Treat

VALIDATION OF THE ABPI
Method
Overview
This study assessed the ABPI's construct validity by testing its power
to discriminate between two "known groups"—i.e., preselected samples
of subclinical eating-disordered and non-eating-disordered college women.
In the process, the study tested the hypothesis that college-age women with
eating-disordered behavior would show specific deficits in their interpersonal problem solving compared to non-eating-disordered women.

Participants
Subclinical Eating-Disordered Sample. To obtain a fresh validation
sample, the EAT was used to screen 827 undergraduate women under 30
years of age in eight introductory psychology classes. Of these, 764 (92%)
were willing to participate in a related study in exchange for partial course
credit. Within this group, 42 (5.5%) had EAT scores of 40 or above. Thirtyfour of these women could be reached by phone, and all agreed to participate. In addition, nine women with EAT scores between 28 and 39 whose
specific responses on the EAT provided clear evidence of anorexic or
bulimic behaviors were contacted by phone, and all agreed to participate.
Finally, members of a small eating-disorders therapy group at the Student
Health Service were informed about the study by their therapist. Four
women expressed interest and filled out the EAT. Two of these women
had been identified already in the screening of psychology classes. The
other two were contacted by phone and invited to participate; both agreed
to do so. Thus, there were 45 women in the subclinical eating-disordered
sample, with a mean EAT score of 48.9 (SD = 12.56; range = 28-84) and
mean age of 18.6 years (SD = 1.03; range = 17-22).
Non-Eating-Disordered Control Sample. Of the 764 females screened
in introductory psychology classes who were willing to participate in a
study, 262 (34.3%) had EAT scores of 10 or less. Twenty-two of these
women were selected at random and invited by phone to participate. The
20 women who accepted made up the non-eating-disordered control sample,
with a mean EAT score of 5.8 (SD = 1.76; range = 2-9) and mean age of
18.2 years (SD = .44 years; range = 18-19 years).
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Procedure
The 45 eating-disordered and 20 non-eating-disordered participants
were scheduled for a 45- to 50-min individual session. A female experimenter seated them in a small testing room and informed them that they
would be listening to audiotaped descriptions of academic, family, social,
and eating/weight-related problem situations. They were to provide a verbal
solution for each situation, responding as realistically as possible, not giving
what they felt was the "best" answer, but responding as they would if they
actually found themselves in the situation. The experimenter answered any
questions and left the room. The problem situations were presented on an
audiotape recorder, with a 20-sec pause between items. Responses were
recorded on a second tape recorder for subsequent transcription and rating.
After the 44 items had been presented, the experimenter returned to the
room and conducted a brief interview. Participants were free to refuse to
answer any question, for any reason. The interviewer asked about high
school and college grade point averages; parents' educational levels; parents' occupations; and personal eating/dieting patterns. Participants were
asked specifically if they had any problematic eating or dieting behaviors;
if they ever had been seen by a physician or other professional for an
eating/dieting concern; and if anyone in their family had an eating disorder.
Participants also were asked about their height, current and ideal weight,
and lowest and highest weight since age 16. Finally, the interviewer asked
for clarification of responses to key EAT items. For example, if a participant
indicated that she used laxatives "often," she was asked how often, in what
circumstances, and for what purpose. This information was used subsequently to help classify eating disordered women into subtypes.
Results
Reliability of ABPI Ratings
The 65 participants' audiotaped responses to the 44 ABPI items yielded
a total of 2860 responses, which were transcribed, sorted by item, and
ordered randomly within item. The transcribed responses for a given item
then were rated independently by a subset of 3 raters from a pool of 42
research assistants (31 female, 11 male) recruited from eight upper-level
undergraduate psychology classes. Raters were trained individually to use
the ABPI Raters' Manual, with an emphasis on consistency, accuracy, and
adherence to the guidelines. Each rater rated from one to six items and
spent from 1 to 2 hr on this task. Ratings were made on a standard 4-point
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scale of competence (1 = incompetent, 2 = somewhat incompetent, 3 =
somewhat competent, 4 = competent), with each point on the scale defined
in the Raters' Manual by item-specific criteria and exemplars. Raters were
blind to the hypotheses and to respondents' group membership.
Alpha coefficients for ratings of the 44 items ranged from .609 to .986.
Two items with a coefficients below .70 (a's = .609 and .676) were considered too unreliable. They were dropped from the inventory scoring. Thus,
the final version of the ABPI contained 42 items, with a mean a coefficient
of .930 (range = .839 to .986).3

