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Abstract

The purpose of this study was to examine the role
of sociocultural factors in the occurrence of
pathological eating attitudes and behaviours by
determining the relationship between acculturation to
Canada, as a Western culture, and eating attitudes and
behaviours in a nonclinical sample of female Chinese
and Caucasian university students. In addition, as an
exploratory goal any possible relétionship between
acculuturative stress and eating attitudes and
behaviours was also explored. |

One hundred female Caucasian and 131 female
Chinese undergraduate students were recruited from the
University of British Columbia. Each subject was asked
to complete a Demographic Questionnaire as well as the
26 item Eating Attitudes Test (EAT; Garner, Olmsted,
Bohr, & Garfinkel, 1982). Additionally, the Chinese
subjects were asked to complete the Suinn-Lew Aéian

Self-Identity Acculturation Scale (SL-ASIA; Suinn,

:Rickard-Figueroa, Lew, & Vigil, 1987) and the 24 item

SAFE Acculturative Stress Scale (SAFE; Mean, Padilla, &

Maldonado, 1987).



iii

Statistical analyses revealed no difference in EAT
scores across the two cultural groups. Correlational
analyses indicated negative relafionships between level
of acculturation and pathological eating attitudes and
behaviours for the Chinese subjects, suggesting that
the less acculturated Chinese subjects experience more
pathological eating attitudes and behaviours.
Correlational analyses also found positive
relationships between acculturative stress and eating
attitudes and behaviours for the Chinese subjects,

suggesting the higher acculturative stress, the greater

eating pathology. Finally, the results of regressive

analyses revealed that, in general, acculturative

stress was the best predictor of pathological eating
attitudes and behaviours for the Chinese subjects.

Implications for these results and suggestions for

future research are discussed.
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Chapter I

Introduction

Preoccupation with body weight and the chase
presentation of eating disorders such as anorexia
nervosa and bulimia nervosa are commonly recognized
phenomena for women living in Western cultures. Some
researchers have hypothesized that the occurrence of
eating disorders may be linked to Western values in
relation to the emphasis on thinness as the desired
female shape (Garner & Garfinkel, 19é0; Nasser, 1988a,
1988b). For instance, research into certain sub-
cultures, where the demand for thinness is heightened,
gives support to the cultural determination of eating
disorders and pathological eating attitudes (Garner &

Garfinkel, 1980). In their investigation of eating

‘attitudes and behaviours , Garner and Garfinkel found

that female models and dancers had an over-
representation of eéting disorders and excessive
dieting concerns.

Additionally, two lines of epidemiological

research have examined the occurrence of eating

disorders and pathological eating attitudes in




nontraditional populations such as non-Western cultures
and ‘ethnic minorities living in Western cultures.

First, cross-cultural research has suggested that
eating disorders are most common amongst Western
cultures, or amongst those-cultures, like Japan, who
have recently introduced Western values and ideals into
their society‘(Kamata, Nogami, & Momma, 1987; Nasser,
198843, 1988b; Sﬁematsu, 1985). Similarly, non-Western
cultures that do not idealize thinness, such as China,
rarely report cases of eating disorders (Lee, 1991;
Lee, 1993; Lee, Ho, & Hsu, 1993; Lee, Chui, & Chen,
1989; McCarthy, 1990).

The results of epidemiological cross-cultural
studies shoﬁld, however, be interpreted with caution as
some cultures do not recognize eating disorders as
distinct entities. Therefore, it is possible that
behaviour which may be diagnosed as anorexia or bulimia
in Western cultures is diagnosed as hysteria or anxiety
in other cultures.

The second area of epidemiological research has
explored the occurrence of eating disorders and
pathological eating atfitudes in non-white individuals

living in Western cultures (ie. Crisp, Palmer,

Kalllucy, 1976; Gray, Ford, Kelly, 1987; Gross & Roseh,




1988; Hsu, 1987; Lacey & Dolan, 1988; Lucero, Hicks,
Bramlette, Braésington, & Welter, 1992; Nevo, 1985).
The results of these studies appear to indicate that
eating disorders and pathological eating attitudes and
behaviours occur less frequently in non-white
individuals. These studies, however, simply address
racial differences, rather than differences in cultural
orientation. Thus, as Dolan (1991) discussed,
inferences as to tﬁe role of sociocultural factors must
be made tentatively.

In an attempt to address somé of the
methodological limitations of the above cited research
while continuing to investigate the role of
. sociocultural factors in the occurrence of eating
disorders, researchers have begun exploring the
"relationship between level of acculturation to Western
cultures and the occurrence of eating disorders and
pathological eating attitudes in non-white women.
These research studies are based on the premise that
Western cultures' values, such as the idealization df
thinness for women, is related to repbrts of anorexia

and bulimia. Thus, the occurrence of éating disorders

and pathological eating attitudes should Véry according




to the degree to which individuals ascribe to and
internalize Western values and ideals.

\ Work in this area however is still in its infancy.
To date, only four studies have attempted to determine
the relationship between level of acculturation to a
Western culture and occurrence of eating disorders and
pathological eating attitudes (Abrams, Allen, Gray,
1993; Furnham & Patel, 1994; Mumford, Whitehouse, &
Platts, 1991; Pumariega, 1986). Unfortunately, the
results of these studies are éomewhat contradictory,
leaving many questions unanswered. It is hoped that
this study may help address some of these questions.
Purpose of this Study

The purpose of this study is to investigate the

role of sdciocultural factors in the occurrence of
pathological eating attitudes by determining the
relationship between level of acculturation to a
Western culture and eating aftitudes in a nonclinical
sample of female Chinese and Caucasian university
students from the University of British Columbia.

Specifically, this study will attempt to address

the following research questions:

1. Is there a significant difference in the

éating attitudes of Chinese female university




students and Caucasian female university
students?

2. Is there a relationship between level of
acculturation to a Canada, as a Western
culture, and eating attitudes in Chinese
female university students?

In addition, because it has been suggested that a
relationship between acculturative stress and eating
attitudes may exist which could function to 6bstruct a
true understanding of the relationship between level of
acculturatioh and the occurrence of pathological eating
attitudes (DiNicola, 1990a, 1990b; Mumford, Whitehouse,
& Choudry, 1992; Mumford et al., 1991), this study will
also explore the possibility of a relationship between'
acculturative stress and eating attitudes. Thus,-the

following exploratory research questions will be

~addressed:

3. Is there a relationship bétweenApersonal and
familial acculturative stress and eating
attitudes in Chinese female university
students?

4, Is there a relationship between level of

acculturation to Canada, as a Western

Culture, and eating attitudes in Chinese



female,universify students independent of
thé effects of acculturative stress?

<ianifi nd 1i . f this Stud

Eating disorders disrupt the lives of many
individuals, most of whom are women. They create
chronic fatigue, depression and social withdrawal,
_leading to severe personal unhappiness (Crisp, Hsu, -
Harding, Hartshorn, 1980). As well, many physiological
complications result from eating disorders, including
alterations to cardiovascular functions, lowered blood
pressure and heart rates, gastrointestinal
comblications, and eveh death (Cuellar, Van Thiel, 1986
Hsu,'1990; Isner, Roberts, Heymsfield, 1985). The
severity of these disorders as well as their prevelence
in Western cultures has stimulated a lot of research
into the areas of both etioiogy and treatment.
‘Cutrently, however, many questibns remain unanswered.

Sociocultural theorists have emphasized the
importance of socioculturally driven factors, for
example the idealization of thinness, in the
development of eating disorders and pathological eating
attitudes. Although recognizing and acknowledging the

role of sociocultural factors in the occurrence of

eating disorders provides no simple answers, it is a




first and necessary step. However, beyond recognition,
more research is needed to better understand the role
of culture in the development of eating disorders and
pathological eating attitudes. Only then can change
begin; It is hoped this research study will make an
important contribution to the scant research available
in this area.

Additionally, it is hoped that this study will
shed some light on the specific populations at risk for
developing pathological eating attitudes and
behaviours. Once it is known which populations are at
greatest risk, education, prevention, and treatment
programs can be modified acco;dingly.

There are several terms which are utilized
throughout this study. Because there is often
controversy as to what definitions are appropriate for
many of these terms, it is necessary to define the
following terms in the ways that are relevant for the
current study.

Acculturation or
Level of Acculturation: the degree to which an
immigrant adopts or shares the

same values, attitudes, and



Acculturative Stress:

Race:

Culture:

behaviours of the receiving
society; culture change which
results from continuous
contact between two distinct
culfural grodps.

refers to one kind of stress,
that in which the stressors
are lidentified as having their
source in the process of
acculturation.

a biological term referring to
the genetic differences
between groups within a
species (Dolan, 1991).

an anthropological term,
defihing a complex whole that
includes the knowledge)
behavior, morals, customs, and
often religion. Referring to
something arbitrary and
variable which is acquired by
being and/or growing up as a

member of a society. (Dolan,

1991) .




Eating Disorders:

Pathological eating

attitudes & behaviours

or eating pathology:

Caucasian:

Chinese:

refers to clinical case of
anorexia nervosa and bulimia

nervosa as defined by the

)5 st nd stical

Fourth Revised (DSM-IV,1994).

a broad range of attitudes and
behavioﬁrs characteristic of
anorexia nervosa and bulimia
nervosa. Attitudes and

behaviours which may indicate

someone is at risk of

‘developing an eating disorder.

an individual of Western
European‘background who was

born in North America.

" an individual who is self- .

referred as Chinese.
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Chapfer II
Li r

The last several decades have witnessed an upsurge
of research investigating the etiology of"eating
disorders such as anorexia nervosa and bulimia nervosa.
In this chapter, I will review some of this literature
beginning with an outline of some general diagnostic
information concerning eating disorders. Next, I will
review the literature exploring the role of
sociocultural factors in the development of eating
disorders and pathological eating attitudes. Finally,’
I will explore the current research utilizing the
concept of level of acculturation as a measure to tap

into the role played by sociocultural factors.