ABPI Scoring
The ABPI yielded scores on three variables: a total score, a competence
score, and an incompetence score. A participant's score on each variable
was the mean of the scores on that variable given by the three raters. The
total score was the sum of the 4-point competence ratings across the 42
items; it could range from 42 to 168. The competence score was a weighted
sum for responses rated as competent: each "4 = competent" response
received 2 points, each "3 = somewhat competent" response received 1
point, and all other responses received 0 points. Thus, the competence
score focused only on the number and quality of effective solutions to
problems. Competence scores could range from 0 to 84. The incompetence
score was a weighted sum for responses rated as incompetent: each "1 =
incompetent" response received 2 points, each "2 = somewhat incompetent" response received 1 point, all others received 0 points. The incompetence scores captured the number and extremity of ineffective solutions to
problems. Incompetence scores could range from 0 to 84. These three scores
(total, competence, incompetence) were used in between-group analyses
to evaluate the ABPI's validity.

Between-Group Comparisons
As shown in Table I, the subclinical eating-disordered sample and noneating-disordered control sample differed significantly on all three ABPI
3

The ABPI and Raters' Manual may be obtained from the first author. Item wording was
taken from the words actually used by the college women who helped us create the items.
Terms such as "girl," "guy," and "boyfriend" may not be politically correct in technical
writing, but they still are part of the common idiom of most college women, so we retained
them on the ABPI to help make the items seem natural, unstilted, and personally engaging
to our participants.
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Table I. Means and Standard Deviations for ABPI Total Scores, Competence Scores, and Incompetence Scores of Non-Eating-Disordered (LowEAT) and Eating-Disordered (High-EAT) Participants in Validation
Samplesa

ABPI index
Total scoreb
Mean
SD
Item mean
Competence scorec
Mean
SD
Incompetence scored
Mean
SD

Non-eating
disordered sample
(n = 20)

Eatingdisordered sample
(n = 45)

126.08
10.85
3.00

111.56*
16.43
2.66*

44.67
9.19

34.46*
11.66

13.95
24.62*
6.40
11.81
a
ABPI, Anorexia and Bulimia Problem Inventory; EAT, Eating Attitudes Test.
b
Themaximum total ABPI score was 168. Individual responses on the
42 items were rated on a 4-point scale (1 = incompetent to 4 = competent). Item mean rating = (total score / 42 items).
c
To tabulate competence scores, responses rated "4 = competent" received 2 points, responses rated "3 = somewhat competent" received 1
point, and all other responses received 0 points.
d
To tabulate incompetence scores, responses rated "1 = incompetent"
received 2 points, responses rated "2 = somewhat incompetent" received
1 point, all other responses received 0 points.
*Difference between group means, p < .001.

indices (all p's < .001). Non-eating-disordered participants earned a higher
mean total score, higher mean competence score, and lower mean incompetence score than eating-disordered participants. The biserial correlation
between group membership and total ABPI score was r = .54 (p < .001).
The groups also were compared on a number of demographic control
variables (age, socioeconomic status, high school and college grade point
average). They differed significantly only on age, but this difference (about
4 months) seemed trivial in real terms. None of these variables correlated
significantly with the total ABPI score.
An item-by-item comparison of group means indicated that the control
group's responses were judged to be more competent than the eatingdisordered group's responses on 39 of 42 ABPI items, with 12 of these
differences reaching statistical significance (p < .05).
A discriminant-function analysis was performed on the ABPI item
ratings using Lachenbruch and Mickey's (1968) U method, which "jack-
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Table II. Means and Standard Deviations of ABPI Scores and EAT Scores for Each of the
Subtype Classifications, Based on Current Dieting Statusa
EAT score

ABPI score

Subtype
classification

N of
cases

X

SD

X

SD

Non-eating-disordered
Primary anorexic
Secondary anorexic
Primary bulimic-vomiter
Secondary bulimic-vomiter
Bulimic-laxative user
Bulimic-vomiter/laxative user
Binge-starver
Compulsive overeater
Questionable diagnosis

20
7
4
9
3
3
3
2
5
9

126.08
112.13
123.00
99.15
122.24
101.56
94.11
106.78
105.33
128.57

10.85
10.47
12.35
13.77

5.80
47.00
36.50
53.22
48.67
52.00
54.67
49.50
42.20
52.44

1.77
16.55
7.51
18.13
6.66
13.89
6.03
3.54
4.55
8.55

7.0
7.32
8.26
1.80
19.87
11.28

a

ABPI, Anorexia and Bulimia Problem Inventory; EAT, Eating Attitudes Test.

knifes" the data—i.e., it excludes each participant's data, in turn, from the
data set used to determine that participant's classification. This yields a
better estimate of the classification results that might be expected from a
fresh sample. Overall, the discriminant function correctly classified 90.8%
of all participants in this study. Only 10.0% of the non-eating-disordered
participants and 8.9% of the eating-disordered participants were misclassified.
Within-Group Analyses of the Eating-Disordered Sample
Participants in the subclinical eating-disordered sample were classified
into subtypes on the basis of the nature and severity of their symptomatic
behavior, as reported on the EAT and as clarified in the interview. Body
weight, which was considered in this classification, was judged on the basis
of 1983 Metropolitan Life Insurance Company norms, adjusted for age. A
participant could be classified in only one category. The 10 subtypes and
number of participants in each were as follows: primary anorexic (7), secondary anorexic (4), primary bulimic-vomiter (9), secondary bulimic-vomiter (3), bulimic-laxative user (3), bulimic-vomiter/laxative-user (3), bingestarver (2), compulsive overeater (5), questionable (9), and non-eatingdisordered control (20).4
As shown in Table II, posthoc comparisons of the mean total ABPI
4

The classification criteria for subtypes are available from the first author.
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scores for these subtypes revealed a continuum of severity, with participants
in the primary categories of eating disorder performing more poorly than
participants in the secondary categories; with bulimics performing more
poorly than anorexics; and with the control, questionable, secondary bulimic, and secondary anorexic subtypes not differing significantly from one
another. The control and questionable subtypes performed significantly
better than the compulsive overeater, bulimic-laxative user, primary bulimic-vomiter, and bulimic-vomiter/laxative user subtypes. If strict diagnostic criteria for eating disorders were applied, participants in the questionable
category would be excluded from the present eating-disordered sample.
That would increase the biserial correlation between group membership
and total ABPI score to r = .72 (p < .001). Interestingly, the mean EAT
scores of the subtypes (excluding the control group) did not differ significantly; given the small number of persons per subtype, however, this analysis
lacked statistical power.

Characteristics of the ABPI
A factor analysis of the ABPI items using a varimax rotation generated
a 14-factor solution. Only one of these factors was interpretable. Two
positively correlated items (r = .52) loaded on this one factor; both dealt
with handling others' opinions about one's weight. The ABPI's lack of a
coherent factor structure was not a surprise; it was exactly what would be
expected from an inventory, such as the ABPI, that was designed to assess
problem-solving behaviors across a broad, heterogeneous sample of nonoverlapping situations. This built-in item diversity was reflected in the low
interitem mean correlation of .16 (SD = .134) and the low item-total
correlations, which ranged from .076 to .673. The ABPI was not designed
to capture a single, stable, cross-situational trait of competence but was
designed to assess the competence of situation-specific responses. The total
ABPI score represented a probabilistic assessment of each participant's
risk for experiencing psychological difficulty. The greater the range and
number of problem situations a person manages incompetently, the greater
the likelihood that this person will develop maladaptive compensatory
patterns of behavior in connection with those situations.
An alternative approach to examining the characteristics of ABPI
items is to group the items into logical content categories based on common
themes. This approach yielded six thematic subscales: eating/weight (7
items), male rejection (1 items), academic concerns (11 items), independence
from family (3 items), family conflict (4 items), and female peer conflict (4
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Table III. Mean Item Ratings (1 = Incompetent, 4 = Competent) on Each ABPI Subscale
for Non-Eating-Disordered (Low-EAT) and Eating-Disordered (High-EAT) Participantsa
Sample

Subscale

Subscale
a
coefficient

Non-eatingdisordered
sample
(n = 20)

Eatingdisordered
sample
(n = 45)

Eating/weightb
Total minus eat/weightc
Male rejectiond
Academic concernse
Independence from Familyf
Family conflictg
Female peer conflicth

.660
.867
.675
.670
.527
.491
.532

3.06
2.99
3.00
2.94
3.08
2.79
3.15

2.44
2.69
2.68
2.62
2.84
2.68
2.89

P
<.0001
<.003
<.03
<.01
n.s.
n.s.
n.s.

a

ABPI, Anorexia and Bulimia Problem Inventory; EAT, Eating Attitudes Test.
Items 13, 14, 16, 18, 21, 29, and 40.
c
The 35 items not included in the Eating/Weight subscale.
d
Items 1, 4, 6, 12, 31, 33, and 36.
e
Items 7, 8, 9, 10, 11, 22, 25, 28, 34, 37, and 38.
f
Items 15, 17, and 19.
g
Items 3, 20, 32, and 41.
h
Items 2, 5, 23, and 35.
b

items).5 Six items did not fit readily into any themes and were left out of
these content analyses. Table III displays the mean rating scores for the
eating-disordered and control groups on each of these subscales. As expected, the groups differed significantly in the competence of their solutions
to the problems on the eating/weight subscale (p < .0001). The groups also
differed, however, when their solutions to the remaining 35 items were
compared (i.e., total score minus eating/weight subscale items) (p < .003).
Absolute differences between group means were in the expected direction
on all five subscales not related to eating/weight but were significant (p <
.01) on only two of these (male rejection; academic concerns).
Posthoc comparisons of the subscale scores earned by the different
subtypes of participants revealed a general pattern consistent with the
overall analyses of participant subtypes: (a) significant subtype differences
were found on five of the six subscales (all but family conflict); (b) bulimic
subtypes earned lower ratings than anorexic, questionable, or normal sub5