The two most commonly recognized eating disorders
are anorexia nervosa and bulimia nervosa. Anorexia
nervosa was first described as a distinct entity in the
1860's by physicians in England, France and Russia
(Prince, 1985)., 1In 1874 Sir William Withey Gull
published a full paper on an illness he called anoreiia
nervosa. Gull's general description holds up
incredibly well in its clinical detail; oveerne

hundred years later all that has been added is a
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differentiation of subtypes (in 1979, Russell
distinguished bulimia nervosa from anorexia nervosa),
and more details, which, in general, served only to
confirm Gull's initial description. Gull's eariy
descriptions included body image disturbance, an
intense desire for thinness to the point of emaciation
(ih anorexics), and periods of abstinence from food
followed by‘consumption of enormous quantities of food
and subsequent self-induced vomiting and/or laxative
abuse (in bulimics). It is interesting to compare
these early descripfions with that provided in DSM IV
(1994), the current diagnostic manual of the American
Psychiatric Association. | | ‘

The DlagnQ&LlQ_and_SLatigai_Manuéi_Qi;MenLaL
Disorders, Fourth Revised (DSM-IV, 1994) recognizes
both anorexia nervosa and bulimia nervosa as distinct
disorders. Accordingly, the.D§M:lM diagnostic criteria
for anorexia nervosa are: (a) maintenance of body
weight 15% below that expected; (b) intense fear of
gaining weight even though underweight; (c) disturbance
in the way in which‘one's body weight, size, or shape
is experienced; and (d) absence of at least three
consecutive menstrual cycles in females when otherwise

expected to occur. Similarly, the diagnostic criteria
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for bulimia nervosa are: (a) recurrent episodes of
binge eating ih which large amounts of food are
consumed in a discrete period of time (e.g. within any
2 hour period); (b) a sense of lack of control during
the binges; (c) recurrent inappropriate compensatory
behaviour such as vomiting, use of laxatives or
diuretics, strict dieting of fasting, or vigorous
exercise; (d) binge eating and inappropriate
compensatory behaviour which occurs, on average, at

least twice a week for 3 months; (e) self-evaluation

~unduly influenced by body shape and weight; and (f)

when such disturbances which do not occur exclusively
during episodes of anorexia nerovsa (DSM-IV, 1994).
Currently, most researchers, theorists( and
clinicians working in the area of eating disorders
agree that the only way to accurately identify a case
of anorexia nervosa or bulimia nervosa is by personal
interview using clinical assessment measures such as
the DSM-1IV criteria. Clinical interviews are required
for two reasons. First, a wide spectrumpof
pathological eating behaviours ahd attitudes occur in
the population, ranging from culturally accepted
dieting to acute cases of eating disorders, and as it

stands no objective measure is sensitive enough to
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differentiate the rigidity in beliefs, attitudes, and
behaviours that represent a clinical eating disorder.
Second, despite the increasing prevelence of eating
disorders, they are still a relatively uncommon
phenomenon. Accordingly, Williams, Hand, and
Tarnaplosky (1982) suggest that because the prevelence
of eating disorders remains relatively low, the
positive predictive value of any self-report instrument
is likely to be quite low regardless of the sensitivity
or specificity of the instrument utilized. In other
words, it is likely that many individuals who score
pathologically on a‘questionnaire may in fact not have
a clinical eating disorder.

For both of these reasons the most widely accepted
strategy of identifying clinical cases of eating
disorders in research studies has become the two-stage
screening survey (Williams et ai.,_1982) in which a
questionnaire is used in conjunction with, rather than
as a substitute for, clinical judgment. Thus, in
situations where objective measures are used alone,
without further validation of clinical assessments,
researchers are only able to identify pathological
eating attitudes and behaviours commonly associated

with eating disorders, and not eating disorders per se.



14

Eating

| Eating disorders such as anorexia nervosa and
bulimia nervosa are most frequently conceptualized as
multidetermined disorders (Anderson, 1985; Garfinkel &
Garner, 1982). Garfinkel and Garner (1982) state that
an eaﬁing disorder such as anorexia or bulimia is a
"syndrome that is the product of an interplay of a
number of forces" (p. 188). These forces include: (a)
personal forces; (b) familial forces; (c) biological
forces; and (d) sociocultural forces.. Although all of
theée forces are complekly interwoven, the purpose of
this study to better understand the effects of
sdciocultural factors.

Since the earliest descriptions of eating
disorders made over a century ago by Gull and Lasegue,
the sociocultural importance of factors such as gender,
age, and social status have been investigated (Anderson
& Hay, 1985; Bruch, 1973; Crisp & Toms, 1972; Gibbs,
1985; Rastam, Gillberg, & Garton, 1989). Despite the
abundance Qf research addressing the possible

sociocultural importance of these issues, fewer studies

have attempted to address specific cultural
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determinants of eating disorders in the forﬁ of
cultural values, beliefs, and ideals.

One cultural ideal which has been associated with
the higher prevelence of eating disorders in Western
cultures is the idealization of thinness advocated in
the West (Garner & Garfinkel, 1980; Garner, Garfinkel,
Schwartz, & Thompson, 1980; Nasser, 1988a, 1988b). The
research team of Garner and Garfinkel (1980) was one of
the first to address this cultural ideal in their
investigation of the relationship between attention to
Western culture's thinness ideal and the occurrehce of
eating disorders and pathological eating attitudes.
Accordingly, they investigated the eating attitudes and
behaviours of female daﬁcers and models. It was their
assumption that because of their career choice these
women would be more focused on their appearance and
body shape and thus be more attentive to the thinness
ideal than a normative sample of women. Their results
indicated that anorexia nervosa and excessive dieting
concerns were overrepresented in the dance and
modelling students, leéving the authors to conclude
that those individuals under societal pressures to be

slim are at greater risk of developing eating disorder.

The authors went on to suggest that their "observations
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underscore the poésible importance of our sogiety's
current value of thinness in women as a determinant of
the purported increase in the prevelence of anorexia
nervosa" (Garner & Garfinkel, 1980, p. 655).

In light of the reports suggesting that the
idealization of thinness may contribute to the"
prevelence of eating disorders and pathological eating
attitudes-(Garner & Garfinkel, 1980), Garner;
Garfinkel, Schwartz, and Thompson (1980) attempted to
gauge Western culture's expectations regarding body
image and shape for women. They found that, during the
20—year.period from 1959-1978, Miss América Contestants
and Playboy centerfolds had becomé progressively
thinner. Garner and his associates also diécovered a
significant increase,in the number of diet articles in
six popular womeﬁ's magazines during this same 20 year
vperiod.

More recently, Wiseman, Gray,AMosimann, and Ahrené
(1992) have attempted.to replicate Garner et al.'s
study (1980) for the period of 1979-1988.  Once again
the ideal body shape in Western society, as represented .
by Miss America Contestanfs and Playboy centerfolds,

has continued to decrease in size. Wiseman et al.,

also noted an increase in diet articles, as well as
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exercise advertisements, for their historical period.
In a similar study of magazine advertisements, Anderson
and DiDomenico (1992) found that women's magazines
contain 10.5 times the number of diet promotions as do
men's mégazines.

This trend has not been noted only in the print
media. In their historical look at TV commércials,
Wiseman, Gunning; and Grey (1993) fOUnd a significant
increase in the amount of TV cémmercials for diet foods
and diet products shown on the three major American
networks over the years 1973—1991.

Thus, these studieS'appear to indicate that while
eating disorders continue to pervade Western cultures,
so does Western culture's idealization of the ultra

thin body shape for females. Whereas this trend

appears to be quite prevalent in Western cultures, it

is in no way universal. [In fact, obesity is often
admired as a sign of wealth,.success and beauty in non-
Western cultures (Furnham & Alibhai, 1983; Nasser,
198¢6) .

The Chinese, for example, associate fatness with
prosperity and longevity, and their Gods are often
depicted as being fat (Lee, 1991; Lee, Chiu, & Chen,

1989; Nasser, 1988a; 1988b).  Similarly, China does. not
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stigmatize the obese as having physical, mental or
moral impairments as is frequently done in Western
culturés (Lee, Chiu & Chen, 1989). Additionally, the
Chinese often associate thinness with ill-health and
bad luck and not, as in the West, with self-discipline,
attractiveness or economic well-being (Lee, 1992).
Popular Chinese beliefs are that "being able to
eat is to have luck"”, "gaining weight means good
fortune”. Similarly, to greet somebody with "You have
put on weight” is viewed as a complement, especially

amongst the older generation of Chinese (Lee, 1991; Lee

et al., 1989). It appears, however, that these beliefs.

are not limited simply to traditional values and
customs, as the media in Hong Kong has recently
conveyed the message that a number of current female
singing stars should be gaining weight (Lee, 1991).

Given the different value placed on thinness in
China, one might predict that the prevalence of eating
disorders and pathological eating attitudes and
behaviours in fhat country may be lower than in Western
cultures. Unfortunately, very little has been noted
about the prevalence of eating disorders and

pathological eating attitudes in China. In their 1989

article, Lee, Chui, & Chen detailed an unpublished
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survey conducted by the Psychiatric Epidemiology Unit
of the Department of Psychiatry at the University of
China in Hong Kong. This survey, using the Diagnostic
Interview Schedule, revealed only one possible casé of
anorexia nervosa out of a community sample population
of 7229 subjects during the period from 1984-1986.

More recently, a study exploring the prevalence of
anorexia and bulimia in China was conducted by Chun and
his team of colleagues (1992). This study employed
self-report measures, as well as selective follow up
interviews, to examine the prevalence of eating
disorders among 509 (108 males, 401 females) freshman
medical students in two universities in China. The
results indicated 1.1% of the sample (all female) met
the domestic and DSM-III-R criterion for bulimia;
however, none were binge eating and purging on a
regular basis and none met the purposed DSM-IV criteria
for bulimia nervosa. None of the subjects met the
diagnostic criteria for anorexia nervosa.

Finally, in his 1993 study Lee employed the 40
item Eating Attitudes Test in a two-stage screening of
1020 (646 female and 374 male) Chinese bilingual
university students in China. Lée found that although

the female students were cognitively inclined to diet
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and weigh less, few were driven to actual weight

control behaviours. Specifically, the mean EAT séores

‘for thé female students was report‘as 11.33 (SD=6.71)

for the 40 item EAT. This score is lower than the
figure of 15.60 (SD=9.30) reported by Garner &
Garfinkel (1979) for their control sample of female
Western university students. Additionally, following
personal interviews with the subjects scoring over the
cut-off point on the EAT, Lee found no cases of
anorexia nervosa or bulimia nervosa and only three
cases (all female) of partial syndrome bulimia nervosa,
yielding‘a low prevalence of 0.46% for the spectrum of
eating disorders.

| The prevalence rates noted by Chen et al. (1992)
and Lee (1993) are lower than the rates commonly
reported in Western cultures. Earlier research,
conducted in the mid-1980s, reported the point
prevalence of anorexia nervosa amongst females ranged
from 0.7%-2.1% (Morgan & Sylvester, 1977; Pope, Hudson,
Jonas,'& Yurgelum-Todd, 1983) while the prevalence of
bulimia nervosa ranged from 2%-4.5% (i.e., Cooper &
Fairburn, 1983; Johnson, Lewis, Love, Lewis, & Studkey,

1983; Katzman, Wolchik, & Braver, 1984; Pope, Hudson,

Jonas, & Yurgelum-Todd, 1983; Pyle, Halvorson, Neuman,
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& Mitchell, 1986). More recent studies, using ﬁore
sensitive instruments and methodology, have reported
point prevalence rates ranging from 1%-2% for bulimia
nervosa {(Goldbloom &.Garfinkel; 1993, Hoek, 1993; King,
1989; Pyle, Neuman, Hélvorson, & Mitchell, 1991) and
0.5%-1.3% for anorexia nervosa (Goldbloom & Garfinkel,
1993; Rathner & Messner, 1993).