Although "subscale" is a conventional term for item subgroups, its use here should not
mislead readers to assume that we expected performance on items within subscales to be
highly correlated. If items are nonoverlapping and independent on the full ABPI, then it
follows logically that they must be so on the subscales, as well. The purpose of the subscale
analyses was to assess the extent to which the between-group differences replicated across
thematic subsets of items. Conceivably, disordered behavior might be linked to incompetent
performance in certain thematic subareas of interpersonal problem solving, but not in others—
even though competent performance within the subareas remains situation-specific.
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types; (c) "primary" subtypes received lower ratings than "secondary"
subtypes; and (d) bulimic-vomit/laxative users earned the lowest ratings
overall.

Discussion of ABPI Development and Validation
These results suggest that the Anorexia and Bulimia Problem Inventory (ABPI), with its item-specific Raters' Manual, may be a valid measure
of interpersonal problem-solving in college-age women. The ABPI successfully discriminated between two samples of college women preselected on
the basis of their extreme scores on the Eating Attitudes Test (EAT). The
sample of subclinical eating-disordered college women (high EAT scores)
earned significantly lower ABPI total and competence scores, and higher
incompetence scores, than the control sample of non-eating-disordered
college women (low EAT scores). These between-group differences supported our theoretical prediction that women with eating-disordered behavior would be less competent at interpersonal problem-solving than noneating-disordered woman.
Although these preliminary results are encouraging, they raise several
important questions: First, how reliable are these findings? They need
to be replicated. Second, if a clinical sample of eating-disordered women
were included, along with the subclinical and normal samples, would
the ABPI scores of these three groups form a continuum of competence,
with the clinical sample earning the lowest competence scores, the
subclinical sample in the middle, and the control sample earning the
highest scores? Third, what are the theoretical implications of these
results? Several competing explanations need to be tested empirically.
For instance, perhaps the observed differences in ABPI scores between
the subclinical and the control samples were nonspecific; that is, perhaps
they had nothing to do with eating disorders per se, but merely reflected
the common finding that persons with psychological disorders tend to
perform more poorly than persons without such disorders on almost all
measures. To establish that the observed effects are related specifically
and meaningfully to eating disorders, it is necessary to show that eatingdisordered women do not perform less competently that non-eatingdisordered women in all types of problem-solving situations. Finally,
how do ABPI scores relate to scores on other measures of psychological
symptoms, such as depression, which are known to be associated with
eating disorders? These questions were the focus of the next study.
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REPLICATION AND EXTENSION OF THE
ABPI VALIDATION STUDY
Method
Overview
This study replicated the previous study as closely as possible, and
then extended the design to address three issues not examined in the
previous study. First, to assess the ABPI's sensitivity to more extreme cases
of eating disorder, this study included a clinical sample of eating-disordered
college-age women, in addition to samples of subclinical eating-disordered
and non-eating-disordered college women. Second, to assess the ABPI's
convergent validity, this study examined the relationship between social
competence and depression, a known correlate of eating disorders, by
including a self-report measure of depression. Third, to assess the ABPI's
discriminant validity, this study also included a measure of social problemsolving in an area of social interaction where there is good reason to expect
that women with eating disorders should be at least as competent as other
women, if not more so. Specifically, after responding to the ABPI, participants responded to a new 13-item role-play measure, the Helping Situations
Inventory (HSI), designed to assess college women's competence at giving
emotional help and support to persons facing stressful situations of their
own. If the eating-disordered groups in this study showed problem-solving
deficits in their ABPI scores, but no such deficits in their HSI scores, this
would provide some support for the specificity of the observed relationship
between problem-solving competence on the ABPI and eating disorders.
Participants
Clinical Sample. A flyer posted in women's dorms, sororities, and the
campus rec center offered anorexic and bulimic women $15 for participating
in a "confidential" study of eating disorders. This flyer also was circulated
among members of local eating-disorder support groups. Respondents were
screened by phone to ensure that they either were in treatment for an
eating disorder or admitted to having an eating disorder. When the qualified
women arrived for their individual appointments, they were interviewed
briefly to confirm their eating-disorder symptoms and treatment status,
and then they completed the EAT. Of 33 women who appeared for an
appointment, 3 were disqualified on the basis of their interviews and EAT
scores, leaving a final clinical sample of 30 women.
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Subclinical and Control Samples. The screening procedures for these
two groups paralleled those in the previous study. Three introductory psychology classes were screened with the EAT. Of 35 women who earned
EAT scores of 40 or above, 29 agreed to participate in the study when
contacted by phone. Four additional women with EAT scores between 20
and 39 who reported engaging in bulimic or purging behaviors "often" or
"always" also agreed to participate when contacted. Thus, there were 33
women in the subclinical sample. From the pool of women with EAT scores
of 10 or less, 45 were selected at random and contacted by phone; 30 agreed
to participate. Thus, there were 30 women in the non-eating-disordered
control sample. Participants in the subclinical and control samples received
partial course credit.
Measures
ABP1. This 42-item inventory was described in detail above.
Helping Situations Inventory (HSI). This 13-item measure was developed specifically for this study using the five-step method that had been
used to develop the ABPI. Whereas ABPI items focused on problems
requiring practical solutions, HSI items focused on situations calling for
emotional support for others who are dealing with practical problems.
There is no theoretical basis for expecting that women with eating disorders
are less competent than other women at providing this kind of helping
response. The HSI's item format, rating manual, and scoring system are
patterned after the ABPI. It yields scores on three variables: total score
(range = 13-52), competence score (range = 0-26), and incompetence
score (range = 0-26). Here is a sample item:6
Your roommate and her boyfriend had a fight. She has just come into your room
and she is crying. What would you do or say in this situation?