While these studies appear to indicate that
pathological eating attitudes and behaviours as well aé
cases of eating disorders such as anorexia nervosa and
bulimia nervosa are less common in China than in
Western cultures or those cultures, such as Japan, whd
have recently introduced Western values and ideals into
their society (Kamata et al., 1987; Nasser, 1988a,

1988b; Suematsu, Ishikawa, Kuboke, & Ito, 1985) such

-conclusions must be made with caution. It is possible

that behaviours which may be diagnosed as anorexia or
bulimia in Western cultures are diagnosed as hysteria
or anxiety in other cultures (Dolan, 1991; Nasser,
1986; Pate, Pumariega, Hester, & Garner, 1992).
Additionally, even if eating disorders do occur less
frequently in China compared to other more Westernized

cultures, it would be pfemature to attribute such

findings to differences in sociocultural values, such
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as the idealization of thinness, without further
investigation.

In an effort to better understand the role of
sociocultural factors such as the thinness ideal,
McCarthy (1990) compared the absence or presence of
eating disorders with the absence or presence df the
thinness ideal in several"cultures. She reported that
of thevseven cultures for which information on both
éating disorders and body image were available, all
cultures reporting eating disorders also reported
advocating the thinness ideal. Additionally, no
culture that did not advocate the thinness ideal
reported cases of eating disorders. Thus, McCarthy
concluded that her results suggest that "exposure to
middle-class values in the west, which include the
idealization of thinness in women, increases the risk
of eating disorders” (p. 210).

Another body of research that has explored the
occurrence of eating disérders and pathological eating
attitudes in nontraditional populations has focused on
non-white individuals living in Western cultures (ie.
Crisp, Palmer, Kalllucy, 1976; Gray, Ford, Kelly, 1987;

Gross & Rosen, 1988; Hsu, 1987; Lacey & Dolan, 1988;

Lucero et al., 1992, Nevo, 1985). The results of these
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studies appear to indicate that the occurrence of
eating disorders and pathological eating attitudes are
more prevalent amongst white or Caucasian individuals.
These studies, however, simply use race as their
differentiating factor, and include no measure of
cultural orientation. Accordingly, the role Qf
sociocultural factors in the etiology of eating
disorders is limited.-

In a review of chss—qultural research on eating
disorders Dolan (1991) encouraged researchers to
carefully delineate which variable they afe addressing,
race or culture, and urged that conclusions be.limited
accordingly. Thus, Dolan defined race as a "biological
term referring to the genetic differences between
groups within a species" (p.74), and culture as an
"anthropological term, defining a complex whole of
knowledge, behavior, morals, customs, and often
religion" (p.75). Dolan continued that one's culturél
orientation is arbitrary and variable, and is acquired
by being and/or growing up as a member of social group.
Thus, if the goal is to identify the role of
sociocultural factors, such as the ideaiization of

thinness, in the occurrence of eating disorder and

pathological eating attitudes (as is the goal of this
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paper), it may be more appropriate to address and
investigate one's cultural orientation rather than
simply their race.

Recently, a new line of research has attempted to
explore the relationship between sociocultural factors
and the occurrence of eating disorders and pathological
eating attitudes in more detail by investigating the
eating attitudes and behaviours of non-Western women at

different stages of acculturation to Western cultures.

Acculturation, Body Image, and the Occurrence Fating

Acculturation is defined as cultural change which
results from continuous first hand contact between two
distinct cultural groups (Berry, Kim, Powers, Young, &
Bujaki, 1989). Acculturation occurs at both the group
level and the individual or psychological level. The
kind ‘0of changes that individuals within an
acculturating group may undergo can be categorized into -
five diffefent.types: physical, biological, cultural,
social and psychological (Berry, Kim, Minde, Mok,
1987). In their 1986 article, Kim and‘Berry detailed
these five changes: .

Firstly, physical changes may occur, such as a new

place to live, new housing, and a new climate.
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Secondly, biological changes may occur, such as
new nutrition status and new diseases. Thirdly, a
new set of social relationships may be formed
including a reclassification of ingroup and
outgroup. Fourthly, cultural changes may occur,
with the original political, economic, religioué
and social institutions becoming altered or
replaced. Finally, psychological changes may
occur, including shifts in attitudes, values,
beliefs and mental health status. (p.159)
Theoretically, acculturative changes can occur in
either of the two groups in contact; however, in
practice one group comés to dominate another and exerts
greater cultural influence (Berry et al., 1987). The
dominant group provides a context of acculturation by
creating a norm of what is to be accepted, tolerated
and encouraged. Thus, the dominant group sets up
limitations, boundaries, goals aﬁd the end-point of
acculturation. Accordingly, the members of the.
acculturating group must choose to adjust, adapt,
reject or change the given context. Acculturative
attitudes result when individuals differ in the way

that they choose to become involved with other persons
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and groups in society (Berry et al., 1987; Berry et
al., 1989; Kim & Berry, 1986).

Acculturation is by no means an easy process for
those members of the acculturating group. In fact,
researchers have found that acculturating individuals
suffer from several forms of psychological distress and
dysfnnction such as, "iowered mental health status
(particularly confusion, anxiety, depression), feelings
of marginality and alienation, a heightened
psychosomatic symptom level, and identity confusion"
(Berry et al., 1987, p. 492).

The quantitative measurement of acculturation has
been hindered by the complexity of the phenomena that
have cognitive, behavioural, and attitudinal
components, each of which is composed of multiple
constructs and factors (Cuellar, Harris, Jasso, 1980).
Thus, the challenge has become developing self report
measures'which, while brief and practical, are also
comprehensive in their scope. Accordingly, reseatch
and instrument development in the area of acculturation
has progressed from the use of single item indexes,
such as generational level, to multiplelsociocultural

characteristics such as nationality, language,

occupational status. Finally, behavioural,
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psychological and attitudinal measures havé also beén
incqrporated in efforts to measure acculturation. |

Reéently, researchers have begun to utilize the
concept of acculturation to investigate the role of
sociocultural factors in the.occurrence of eating
disorders and pathological eating attitudes. If one
accepts that Western cultures' idealization of thinness
for women is related to reports of anorexia and
bulimia, then the occurrence of eating disorders and
pathological eating attitudes should vary accordihg fo
the degree to which individuals ascribe to and
internalize Western values and ideals.

Furnham and Alibhai (1983) were one of the first
research teams to investigate the effects bf
acculturation to a Western culture by investigating“how
Kenyan Asians in Britain and Kenya, as well as
Caucasian Britains, perceive female body shapes. Their
results seemed to suggest that when non-Western women
are placed in a Western culture they soon lose the
ideal of feminine beauty held in their home cultures
and begin to internalize the thinness ideal held in the
West.

In his 1986 study, Pumariega developed his own 15

item acculturation scale to survey the acculturation
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levél, as well as the eating attitudes, of Hispanic
sChoolgirls living in the US. His results detected a
significant correlation between level of acculturation
to. a Western cultuﬁe and eating attitudes as measured
by the Eating Attitudes Test (Garner & Garfinkel,
1979) . Pumariega concluded "that eating attitudes
varied directly in the anorexic direction with
increasing acculturation to American culture” (p. 278).
A more recent study, examining the eatingA
attitudes and behaviours of black and‘white female.
.college Students living the United States, helped to

substantiate Pumariega's results. Abrams, Allen and

Gray (1993) surveyed the acculturation level and eating‘

attitudes of 100 black female and 100 white female

- college students. For thé purpose of their study the
authors utilized the Racial Identity Attitude Scale for
Blacks (RIAS-B; Helms, 1990) to méasure‘level of
acculturation. 'In an effort to measure eating
attitudes énd behaviours, the following’scales were .
utilized; Hawkiné'rand Clement's Binge Scale (1980);
The Restraint Scale (Herman & Mack, i975); the Drive of
Thinneés and the Body Dissatisfaction subscales from

the Eating Disorder Inventory (EDI; Garner, Olmsted, &

Polivy, '1983); the Goldfarb Fear of Fat Scale (GFFS;
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Goldfafb, Dykens, & Gerard, 1985); as well as five
items taken from Johnson's (1984) Diagnostic Survey of
Eatihg Disorders. |

Analysis of covariance and correlationai tests
revealed that the white females demonstrated
significantly greater disordered eating attitudes and
behaviours than the black female. Additionally, the
researcher found that among the black subjects, higher
levels of assimilation to Western culture were
significantly positively related to dietary Restraint,
Fear of Fat, and Drive for Thinness.

The third study to utilize level of acculturation
as a variable in an attempt to address the role of
sociocultural factors in the prevelence of eating
disorders and pathological eating attitudes was
conducted in Britain by Mumford, Whitehouse, and Platté
(1991). The results of this study, however, are mixed
and fail to unequivocably support Pumariega's & Abrams
et al.'s fihdings.

| Mumford et al. (1991) addressed the role of
sociocultural factors in the prevelence of eating

disorders by investigating the acculturation level and

the eating attitudes of Asian (Indian subcontinent) and

Caucasian school girls living in Bradford, London.
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Although the authors hypothesized that the prevelence
of eating disorders would be lower amongst the Asian
schoolgirls and that eating disorders would only be
found amongst the most 'Westernized' of the Asian
students, their results indicated that the Asian‘
schoolgirls' eating attitudes were more pathological
than those of the Caucasian schoolgirls. Simiiarly,
the Asian girls diagnosed with an eating disorder had
significantly higher itraditional' scores than the rest
the Asian girls; however their 'Western' scores were
not»significantly-differeut.