Beck Depression inventory (BDI). The BDI is a widely used, 21-item,
forced-choice, self-report, paper-and-pencil measure of depression (Beck,
Ward, Mendelson, Mock, & Erbaugh, 1961). Each item presents statements
describing feelings, and respondents are asked to choose the description
in each group that best describes the way they feel.
Procedure
Participants were scheduled for individual one-hour sessions. After
signing a consent form and receiving verbal instructions from the experiThe Helping Situations Inventory is available from the first author.
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menter, participants responded aloud to the audiotaped items from the
two role-play inventories. Their responses were audiotaped for subsequent
transcription and rating. The 42 ABPI items were followed immediately,
without a break, by the 13 HSI items. Participants were given no indication
that these were two separate measures. Next participants completed the
BDI. This was followed by a brief interview to gather the same demographic
and eating/diet information collected in the previous study. During the
debriefing, highly symptomatic participants who were not already in treatment were given information about local programs for persons with
eating disorders.
Results
Reliability of ABPI and HSI Ratings
Ten undergraduate women and three undergraduate men served as
volunteer raters of the transcribed ABPI and HSI responses, independently
rating all responses to anywhere from four to nineteen items apiece, with
three raters per item. Raters were trained to use the rating manuals, with
an emphasis on consistency, accuracy, and adherence to the item-specific
guidelines. Raters were instructed to seek clarification from the experimenter if they encountered ambiguities in the guidelines. Ratings were
made on a 4-point scale (1 = incompetent, 4 = competent). Raters were
"blind" to the hypotheses and to respondents' group membership.
Interrater agreement was assessed by Cohen's weighted K coefficient.
K'S were calculated for each pair of raters within a three-rater panel. For
a given item, the final ratings were based on the mean of the ratings by
the two raters with the highest weighted K. These pairwise weighted K'S
for the ABPI ranged from .32 to .86, with a mean of .66. K'S for the HSI
ranged from .40 to .84, with a mean of .55.
Item-total correlations also were computed for all items on each measure. As expected on such inventories, these values were not high. For the
ABPI, they ranged from .04 to .69, with a mean of .43. For the HSI, they
ranged from -.14 to .35, with a mean of .15. The or coefficient for internal
consistency, computed across all participants, was .912 for the ABPI. It
was only .430 for the HSI, reflecting, in part, the smaller number of items
on this measure.
Between-Group Comparisons
Comparisons of the three participant groups on all demographic variables revealed only one significant difference. As in the previous study, the
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groups differed in mean age (clinical = 19.6, subclinical = 18.9, control =
18.4; F(2,92) = 12.69, p < .001). The absolute magnitude of the differences—from 6 to 14 months—is not especially troublesome theoretically.
There is no obvious reason why this pattern of ages should bias the results
on the study's main measures.
Table IV summarizes the mean ratings for the ABPI responses of the
clinical, subclinical, and control groups. One-way ANOVAs indicated that
the groups differed significantly on all three ABPI scores (total, competence, and incompetence). Duncan's multiple-range tests revealed that the
individual groups differed significantly from one another on all three scores,
and that the patterns among the means were consistent with theoretical
expectations. The clinical group performed least well; the subclinical group
was in the middle; and the control group performed best. Examination of
the mean total scores reveals that the non-eating-disordered control group
was the only group with a mean rating above "3 = somewhat competent."
The mean rating for the clinical group indicates that their responses, on
average, tended to be more incompetent than competent.
In contrast, none of the one-way ANOVAs performed on the HSI's
three scores (total, competence, incompetence) even approached significance. The clinical, subclinical, and control groups seemed equally competent on this measure. The HSI results are summarized in Table V.
As expected, the three groups differed significantly on both the BDI
[F(2,92) = 41.40, p < .001] and the EAT [F(2,92) = 154.21, p < .001].
Table IV. Group Means for ABPI Item Scores, Competence Scores, and Incompetence Scoresa
Clinical
(n = 30)
ABPI item score (total / 42 items)
Range: 1.74-3.61
Mean
SD
ABPI competence score
Range: 8.00-66.50
Mean
SD
ABPI incompetence score
Range: 1.00-55.50
Mean
SD
a