In an attempt to make meaning of their unexpected
results the researcher purposed several possible
explanations. One possible methodologicai explanation
is that the measure of level of acculturation employed

by Mumford and his associates was not valid. The

scale was appropriate for use with Asians, they
attempted to measure the Western and Asian cultural

orientation of each Asian student with four questions,

two targeting a Western orientation and two targeting

\
authors noted thatvbecause no avallable acculturation : .

an Asian orientation. - Thus, it is possible that the

‘means in which Mumford et al. chose to operationalize

level of acculturation failed to adequately address the
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complex, multifaceted nature of acculturation. In
their conclusion, the authors themselves stated that
acculturation is a complex phenomenon and agreed that
"there is a need to develop a more sophisticated

measure of these cultural dimensions” (Mumford et al.,

1991, p. 227). Additiohally, the authors encouraged

further research into the relationship between
acculturation to Western culture and the occurrence of
eating disorders in an attempt fo help clarify the role
of sociocultural factors in the occurrence of eating
disorders and pathological eating attitudes.

In their further attempt to address their
unexpected findings Mumford and his associates explored
the role of acculturative stress in the occurrence of
pathological eating attitudes and behaviours (Mumford
et al., 1991; Mumford, Whitehbuse & Choudry, 1992).
Correspondingly, Gil, Vega and Dimas (1994) have
stressed the importance of recognizing acculturative
stress as an important concept in research; one
distinct from level of acculturation.

Acculturative stress is defined as, "one kind of
stress, that in which the stressors are identified as
having their source in the process of acculturation"”

(Berry, Kim, Minde, & Mok, 1987, p. 492). According to
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social-stress models of acculturative stress, negative
outcomes occur when stressors exceed the individual's
coping resources, or mediators (Gil et al., 1994) .
Several types'of acculturative Stressérs exist
including language problems, perceived discrimination,
perceived cultural incompatibilities, commitment or
lack of commitment to culturally prescribed protective
values and behaviours as well as acculturation gaps in
which differences in acculturatioﬂ levels between
children and their parents produce or exacerbate family
_cOmmunication problems and child-parent conflicts (Gil
et al., 1994).

Thus, Mumford and his associates speculated that
the higher EAT scores found amongst the Asian girls
with the higher 'traditional' scores (and similar
'Western' scores) may reflect the fact that they were
experiencing the greatest internal and familial
conflict and identity confusion as they grew up with
two sets of conflicting cultural values. The authors
went on to suggest that their results may indicate that
these same Asian d¢girls, because of their exposure tb
Western values and ideals, adopted Western patterns of

reacting to their personal and familial conflict and
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stress, thus resulting in their more pathological = .
eating attitudes and behaviours.

A recent study conducted by Furnham and Patel
(1994) supports Mumford et al.'s findings. Furnham and
Patel (1994) utilized a similar methoddlogy as Mumford
et al. (1991) to investigate the eating attitudes and
behaviours of Asian (Indian subcontinent) schoolgirls
living in London. Accordingly, they utilized the EAT-
26, BSQ, as well as their own questionnaire-devised to
investigate the level of integration of Asian
schoolgirls into British society and their level of
resentment towards their families for maintaining their
‘traditional values and customs. Like Mumford et al.
(1991), the questionnaire addressing level of
integration was developed specifically for their study
and had not been previously validated.

Although Furnham and Patel hypothesized that their
results would support Pumariega (1986) and Abrams et
al.'s (1993) findings, their results'instead supported
Mumford et al.'s (1991) findings. Accordingly, the
less integrated Asian schoolgirls displayed higher EAT
scores. Furnham and Patel also noted that tﬁere was

some support for their hypothesis that Asian

schoolgirls experiencing greater resentment towards
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their families, display greater eating pathology,
however the results did not reach significance.

In conclusion, it appears that ahy attempt to
further investigate the role of level of acculturation
to a Western culture in the occurrence of pathological
eating attitudes must not only take care to
appropriately operationalize level of acculturation,
but also recognize the role of possible confounding or
mitigating factors such as acculturative stress.
S_mnma.;;z

A review of the literature indicates that
researchers have just begun to address the role of
sociocultural factors, such as cultural ideals and
values, in the occurrence of eating disorders and
pathological eating attitudes by'investigating.the
relationship between level of acculturation to a
Western culture and eating attitudes and behaviours of
non-Western women. Such research, however, is still in
its infancy'and requires much more attention.

One issue the literature has identified as
requiring additional attention is improving the means
in which important constructs, such as level of
acculturation, are operationalized and diffe£entiated

from possible confounding or mitigating factors such as
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acculturative stressi Thisvstudyiwill attemﬁt to.
address this concern in thfways;LAFirst, a more
psychometrically sound measure of level of |
acculturation Will beIU£ilizédl Se;Ond, asvan
exploratory goai; any possible relationship between
acculturative stress and eating attitudes will be
addressed in.an effort to_better'understahd the
relationship'between'level of acculturation and
pathological eéting aftitudes.'

Additionaly, all of the pr?&ious literature
investigating the eafing.attitudes andvbehaviours'of
Asians has employéd a very select Asian population of
Indian subcontinent schoolgirls living in the UK.
‘Thus, it would seen beneficial to invésfigate’the
eating attitudes and beha&iours of other Asian groups.

| Thus, the purpose of,this study.is to inveétigate' 4 '
- the role of sociocultural factors in the occurrence of

eating disorders by determining'the relationship "»‘
between level of acculturation to Canada and éating
attitudes in a-nondliniéal’sample of Chinese university
students. In addition, ih light of previous research

(Furnham & Patel, 1994; Mumford et al., 1991; Mumford

et al., 1992) an additional exploratory goal is to
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examine the relationship between acculturative stress

and eating attitudes and behaviours.
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Chapter III

Methodology

In this chapter I will attempt to detail the
methodology employed to conduct this study and answer
the relevant research questions.

Design

A correlational design was employed to investigate
the relationships between level of acculturation and
acculturative stress, and eating attitudes. This
"design was chosen because there was no desire to
manipulate subjects or variables, rather the purpose of
this study was simply to document the nature and
frequency of these particular variables and determine
if any relationship exists. All subjects were
administered a questionnaire package including a
demographic questionnaire as well as various
psychological questionnaires (refer to the section on
instrumentation).

Sample

One hundred and thirty-one female Chinese and 100

female Caucasian university students from the

University of British Columbia were recruited for the

purpose of this study. The rather specific population
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was selected for several reasons. First, it was
decided to target only one gender because gender,
itself, has long been recognized as a possible
socilocultural factor contributing to the
disproportionate distribution of eating disorders and .
pathological eating attitudes. Additionally, a feﬁale
population was chosen because the majority of Western
sociocultural pressures for thinness are directed
towards women (Anderson & DiDomenico, 1992).
Similarly, approximately 90% of those individuals with
eating disorders are women. Thus, because the purpose
of this study was not to investigate gender
aifferences, but to examine any possible relationships
between acculturation to a Western culture and the
occurrence of pathological eating attitudes, a female
population was chosen as it appears to bé the |
population most at risk of eating pathology.

A Chinese population was chosen because the
Chinese culture traditionally does not advocate the
idealization of thinness, nor are eating disorders
frequently reported in China (Chun et al., 1992; Lee et
al., 1989; Nasser, 1988a; Zheng, 1982). Thus, it was

hoped that this population will provide a wide spectrum

of eating attitudes as well as acculturation levels.
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Additionally, a Chinese population was chosen
because -all of the previous literature investigating
the relationship between eating pathology and level of
acculturation amongst Asians has employed a population
of Indian subcqntinent schoolgirls living in the UK
(Furnham & Patel, 1994; Mumford et al. 1991; Mumford et
al. 1992). Thus, it was hoped that utilizing a Chinese
population would help extend the knowledge regarding
eating attitudes and behaviours in Asian populatiéns.

In an effort to access Chinese students with a
wide range of acculturation levels subjects were
solicited.from a variety of different departments and
faculties including Science, Arts and Asian Studies.
Additionally, no external parameters were placed on the
definition of Chinese. Thus, all female student who
self-referred as Chinese were welcome to participate.

Finally, a university population was chosen
because it is considered a high risk setting for the
occurrence of eating disorders and‘pathological eating
attitudes (Halmi,,Jones, & Schweftz, 1981). As well,
all of the measuies employed in this study were
developed and validated on university populations,

therefore the measures are considered most appropriate

for this population.
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Procedure

Subjeéts were recruited from various intact
classes throughout the campus. This researcher
approached several prdfessors, first by letter and then
by phone requesting their participation. All
professors teaching 100-level Anthropology and
Sociology, Family and Nutritional Science and Asian |
Studies course were sent a letter explaining this study
and requesting the use of 15 minufes of class time to
invite their students to participate. During follow-up
calls, theif interest aﬁd availabiiity'was confirmed,
and, if necessary, a time to attend their class and
conduct my research was arranged.

Additional subjects were recruited ‘as part of a
larger study investigating help seeking behaviours of
Asian university students carried out by Dr. Ishu
Ishiyama. Accofdingly, if time permitted, fhe EAT and
the Suinn-Lew Asian Séelf-Identity Acculturation Scale
were include in Dr. Ishiyama's test packageé.
Accordingly,‘additidnal subjects were recruited from
100-1level Chemistry, Biochemistry, Fine Arts, History,

and Psychology classeé, |
In all cases, this researcher was present during

the actual data collection. Additionally, all
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potential subjects were reminded that all materials
would be kept confidential, that their participation
was voluntary, and that they could choose to
discontinue participation at any point. If time
permitted the questionnaires were completed during
class time and returned to me immediately. However, in
some instances professors could not allocate enough |
class time for students to complete the gquestionnaire
packages; in these instances, participating subjects
were asked to complete the questionnaires at their
earliest convenience and mail them'back via campus mail
in provided self addressed envelops.

The final page of the questionnaire package
contained a tear off.page so that interested subjects
could contact this author for further information
regarding the goals and outcomes of this study;
Additionally, beéause examining one's eating attitudes
and behaviours may bring up issues for some subjects,
especially those with eating disorders, phone numbers:
of local resources were also be made available on the
tear off page.