Subclinical
(n = 33)

Control
(n = 30)

F value

2.35
.44

2.84
.32

3.09
.21

37.58*

24.22
13.03

39.04
10.27

46.93
7.82

35.73*

35.20
13.14

20.18
9.46

12.85
5.57

40.06*

ABPI, Anorexia and Bulimia Problem Inventory. Competence score: responses rated "4 =
competent" given 2 points, responses rated "3 = somewhat competent" given 1 point, and
all others given 0 points. Incompetence score: responses rated "1 = incompetent" given 2
points, responses rated "2 = somewhat incompetent" given 1 point, and all others given
0 points.
*p < .001.
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Table V. Group Means for HSI Item Scores, Competence Scores, and Incompetence Scoresa
Clinical
(n = 30)
HSI item score (total / 13 items)
Range: 2.07-3.30
Mean

SD
HSI Competence score
Range: 5.00-17.50
Mean

SD
HSI incompetence score
Range: .50-13.00
Mean

SD

Subclinical
(n = 33)

Control
(n = 30)

F valueb

2.78

2.82

2.85

.30

.25

.24

.537

10.77
3.15

10.82
2.69

11.20
2.62

.213

5.45
2.91

4.72
2.32

4.37
2.26

1.456

a

HSI, Helping Situations Inventory. Competence Score: responses rated "4 = competent"
received 2 points, responses rated "3 = somewhat competent" received 1 point, and all other
responses received 0 points. Incompetence score: responses rated "1 = incompetent" received
2 points, responses rated "2 = somewhat incompetent" received 1 point, and all other
responses received 0 points.
b
All F values nonsignificant.

Duncan's multiple-range tests showed that the clinical group scored significantly higher on both the BDI and the EAT than the subclinical and control
groups and that the subclinical group, in turn, scored significantly higher
than the control group on these measures.7
Pearson product-moment correlations were computed among the
ABPI, HSI, BDI, and EAT, with the a level set at .01. The ABPI correlated
negatively with the BDI (-.70) and the EAT (-.59). The BDI and EAT
were positively correlated (.75). The HSI was not significantly correlated
with any of the other measures (ABPI = .23, BDI = -.08, EAT = -.10).
Analyses of Subtypes
The relationship between eating symptoms and ABPI scores was examined by classifying participants into one of four major subtypes on the basis
of their responses to the EAT and to the interview. This subtype structure
was a simplified version of the one used in the previous study. It was chosen,
in part, to ensure a more reasonable numbers of cases in each category.
The new structure combined subtypes found to be quite similar in the
7