Intrumentation
The instruments used in this research study

included: a demographic questionnaire entitled
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"Background Questionnaire™, the Suihh—Lew Asian Self-
'Identity Acculturation‘Scale (SL-ASIA), fhe short form
of the Eating Attitudes Test (EAT-26), as well as the
short .form of the SAFE Acculturative Stress Scale
(SAFE-24). .All of the subjeéts received the
demographic questionnaire and the EAT;26; in additibn,
the Chineée subjects Wefe asked to cémpleteAthe SL-ASIA
and the SAFE—24.

| Demgggapnlg_Quaat;anaL:e. The first section of
thé questionnaire was developed by the current
investigator and includes questions about generation
level, ethnic brigin,'age, familial background, aé weli
as other descriptive'details.. Other question topics'
include those thch previous researchers,‘for instance

Berry et al. (1987, 1989) and Suinn, Rickard-Figueroa,

Lew, &'Vigil (1987), have shown to be relevant to level

of acculturatioh and acculturative stress. As stated
earlier, some'subjects were recruited as part of a
larger researéh study.conducted by Dr. Ishiyama. While
these subjects wefe a%so asked to complete a
Demographic Questioﬁnaire, they received a briefer

version of the questionnaire designed by this

researcher and thus some of the questions were omitted.
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Eating Attitudes Test (EAT-26). The short form of

the Eating Attitudes Test (EAT-26) consists of 26 items
designed to evaluate a broad range of behaviours and
attitudes characteristic of anorexia nervosa and
bulimia nervosa (Garner, Olmsted, Bohr, & Garfinkel,
1982). The EAT-26 was developed after factor analysis
of the original EAT (Garner & Garfinkel, 1979)
indicated 14 of the original 40 items could be deleted -
and still maintain a high correlation (r=.98) between
the two measures {(Garner et al., 1982).

The EAT-26, like its predecessor, asks subjects to
respond to items on a 6-point Likert scale ranging from
v'always' to "never'. The items are summed for a total
score which can then be compared to the cut-off score
of 20, which Garner and his coworker found to maximally
differentiate anorexic subjects. from female control
subjects (Garner et al., 1982). Factor analysis of the
original 40 item EAT also identified three sub-scales
currently recognized by the EAT-26. These subscale
are: (a) dieting (13 items), (b) bulimia and food
preoccupation (6 items), and (c) oral control (7

items). The standardized reliability coefficients for

the three subscales range from 0.83 to 0.90 for the
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eating disordered group and from 0.46 to 0.86 for their
female comparison group (Garner et al., 1982).

The EAT-26 was first developed and validated on a
Cénadian university population, similar to the one to
be used in this study. Additionally, Mumford et al.
(19921) employed factor analysis to iﬁvestigate the
- validity of the EAT-26 with an Aéian population. Thei;
results indicated that the factor étructure of the EAT-
26 for their sémple of Asian students closely fesembled
that from a previous study of Caucasianischéolgirls.
Thus,. Mumford and his cowofkers concluded that the EAT-
26 is a val;d meaéure of eating‘attitudes and
behaviours for Asian women living in Weétern cﬁltures.

i’ - Asi f- it ration Scal
The Suinn-Lew Asian Self-Identity AcculturatianSqale
.(SL—ASIA)-is an instrument specifically‘designéd to
measure level of acculturation in Asians (Suinn et él.,
1987) . 'Despite its relative newﬁess, the measure has
already been adopted»by researchers (e.g., Atkinson &
Gim, 1989} Atkinson, Whitely, & Gim, 1990). It was
modeled after the successful Acculturation Rating Scale
for Mexican Americans (Cuellar, Harris, & Jasso, 1980)

after a review of the literature revealed-no ijective

measure of acculturation for this population. The SL-
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ASTIA is based on the theoretical assumption that
'aCCulturation.is a multifaceted phenomenon.
Accordingly, the scale attempts to address numerous, .
albeit nOt,exhaustive/ diﬁensions relevant to
acculturation ranging from cognitive and attitudinal
beliefs to behavioural characteristics.' Specific items
assessed fall into four factor analyzed'cohtent areas:
(d) language familiarity,. usage and preferenee; | |
(b)ethnic identity; (c)cultural behaviours; aﬁd
(dyethnic interaction.

The SL—ASIA-consiste of 21 multiple choice items
that assess language preference (4 questions); identity
(4 questions), friendship choice (4 questions),
behaviours (5 questions), generation and geography
history (3 questions), and attitudes (1 question) .
‘"Each response is recorded on a 5-point scale where "1"
indicates low acculturation and "5" indicates high
acculturation. The total score is obtained by summing
across all 21 items and dividing the total by 21; thus
a total score can range from 1.00 {(low acculturation or
Asian identified) to 5.00 (high acculturation_or
Western identifiedi. The scale also’recognizes a third

interpretation, bicultural (with an SL-ASIA score of

"3m"), which the authors suggest represents the ability
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to integrate the best of both worlds without denial to
either. As such, the SL-ASIA addresses only three of
the four acculturation options suggested by Berry
(1989). The option of marginalization, in which
neither one's home culture nor the host culture is
embraced, 'is not recognized by the SL-ASIA. Although
this is a limitation of the SL-ASIA, the lack of an
appropriate instrumen? based on Berry's model
necessitateé its use. 1In addition, given that one of
the goals of this study is to operationally define
level of acculturation, the SL-ASIA, while not
addressing all acculturation options, does appear to
address the degree to which one internalizes Western
values.

Although Suinn, Rickard-Figueroa, Lew, and Vigil
(1987) provided initial psychometric values for the SL-
ASIA, the inétrument has recently undergone more
extensive scrutiny. Suinn, Ahuna, an Khoo (1992)
indicated that the reliability coefficient (Cronbach's
alpha) for the SL-ASAI is .91. This estimate is
comparable to the alpha coefficient of .88 reported in

the original study (Suinn et al., 1987) and to the

estimate of .89 reported by Atkinson and Gim (1989).'

Correlational analysis and analysis of variance were
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also carried out on the‘SL—ASIA {Suinn et al., 1992).
Higher SL-ASIA scores were found to havé significant
positive correlation with: (a) total years attending
séhool in the US; (b) age upon attending school in the
US; (c) years living in the Us; (d) age updn arriving
in the US; (e) years lived in a'non—Asian'neighborhood;
and (f) self-rating of acculturation. In addition, the.
results Qf the factor analysis indicate that the SL- V
.ASIA has a strucfure-similar to that of the scale it
was mbdelled7after. |

| Even though the SL-ASIA is still a relatively néw
measure, and wouid most likel&-benefit from further
‘analysis, the lack of a mdre reliablelobjective_measﬁre
ofAleVel of accultﬁration'for a Chiaese‘population
necessitates its use.

1 iv - ‘} “A.M.

Padilla and hiS'aasoéiates developed the'driginal SAFE
as a means ofv"assessing the sources of atress that
(immigrant) university students frequently encounter -
and the cumulative degree of stressfulness that these
difficulties induce" (Radilla} Alvaréz, & Lindhoim)
1986, p. 280). The original scale included 66 itemst

- derived from a review of thé‘literature as well as from

a series of preliminary semi-structured interviews in
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which immigrant university students were asked to
relate difficuities they expeiienced as immigrants or
had been aware of as offspring of immigrants.
Accordingly, the original scale consisted of 66 items
measuring stressors in the Social, Attitudinal, |
Familial, and Environmental domains (SAFE).

The scale was initially used with a sample of 247
university students (Padilla, 1985; Padilla et al.,
1986) . Subjects included 99 first-generation
immigrants, 47 second-generation individuals, and 101
third or later-generation students. Within the
immigrant group, 60 were of Asian origin, 20 were of
diverse European background, and the remainder were
from Latin America or Africa. All subjects were asked
to rate each item on a 5 point Likert scale ranging
from "NOT STRESSFUL" (rated as 1) to "EXTREMELY
STRESSFUL" (rated as 5).

Discriminant analysis of the SAFE confirmed the
authors' original preconceptions of the categories of
stressors experienced by immigrants. Accordingly,
Padilla and his associates found that the best
discriminates of generational status was a
Cultural/Familial function'(accounting for 63% of the

predicted variance) and a Social/Environmental function
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(accounting for another 26% of the predicted variance).
Together both functions correctly classified 91% of
late immigrants and 82% of the total subjects into four
generationai groups {(Padilla et al., 1986).

Following this initial trial, modifications were
made to the SAFE to improve wording problems and
eliminate questions which failed to discriminate
between the generational status of the subjects.
Accordingly, 6 items were deleted from the
questionnaire. The modified 60 item SAFE has since
been utilized with a sample of 114 Japanese and
Japanese American, and 114 Mexican and Mexican American
university students (Padilla, Wagatsuma, & Lindholm,
1985a; 1985b). Once again, discriminant analysis
confirmed that 90% of the subjects were correctly
grouped into generational levels on the basis of their
responses on the SAFE (Padilla et al., 1985b).

Mofe recently Mena, Padilla, & Maldonado (1987)
utilized a modified 24 item version of the SAFE (SAFE-
24). Seventeen of the items were taken from the 60
item SAFE. These items were found in an earlier study
(Padilla et al., 1985b) to discriminate between
generations for both Japanese and Mexican American

students. An additional 7 new stateménts were added
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which pertained to perceived discrimination or majority
group stereotypes towards immigrant populations. Like
in the original SAFE, all items were rafed on a 5 point
Likert scéle ranging from "NCT STRESSFUL" (1) to
"EXTREMELY STRESSFUL" (5). 1If an item was not
applicable to a subject it was assigned a score of O.
Thus the possible scores for the 24 item SAFE range
from 0 to 120. |

Although there is limited psychometric information
concerning the SAFE-24, the initial information is
promising. First, a reliability check on the scale
with a subject population of 214 multicultural
university students resulted in a Cronbach Alpha
Coefficient of .89 (Mena et al., 1987). Thus the scale
appears to be highly reliable. Additionally, levels 6f
acculturative stress as measured by the SAFE-24
differed significantly among the four generational
groups.

While the SAFE-24 is still a relatively new

measure and lacks intensive psychometric analysis, the

.lack of a more feliable brief measure of acculturative

stress necessitates its use. Additionally, the

original SAFE, as well as the SAFE-24, was developed

and validated on a university population, similar to
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the population to be used in this study{‘ Furthermore,

a significant proportion of the more. recent research

utilizing the SAFE-24 has utilized various Asian

populations, yet another characteristic of the

population this study attempts to access.

Hypothesis

The following relationships are hypothesized in

this study:

1)

an ethnic differencé in eating attitudes and

behaviours as folloWs: the mean EAT score

for the Caucasian subjects will be higher
(more_pathological) than the mean EAT score
for the Chinese subjects;

a. direct relationship between level of
acculturation and eating attitudes as
follows: As the Chinese subjects’ SL-ASIA
scores increase (indicating a higher degree
of Westernization ér assimilation) so will

their EAT scores (indicating more

pathological eating attitudes .and behaviours.

Additionally, the'following tentative hypothesis

will be address:

3)

a direct relationship between acculturative

stress and éating attitudes as follows: As
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the Chinese subjects; SAFE score increase
(indicating more personal and familial
stress) so will their EAT scores (indieating
more pathological eating attitudes and
behaviours) .

4) a direct relationship between level of
acculturation and eating attitudes,
independent of the effects of acculturative
stress, as follows: Amongst the Chinese
subjects, level of acculturationlas measured
by the SL-ASIA, will be found to be the best
predictor of pathological eating attitudes
and behaviours.

Statistical Analysis

First, t-tests were conducted to determine any
significant differences across the two cultural groups
survey in this study. A significance level of p <.05
level was usednunless otherwise specified. Next,
pearson product moment correlational analysis was used
to determine the nature of the relationship between
level of acculturation and eating attitudes as well as

the nature of the relationship between acculturative

stress and eating attitudes.
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Finally, multiple regression analysis was
performed to test the hypothesis that level df
accultufation influencesveating pathology and behaviour
independently of.acculturative stress. A stepwise |
multiple-regression equation was then constructed with
EAT scores'as thévdependent variable and level of

acculturation, acculturative stress and age as the

’ predictqr variables.
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Chapter,IV
Results

Earlier in this paper, four hypotheses were
propesed. Briefly, they stated (a) fhét female
Caucasian subjects would exhibit more pathological
eating attitudes and behaviours than the Chinese
subjects; and (b) that highly acculturated female
Chinese subjects would exhibit ﬁore pathblogical eating
attitudes and behaviours than less'accultﬁratéd fehalg “
Chinese subjects. Two exploratory hypotheses were also
stated,;predidting (a) that Chinese‘subjects
experiencing a high amount of acculturative stress
Qould show more pathological eating attitudes and
béhaviodrs; and (b) that level of acdulturation would
be the strongest predictor Qf>the Chinese subjects'
eéting attitudes and behavioﬁrs. These hypotheses were
tested statistically-and the results of;those analysés
are‘presented in ﬁhis chapter.f To begin, however, a
detailed description.of.the sample is preseéented. V -
Demographic Description 1 | y ;

As outlinéd'in the Chapter Three, sﬁbjects for' |
this study were recruited by two primary reseérchers. '

Approximately half of the subjects were recruitéd by ' o

this researcher (Sample 1) , while the remaining




55

subjects were recruited with the assistance of Dr.
Ishiyama in conjunction with a larger research study
(Samplé 2). In all cases, this researcher was present
during the actual data collection. Table 1 outlines
the number of subjects recruited in each sample as well
as the questionnaire items completed by each subject.
As Table 1 indicates, Sample 1 consisted of 115
subjects (48 Caucasian and 67 Chinese subjects), while
Sample 2 consisted of an additional 116 subjects (52
Caucasian and 64 Chinese subjects). In total, 231
subjects were recruited for this study. All of the
subjects in Sample 1 completed theventire questionnaire
package outlined in Chapter 3. Forty-nine of the 64
Chinese subjects in Sample 2 received and completed the
Suinn-Lew Asién Self-Identity Acculturation Scale (SL;
ASTA), and none'received the SAFE Accultﬁrative Stress
Scale (SAFE).

To ensure that there were no significant
differences between the two samples, the means and
standard deviations of key variables were compared. As
Table 2 indicates, no significant differences were
found across the two samples. Accordingly, the data
was collapsed across samples for all subsequent

analysis.




Table 1

Break Down of Subjects in each Sample

56

Ethnicity Sample 1 Sample 2 Total
(all scales) (EAT only) (EAT+SL-ASIA)
Caucasian 48 52 0 100
Chinese ‘ 67 15 49 131
Total 115 67 49 231
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Table 2

Category Samplel?@ SampleZb r level of
Mean Mean ' significance
(SD) (SD)
AGE (yr)€ 19.97 20.13 0.51 ns
(2.24) (2.51)
LIFE (yr)?  16.06 17.12 -1.13 ns
(6.71) (6.68)
EAT® 8.82 9.39 -0.46 ns
(8.96) (10.21)
sL-as1af - 2.74 2.71 .30 ns
(0.59) (0.586)

Note: Life= years living in North America; EAT = full
scale EAT; SL-ASIA = full scale SL-ASIA

anp = 115. DPp - 116. Caf = 222. dgf = 204.

€the higher the score, the greater the eating
pathology; d4df = 229. f1ow scores indicate Chinese

identified, high scores indicate Western identified;

df = 114.
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Table 3 presents some of the demographic
information obtained in the first section of all the
questionnaire packages. Forty-six percent of the
Chinese subjects (n = 131) indicated that they were the
oldest sibling in their family, while 50% of fhe
Caucasian subjects (n = 100) indicated that they were
the eldest sibling. Another 24% of the Chinese
subjects and 28% of the Caucasian subjects indicated
that they were the youngest sibling in their families,
suggesting that the majority of the subjects came from
two sibling families[

Ninety-seven percent of all the subjects were
undergraduate students working towards their Bachelor
degrees. Of the 131 Chinese students recruited for
this study, 47% were Science majors, 24% were from the
Faculty of Arts (including History} Psychology and
Sociology), and the remaining 29% were Asian Studies
students. Of the 100 Caucasian subjects, more than
half (64%) were from the Faculty of Arts, while the
remaining subjects were majors in either Science (31%)
or Asian Studies (5%). |

As place of birth was a criterion for inclusion in

this study for the Caucasian subjects, it is not
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Table 3

\
|
. . : . o
Demographic Data for all Subjects including Sibling - ' |
. : ) N ) _ |
Order, Department, Program, Place of Birth, and

. k ;

. |
Category Description Chinese Caucasian Total ‘
‘ : n (%) n (%) N (%) -
131 100 231
Sibling Oldest 60(46%) 50(50%) 110(48%)
Order - Youngest 31(24%) 28(28%) 59(26%)
~ Only 5( 4%) 6( 6%) 11( 5%)
Middle 24(18%) 11(11%) 35(15%)
Other 1(15%) 4( 4%) - 5( 2%)
Unknown 10( 8%)  1( 1%) 11( 5%)
Dept. BioChem/Chem. 62(47%) 31(31%) 93(40%)
Arts 31(24%) 64 (64%) 95(41%)
Asian Studies 38(29%) 5( 5%) 43(19%)
©  Program Bachelors 127(97%) 97(97%) 224(97%)
Diploma ' 0( 0%) 0( 0%) 0( 0%)
Masters A 0( 0%) 1( 1%) 1(.4%)
Doctoral 1(.8%) 0( 0%) 1(.4%) -
Unclass. 0(05%) 2( 2%) 2(.9%)
Unknown 3(°2%)° 0( 0%) 3( 1%)
Place Canada : 53(40%) 96(96%) 149(65%)
of -~ North America . 1(.8%) 4( 4%) 5( 2%).
Birth Other 54 (41%) 0( 0%) 54(23%)
No Answered 23(18%) . O( 0%) 23(10%)
Generation
Level®  1st. 65(54%) N/A N/A
2nd. 51 (44%)
3rd. 0( 0%)
4th. 0( 0%)
5th. 0( 0%)
@ Taken from Question 12 of the SL-ASIA: generation lst. = I was
born in Asia or other; generation 2nd. = I was born in Canada,

either parent was born in Asia or other.
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surprising that 100% of the Caucasian subjects were
born in North America, with 96% if them indicating that
they were born in Canada. Alternatively, of the 108
Chinese subjects who indicated their place of birth,
40% were born in Canada while 41% were born abroad.
Eighteen percent of the Chinese subjects did not
indicate where they were they were born.

Of the 54 Chinese éubjects born abroad, 95%
indicated that they were born in either Hong Kong,
China or Taipai, Taiwan. Five percent of the Chinese
subjects born abroad did not indicate where they were
born.

According to Question 12 from the Suinn-Lew Asian
Self-Identity Acculturation Scale (SL-ASIA), 56% of the
Chinese subjects classified themselves as first

generation, indicating that they were born in Asia or

- other. The remaining 44% Chinese students classifying

themselves as second generation, indicating that they
wére born in Canada while at least one of their parents
was born in Asia or other. No subjects‘claSSified
themselves as third, fourth, or fifth generation.

Table 4 presents additional demographic
information, including the means and standard

deviations for age, number of years living in North
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Table 4

Category Chinese? CaucasianP Aol
Mean Mean
(SD) (SD)
Age 19.61 20.59 3.15~*
(1.75) ' (2.86)
Life 12.81 20.47 9.98%*%*
(7.12) (2.93)
Schooling 10.09 N/A

(5.71)

Note: Life = Number of years living in North America;
Schooling = Number of years attending school in North

America.

ap = 131. Ppn = 100.

*p<.05. **p<.001.
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America, and number of years attending school in North
America across the two cultural groups. The meah age
varied significantly between groups t(222) = 3.14, p
<.05, with a mean of 19.61 years (SD = 1.75 yearé) for
the Chinese subjects and 20.59 years (SD = 2.86 years)

for the Caucasian subjects. As anticipated, there was

. also a significant difference in the number of years

each group indicated they had lived in North America
£(204) = 9.96, p <.001, with a mean of 12.81 years (SD
= 7.12 years) fof the Chinese subjects and 20.47 years
(SD = 2.86 years) for the Caucasian subjects.
Information regarding the number of years the Caucasian

subjects attended school in North America was not

_collected. However, this information was collected for

the Chinese subjects. Accordingly, the mean number of
years the Chinese subjects attended school in North

America was 10.09 years (SD = 5.71 vyears).

Although it was hypothesized that the Caucasian

subjects would display significantly more pathological
tendencies in their eating attitudes and behaviours

than the Chinese subjects, statistical analyses did not

support this prediction} These analysesvassessed
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whether the two cultural groups under consideration in
this study differed from each other on the scores of
the full scale EAT, as well as its three subscales.
Table 5 presents the means and standard deviations
across groups for all the séales; Only the oral
control subscale approached a significant level with p
= ,058 [£(229) = -1.90].

While there were no significant differences in EAT
scores across the Chinese and Caucasian subjects, the_
Chinese subjects' mean full scale EAT scofe appears
‘higher on visual examination than the mean EAT score of
5.93 (SD=5.46) reported by Lee (1993) for his sample of
646 female Chinese university students still living in
China. Utilizing the information provided by Lee
(1993), a.L test for independent samples was conducted

employing the following formula:

t = X=Xz

Sx,-x,

While the results of this procedure must be viewed with
caution as the similarity of sample characteristics and

study methodology can not be ensured, the present

study's sample of Chinese students appears to have
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Table 5
vi i r

Category Chinese? CaucasianP r level of

Mean . Mean (df=229) significance
(SD) (SD)
EAT 9.51° 8.59 -.72 ns
' (8.92) (10.43)
~Diet 5.51  5.45 ~.05 " ns
(6.39) (7.35)
- =Bulimia 1.22 1.17 -.17 ns
(2.27) (2.38)
-OralControl 2.79  1.97 =1.90 p=.058
' (3.64) (2.61) |

Note: EAT = full scale EAT; Diet = diet subscale;

Bulimia = bulimia subscale; OralControl = oral control

subscale.

a

n 131.

by = 100.
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scored significantly higher on the EAT than Lee's
sample of Chinese students t(773) = 6.05, p < .001.
Accordingly, it appears that the female Chinese

subjects surveyed in this study displayed more eating

" pathology than the female Chinese subjects surveyed in

China.