The members of the subclinical and control groups were selected on the basis of their extreme
EAT scores, so it would be remarkable, indeed, if these groups did not differ! However,
members of the clinical group were not selected on the basis of their EAT scores, which
makes the analysis of this group's EAT scores more interesting and informative.
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earlier structure. The four subtypes of eating disorder in this study were
as follows: binge-eaters/binge-purgers, non-binge-eating purgers, anorexics,
and questionable diagnosis. Control-group members were placed in a fifth,
nondisordered subtype.
A one-way ANOVA of mean total scores on the ABPI for the five
symptom subtypes yielded a significant overall effect [F(4,92) = 27.55, p
< .001]. Posthoc comparisons of the individual subtype means revealed
that the binge-eater/binge-purger group differed significantly from the
other four and that the non-binge-eating purgers differed from the questionable diagnosis and control groups. The subtype means were as follows:
binge-eaters/binge-purgers = 2.28, non-binge-eating purgers = 2.67, anorexics = 2.83, questionable diagnosis = 2.97, and control = 3.09. In general,
this pattern is very consistent with the pattern observed in the previous
study. The mean BDI scores for the subtypes in the present study also
showed a similar pattern: binge-eaters/binge-purgers = 20.33, non-bingeeating purgers = 19.00, anorexic = 16.50, questionable diagnosis = 10.35,
and control = 4.67.
ABPI Subscales
A series of ANOVAs revealed significant differences (all p's < .001)
in the mean total scores of the clinical, subclinical, and control groups on
the following thematic subscales of the ABPI: eating/weight, F(2,92) =
43.39; total minus eating/weight, F(2,92) = 29.15; male rejection, F(2,92)
= 31.27; academic concerns, F(2,92) = 9.78; independence from family,
F(2,92) = 13.26; family conflict, F(2,92) = 13.74; and female peer conflict,
F(2,92) = 13.85. On all subscales, the clinical group earned the lowest scores,
whereas the control group earned the highest scores. Posthoc comparisons
indicated that all three groups differed from one another on the eating/
weight subscale. On all of the remaining subscales, the clinical group differed from the other two groups, but they did not differ significantly from
one another.
DISCUSSION
This research represents the first three steps in a bootstrapping effort to
investigate the relationship between eating-disordered behaviors in collegeage women, on the one hand, and women's competence at dealing with
problematic interpersonal situations, on the other hand. The research was
guided by the following conceptual analysis: the antecedents of disordered
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eating behavior are likely to be contextual and probabilistic, meaning that
the probability of disordered behavior will vary as the situation varies and
that situational variability is likely to be imperfectly predictable due to
the influences of random or chance events. Furthermore, problem-solving
competence seems to be situation specific, meaning that knowledge of how
an individual responds in one situation is not very useful for predicting
how that same individual will respond in other situations. Competence is
not a stable, cross-situational, characteristic of individuals; it is a judgment
by someone about the quality of an individual's performance in a specific
situation. Finally, symptomatic eating behaviors may function as compensatory responses, serving temporarily to reduce the negative affect associated
with responding incompetently to certain common, difficult, and important
interpersonal situations. According to this view, the greater the number of
problem situations a women is likely to manage incompetently, the greater
the likelihood that she will experience negative affect, and thus the greater
the risk that she will engage in symptomatic eating behavior.
To test the merits of this functional analysis of eating disorders, we first
needed a satisfactory method of assessing interpersonal problem-solving
competence in college-age women. Thus, the first phase of the present
research was devoted to the empirical development of the Anorexia and
Bulimia Problem Inventory (ABPI), a 42-item, verbal role-playing inventory of situation-specific, interpersonal problem-solving competence. The
ABPI was developed specifically to focus on interpersonal themes that
researchers, theorists, and individuals with first-hand knowledge of eating
disorders have identified as possible antecedents of college-women's symptomatic eating behaviors: eating and weight, rejection by men, academic
concerns, independence from family, family conflict, and conflict with female peers. The ABPI's Raters' Manual was designed to provide itemspecific criteria for judging the competence of responses to specific situations within these themes. Rating criteria were derived from behavioral
guidelines supplied by judges selected to represent the "significant other"
in each interpersonal situation.
The second phase of this bootstrapping research was devoted to examining the construct validity of the ABPI by comparing the scores of two
groups of college women: a subclinical group of women with eating-disordered behavior and a control group of women without eating-disordered
behavior. The participants in each group were preselected on the basis of
their scores on the EAT, a self-report measure of eating attitudes and
behaviors. If our conceptualizations of eating disorders were correct, a valid
measure of interpersonal problem-solving competence should discriminate
between these two groups. The logic of this validation study involved a
gamble. If the two groups did not differ in their ABPI scores, this would
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not be informative; this result could be due to any number of things—e.g.,
the ABPI might be invalid, the competence hypothesis might be misguided,
or the samples might not be representative. However, if the groups were
found to differ, this outcome not only would provide preliminary support
for the ABPI's validity, by showing that it was sensitive to group differences,
but also would provide indirect support for the hypothesized link between
eating disorders and interpersonal competence. In fact, this gamble paid
off. The ABPI succeeded in distinguishing between members of the eatingdisordered group and members of the non-eating-disordered group. As