As suggested by Garner, Olmsted, Bohr, & Garfinkel
(1982), a total EAT score of 20 was used as the cut-off
point between pathological and non-pathological eating
attitudes and behaviours. Accordingly, the percentage
of students in each cultural group scoring over the
cut-off point was compared. As Table 6 presents, 12%
of the Chinese students and 10% of the Caucasian’.
students scored over the cut-off point. Chi-squared
analysis was conducted and revealed that the difference
across groups wae insignificant, X?(I,N=23l) = 0.502 p
>.50. |

One of the primary objectives of this study was to
examine any possible correlations between level of
acculturation, acculturative stress, and eating
pathology amongst the Chinese subjeets. In-this

section I will present and analyze the correlation
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< 21
Category Chinese Caucasian ' Total
N (%) N (%)
EAT>20 16 (12.21%) 10 (10.00%) 26
EAT<21 115 (87.79%) ' 90 (90.00%) ' 205

Total n = 131 100 ' 231

X2 = 0.552, p > .50
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coefficients obtained for level of acculturation,
acculturative stress and eating attitudes and
behaviours as well as the intercorrelations for the
measures of level of aqculturation.(SL~ASIA) and eating

attitudes and behaviours (EAT).

explore the validity of the EAT with Chinese subjects,
intercorrelational analysis was conducted (see Appendix
H). Thus, the intercorrelations between the full scale
and subscale EAT scores for all subjects combined,
Caucasian subjects, and Chinese subjects were
investigated. The intercorrelations of the full scale
and subscale EAT scores for the Chinese subjects
closely resembled those of the Caucasian subjects, with
the exCeption of the oral control subscale. While the
oral control subscale was positively correlated to the
diet subscale (r = .364) foi the Caucasian subjects} it
was not significantly correlated to the diet subscale
for the Chinese subjects (r = .037). This finding
echoes Lee's (1993) results which indicated that the
oral control subscale failed to be significantly
correlated with the diet subscale for his sample of

Chinese subjects living in China. Aside from the oral
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control subscale, héwevgr, the intercorrelations appear
similar across both groups.

Similarly, intercorrelational analysis of the
level of acculturation measure (SL-ASIA) for the
Chinese subjects was conducted (see Appendix I). The
results revealed fhat all of the subscaleé were highly
correlated to each other as well as the full scale
score.

ulturati
Bﬁhalmgﬁ__&mg_&t_the_@l;ms&_&mg_eg_ts In this
section I will present and analyze the correlation
coefficients obtained for level of acculturation, as
measured by the SL—ASIA, and eating attitudes and
behaviours, as measured‘by EAT.

Although significant positive correlations were
hypothesized, no significant relationships‘were
observed on the full scale level (Table 7). On the
subscale level, however, the EAT subsbale addressing
oral control was significantly related to the full SL-
ASIA as well as three of the five subscales including,
language preference and usage, ethnic interaction, and
affinity for ethnic identity and pride in the negative

direction. These results appear to indicate that less

acculturated Chinese subjects, as measured by the above
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Table 7
rrelati ' 11 cale E

EAT Diet Bulimia OralControl
SL-ASIA ~0.15  -0.06 ~0.10 ~0.20%
—Language -0.14 ~0.02 -0.10 " ~0.23*
~Friend ~0.16 -0.05 ~0.14 ~0.22*
~Affinity -0.21*  =0.10 ~ -0.19* ~0.22*
-Generation -0.05 -0.06 -0.01 -0.01
~Food -0.03 _ -0.001  -0.06 ~0.11

Note: SL-ASIA = full scale SL-ASIA; Language = language
preference subscale; Friend =ethnic interaction
subscale; Affinity = affinity for ethnic identity and
pride subscale; Generation = generational identity
subscale; Food = food preference subscale.

Negative r indicates a tendency that the less
acculturated, the more eating pathology.

n = 116.

*p<.05, two-tailed.
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subscaies, display more self-control around food and
perceive more preséure from others to gain weight than
the more acculturated subjecté. Similarly,

the SL-ASIA subscalé measuring affinity for'ethnic
identity and pride proved to be significaﬁtly related
to the full EAT scale as well as the bulimia and oral
control subscales,‘égain indicating that‘those subjects
displaying»greater affinityvfor the ChineSe»culture
display more patholqgical eéting attitudes and
behaviours. EAT scores were plotted against SL-ASIA
scores to .investigate a possible curvilinea; |
relationship betweeﬁ'these fwd variables. No
sigﬁificant cufvilinéar‘ﬁelationship was found.;.

In a post hoc'anélysis, Suinn et al.'s (1987)
suggested procedure of dividing the full scale SL-ASIA
scores into low (1-2), medium (3) and high (4-5)
categories was followed. Accordingly, thebchinese
subjects' full scale SL-ASIA scores were éategorized
and‘their mean full scale EAT scores wére compared
across the three groups. Utilizing this procedure'
resulted in only 9 cases in the "high" acculturation |
category. Therefore,vdata from two SL-ASIA quéstioné
(Questions #3 and #20) that directly asked Subjects to

indicate their level bf aCculturationAwere also divided
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into low, medium and high scores and the mean full
scale EAT scores were compared across groups. This
‘procedure resulted in a better distribution of cases
across the three levels of acculturation.

Table 8 presents the results of the one-way
analyses of variance (ANQVAs). These analyses
indicated that the differences across theAthree levels
of acculturation were significant regardiess of the
measure of level of acculturation. Subsequent analysis
utilizing the Scheffe method determined that only the
differences between the low and medium levels of
acculturétion were significant. Accordingly, while
~inspection of the means presented in Table 8 suggest
that individuals who indicate a high level of
acculturation héve a tendency to display greater eating
pathology than the those who indicate a medium level of
acculturation, the differences werebfound not fq be
significant.

: ] . E | Eatin L tud 1
Behaviours for the Chinese Subjects. ©One of the
exploratory goals of this study was to address the
relationship between acculturative stress, as measured
by the SAFE, and eating attitudes and behaviours. As

predicted, acculturative stress was significantly
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One-way Analysis of Variance of Full Scale EAT Scores

v l' i

+

|

|
' Table 8 _,' | :

, 'Level of : EAT o F
~Acculturation . Mean (SD) (df=2,113)

SL-ASIA (total)? o
Low  n=33 12.62 . (10.86)

© Medium n=77 o 7.61 . (7.51)
High n=6 ' 12.67 (10.54)° 4.29%

SL-ASIA #3P

Low . n=47 11.32 (9.83)
Medium p=50 6.76.  (7.67)
High n=19 | | 11.01 (8.74) 3.69*

SL~ASIA #20°€ :
Low n=43 « 12.49 - (10.18)

Medium n=57 . 7.21 (8.13)
High n=16 - 8.19 - (5.83) 4.65%

Note: iow SL-ASIA scores indicate Chinese identified,
high scores indicaté Westerﬁ‘identified. o
dFull scale SL-ASIA |

byow dé you.identify yourself?

CHow would you rate yourself?

*p < .05
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related to the full scale EAT as well as the diet and
bulimia subscales, indicating that subjecfs
experiencing greater acculturative étress display more
eating pathology (see Table 9). In a post hoc
analysis, the SAFE was also found to be significantly
reléted to the full scale SL-ASIA, as well as all but
one of the subscales, indicating that subjects'
displaying lower levels of acculturation experience
more acculturatiye stress (see Table 10).
Hypothesis Four: Regression Analysis

In this section, I will examine and analyze the
resuits of the regression analysis. First, a
simultaneous multiple regression was conducted. Level
of acculturation (SL-ASIA subscales), acculturativé
stress (SAFE}, and age werée used as predictor
variables. Pathological eating attitudes and
behaviours. (full scale EAT) was the criterion variable.
Next, a model of the regression of the full scale and.
subscale EAT scores on all the predictor variables was
conducted with the use of a stepwise regression.
Analyses were performed using SPSS* REGRESSION with an

assist from SPSS* FREQUENCIES for evaluation of

assumptions.



74

Table 9
Scores with SAFE

EAT Diet Bulimia OralControl

SAFE T .45%* .37* .36% .24

n= 67.

*p<.01, two-tailed. **p<.001, two-tailed.
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Table 10
ix 1
Scores with SAFE
SAFE
SL-ASIA (Total) -0.42%*
language -0.35%*
-friend -0.31*
-Affinity -0.39**
~Generation -0.23
-Food -0.29*
n= 67.

*p<.05, two-tailed.