predicted, the mean scores of the two groups differed significantly, with
the control group performing more competently than the subclinical group.
The third phase of the research was devoted to replicating and extending these results. This time, the ABPI not only distinguished between
subclinical and control samples of college women, but also distinguished
between these two groups and a more extreme clinical sample of women
with eating disorders. The mean ABPI scores of these three groups were
ordered as expected, with the clinical sample doing the worst, the subclinical
sample in the middle, and the control sample doing the best. The mean
total scores of the clinical and subclinical samples were in the "incompetent"
range, whereas the mean total score of the control sample was in the
"competent" range.
This study also provided evidence of convergent validity by showing
that ABPI scores correlated strongly with a measure of depression (the
BDI), as well as with the measure of eating disorders (the EAT). Because
depression is a well-known correlate of eating disorders, this result provided
a triangulation on the meaning of ABPI scores. It is important to note that
both the BDI and EAT are paper-and-pencil, self-report measures; they
not only share a common method, but also rely on a single source (the
respondent) for their information about, and evaluation of, the respondent's
behavior. In contrast, the ABPI is a verbal role-play measure; its scores
are the product of multiple "blind" raters using standard, item-specific
criteria to judge transcriptions of participants' overt responses. Given these
differences in method and source, the strong association between the ABPI
and the other measures is all the more impressive.
The study also provided indirect support for the ABPI's discriminant
validity. As predicted, the clinical, subclinical, and control groups did not
differ on a role-play measure of competence in another area—interpersonal
helping (the HSI). There was no reason to expect that eating disordered
women would have responded less competently than non-eating-disordered
women in these helping situations; indeed, they might have excelled in such
situations. The lack of group differences on the HSI argues against the
possibility that group differences on the ABPI merely are artifacts of the
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tendency for individuals with behavioral problems to perform less well than
normal individuals on almost all measures. Because the HSI was a new
measure with unknown validity, however, this failure to detect group differences should be interpreted with caution. It may be due to weaknesses
in the measure. Additional support for the ABPI's discriminant validity
is needed.
The ABPI displayed reasonably good psychometric characteristics. It
had a high interrater reliability, for instance. Its item structure was consistent with the notion that competence is situation-specific; item analyses
yielded little evidence of a coherent factor structure, a strong interitem
relationship, or a strong item-total association. These results suggest that
ABPI items do not tap a single response domain, but that they provide a
broad sample of responses to many nonoverlapping problems [see Freedman et al. (1978) for a more extended discussion of this "inventory" approach to conceptualizing and assessing competence].
Although performance on a given ABPI item tended to be unrelated
to performance on other items, it still was useful to group items into subscales on the basis of their thematic similarities. In both validation studies,
the control groups responded more competently than the eating-disordered
groups across six thematic subscales, although these differences did not
always reach statistical significance. This probably was due, in part, to
limitations arising from the small number of items contributing to the
subscales. Subscales dealing with the themes of eating/weight and male
rejection yielded the most consistent group differences. The thematic subscales might prove useful in future research aimed at exploring temporal
relationships between the occurrence of certain problematic life themes,
on one hand, and changes in symptomatic eating behaviors, on the other
hand. For example, experiences involving male rejection may be more
likely than some other types of experiences to prompt some women to
engage in bulimic behavior.
One of the most intriguing findings of this research was that not all
subtypes of eating-disordered women showed the expected deficits in interpersonal problem-solving competence. In both validation studies, women
classified as bulimic—especially those who reported vomiting and laxative
use—responded less competently on the ABPI than women classified as
anorexic, questionable, or normal. The latter three subtypes did not differ
significantly from one another. In retrospect, we might have anticipated
this finding, had we thought more carefully about the implications of viewing
the symptomatic behaviors of eating disorders in a contextual framework.
Bulimic symptoms typically are acts of commission. That is, the common symptoms of bulimia—binge eating, vomiting, and laxative use—are
overt episodic behaviors that are not equally likely across all times or
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occasions. In contrast, the most prominent symptom of anorexia—restricted
food intake—is an act of omission. That is, it amounts to a sustained absence
of overt eating behavior across time and occasion. When an anorexic woman
restricts her food intake throughout an entire day, it is the consistency of
this absence of eating behavior that makes it symptomatic. The antecedents
of such "omitted" behaviors are likely to be different than the antecedents
of "committed" behaviors. The present research strongly suggests that
anorexia and bulimia may involve different etiological processes, and that
interpersonal competence, as assessed by the ABPI, may be more relevant
to bulimia than to anorexia.8 We are reminded by these findings of the
importance of avoiding the "uniformity myth" (Kiesler, 1966) when building theoretical models of eating disorders. With this in mind, however, we
believe that the present research has demonstrated that the ABPI is a
promising tool for use in future studies of eating disorders.
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