**p<,01, two-tailed
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"Results of evaluation of assumptions led to square
root transformation of the EAT variables to reduce a
slight skewness in their distribution, reduce the
number of outliers, and improve the ﬁormality,
linearity, and homoscedasticity of residuals. With the
use of a p < .001 criterion for Mahalanobis distance no
outliers among cases were found. No caseées had missing
data. |

Table 11 presents a summary of the findings frdm
the multiplé regression analysis predicting eating
attitudes and behaviours. The equation predicting
eating attitudes and behaviours reached significance,
E(7,59) = 2.285, p < .05. Only oné variable,
abculturative stress, was significantly related to
eating attitudes and behaviours, t(1,65) = 2.985, p<
l.Ol. Contrary to Hypothesis four outlined in Chapter
3, level of acculturation, as_measured by the full
scale SL-ASIA, was not significaﬁtly related'to'eatihg
attitudes and behaViours. Entering the five predictor
&ariables in the regression equation produced an R-
squared of .21, with an adjusted B—squaredtof .12 (see
Table 9)} Therefore, a modest amount of variance (12%)
in eating attitudes and behaviours is accounted for,

almost wholly by acculturative stress.
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Table 11

Source Beta t level of _
significance - |

Age -.072 -.585 ns

SL-language .039 224 ns

SL-friend -.111 -.768 ns

SL-generation -.037 -.267 ns

SL-food 112 167 ns

SL-affinity , - -.109 -.716 ns

SAFE : ' .401 2.985 p=.od41

Note:Beta is the standardized regression coeffient.
Percentage of variance in eating attitudes and
behaviours accounted for by the regression equation

(R? is .21 (Adjusted .12). Overall F(7,59) = 2.285,

p <.05.
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Second, a model of the regression of the full
scale EAT on all of the predictor variables was
conducted with the use of a.stepwise,regression (see ‘
Table 12). Again, only acculturative stress, as |
measured by the SAFE, proved to be significant,
accounting for almost all of the variance. Despite the
recent controversy regarding the Validity.of employing -
stepwise methods (Thoﬁ?son, 1989; Wampold & Freud,
1987) the similarity of findings across both methods of
regression support the validity of the regression
pattern noted in the stepwise procedure.
Finally, a model of the regression of the three
EAT subscales on all of the predictor variables was
conducted with the use of a stepwise regres81on (see
Tables 13-15). Both the diet and bulimia subscales
regressed in as similar manner as the fullvscale EAT,
identifying acculturative stress as the best predictor
ofleating'patholOgy; The oral control>subscale,
however, indicated that the level oflacculturation‘
subscale measuring affinity for ethnic identity and
pride'was the best predictor of eating pathology.
The residuals of all of the above regressions were.

plotted against the predicted values. These analyses

showed that over 95% ofithe,residuals fell.withinv+/—




79

Table 12

Source Beta Weight , t B?
Step One:

SAFE .423 3.760%* .18
Step Two:

SAFE .401 2,985%*

Age | -.072 - -.585
SL-generation -.037 -.267

SL—fodd v 112 .767

SL-friend -.111 -.768

SL-affinity | -.101 -.716

SL-language .039 224 . 21
n ; 67.

*p<.05. **p<.001
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Table 13

Source Beta Weight t RZ
Step One:

SAFE .371 3.218% .14
step Two:

SAFE - | .505 3.773*%

Age | -.204 | -1.500
SL-generation -.068 -.494

SL-food .080 .549

SL-friend -.057 -.396

SL-affinity .194 ©1.281

SL-language .140 ' . 360 .21
n= 67.

*p<.005. **p<.001
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Table 14

i r limi 1 f
Source Beta Weight t 32
Step One:
SAFE .288 2.368* .09
Step Two:
SAFE | .261 1.950%
Age .048 .376
SL-generation -.099 -.689
SL-food | .219 1.439
SL-friend -.157 -1.014
SL-affinity -.110 -.696
SL-language .084 ‘ .463 ' .15
n= 67.

*p.05. **p<.001.
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Table 15

r n all
of the Predictor Variables
Source Beta Weight t R?
Step One:
SL-affinity ~.468 -4.265%% .22
Step Two:
SL-affinity -.448 ~3.039%
Age .195 1.626
SAFE -.049 -.379%
SL-food. -.018 -.127
SL-generation .067 .512
SL-friend ' -.076 : -.544
SL-language -.048 -.565" .25
n = 67.

*p<.01. ** p<.001.
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2.00 SD (all within +/- 3.00 SD). Again, analysis of
Cook and ﬁahalanobis distances indicated no significant
outliers.

Additionally, entering scores which had been
transformed to account for the possibility of a
quadratic effect did not contribute significantly to

the regreséion. Thus, it appears that no significant

curvilinear relationship exists.
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Chapter V
Di .
The primary purpose of this research study was to

¢compare the eating attitudes and behaviours of Chinese

~and Caucasian female university students. Additionally,

this study investigated whether a relationship exists
between level of acculturatioh, acculturative stfess,
and patholbgical eating attitudes and behaviours
amongst Chinese female university students. No such
studies had previously been carried out with Asian
subjects whb do not have origins in the Indian
subcontinent, nor have any studies included both a
measure of level of acculturation and acculturative
stress.

In this chapter the results obtained in this study
are discussed and compared with existing research
findings. The limitations of the study are stated,
along with suggestions for further research. Finally;
the counselling implications of the current study’

results are outlined.

E I E 1 E 1 E- i.

Cultural group differences. This study found no

significant differences between the Chinese and

Caucasian subjects in eating attitudes and behaviours.

.
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Both groups scored similarly on the Eating Attitudes
Test (EAT) and the percentage of subjects who scored 20
or more points on the EAT (the cut-off score for an
eating disorder) was also roughly the same across
groups. Such findings were not anticipated or
hypothesized. However, they are in keeping with
Pumariega's findings of no significant differences
between his sample of Hispanic and Caucasian subjects.
In addition, although the differences were not
significant, the fact that more Chinese than_Caucasiaﬁ
subjects scored over the cut-off point on the EAT is
consistent with Mumford et al.'s (1991; 1992) findings.

A closer look at the demographic data of the
Chinese subjects may help explain the similarity across
groups on EAT scores. The demographic data revealed
that more than half of the Chinese subjects were born
in North America. Additionally, of those subjects born
abroad, 95% indicated that they were born in Hong Kong
or Taipai, Taiwan.

Lee, Chiu and Chen (1989) stated that people in
industrialized urban cities such as Hong Kong and
Taiwan have recently begun to feel the effects of
Westernization as evidenced by the development of fast

food restaurants and aerobic gyms. Thus, the majority



86

of Chinese subjects who indicated their place of birth
were either North America or urban cities currently
undergoing Westernization.

Similarly, the mean number of years all of the
Chinese subjects indicated they had lived in North
America was 12.81 years, and their mean number of years
attending school in North America was 10.09 years.
Thus, in general, the Chinese subjects surveyed in this
study had a high degree of exposure to Western culture
at the time of the study. It is therefore possible |
that the Chinese subjects surveyed in this study
already had enough exposure to Western ideals and
values to put them at similar risk as their Caucasian
counterparts of developing pathological eating
attitudes and behaviours.

Such an interpretation of the results is supported
by Furnham and Alibhai's (1983) study of Kenyan women's
preferred body shapé. Their resuits found that when
non-Western women are placed in a Western culture they
| quickly assimilate Western ideals and values, such as -
the thinness ideal, and surrender the traditional ideal
of feminine beauty held in their home culture.

While no significant differences were found

between the two cultural groups survey in this study,
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the Chinese subjects' mean score on.the full scale EAT
was significantly higher than that reported by Lee
(1993) for his sample of female Chinese university
students living in China. While this finding must be
interpreted with caution as the similarity of sample
characteristics and study methodology can not be
ensured, it does appear to mirror Mumford et al.'s
(1992) finding that Asian subjects living iﬁ Bradford,
London displayed higher EAT scores and more cases of
anorexia and bulimia compared to Asian subjects living
in their home countries of Lahore (Mumford et al.,
1992) and Mirpur (Choudry & Mumford, 1992).

Thus, the findings of this study sﬁpport Mumford
and his collegues' (Choudry & Mumford, 1992; Mumford et
al., 1991, 1992) claim that non-white women living in
Western countries and exposed to Western values and
ideals are at higher risk of developing pathological
eating attitudes and behaviours than similar non-white
women still living in their country of origin.
Additionally, the findings of this study suggest that
female Chinese university students living in British
Columbia, Canada (as an example of Western culture),

display a similar level of eating pathology as their

Caucasian counterparts. Without further analysis,
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howevef, it is difficult to determine whether these
findings are due simply‘to level of acculturation and
assimilation of Western culture, ideals, and values or
the acculturative stress often associated with the
relocation process.. Ihis query is addressed in the

following sections of this chapter.

behaviours. Correlational analysis revealed several
negative relationships between levei of acculturation
and eating attitudes and behaviours amongst the Chinese
subjects. Specifically, the EAT subscale addressing
oral control was significéntly related to the full
scale measure of level of acculturation (SL-ASIA) as
well as three'of its five subscaies., This finding
suggests that the less acculturated Chinese.subjects
displayed more pathological control arOﬁnd food and
perceive more pressure from others to gain weight than
thé more acculturated subjects. Similarly, the SL—ASIAVY
subscale measuring affinity for ethnic identity and
pride was negatively related to the full scale EAT as
well as the bulimia,and oral control subscales
indicating that those subjects displaying greater

affinity and pride for their Chinese'culture displayed

more pathological eating attitudes and behaviours.
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While these findings were not hypothesized, they -do
support Mumford et al.'s (1921) finding that_their more
"traditional" Asian subjects living in Britain
displayed more eating pathologY»than the rest of their
Asian subjects living in Britain.

Whilé correlational analysis_of level of
acculturation and eaﬁing pathology identified only
negative relationships, one-way analysis of variance
across low, medium and high levels of acculturation,
provided additional insight. Specifically, there was a
significant difference in full scale EAT scores across
the low and medium levels of acculturation with
individuals indicating a léw level of acculturation
displaying more pathological eating attitudes and
behaviours than individuals indicating a medium level
of acculturation. Additionally, although the results
were not significant, there also seemed to be a
tendency for individuals indiCatihg a high level of
acculturation to display more eating pathology than
individuals indicating a medium level of acculturation.

Thus, thé results of the one-way ANQOVAs rot only
revealed which of the Chinese subjects may be at
greatest risk for déveloping pathological eating

attitudes and behaviours, they also suggest who may be
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at least risk for eating pathology. Accordingly, it
appears that those Chinese subjeéts‘who‘indicated a
medium level of acculturation displayed fhe healthiést
 eating attitudeé and behaviours. According to Suinn et
al. (1987); this "bicultural” status may réflect the
ability'to successfully integrate the best of both the
host and traditional cuiturés withQut denial to either!
Although statistical analyseé revealed no
significant quadratic relationship between level of
acculturation and eating pathology in this study, the
fihding that a bicultural level of acculturation is
related to healthier eating attitudes and behaviours
offers some support to Gil, Vega, and Dimas' (1994)
prediction of a curvilinear relationship between level
of -acculturation and mental health status. Thus, in
accordance with Gil et al.'s predictions, the findings
of this study may suggest'that bicultural subjects
experience better psychological outcomes (i.e.,
healthier eating attitudes’and behaviours) due to their
-knowledge'of and participation in the host culture,
while retaining.the positive, protgctive factors of

their traditional culture (i.e., less idealization of

thinness) .
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_ ] . ) . 5 3 1
behaviours. Although examining the relationship |
between acculturative stress and eating attitudes and
behaviours was done for an exploratory purpose, the
results of this study revealed a much stronger
relationship between acculturative stress and eating
pathdlogy than the relationship noted between level of
acculturation and eating pathology. Correlational
analysés revealed that acculturative stress, as
measured by thé SAFE, was positively related to the
full scale EAT as well as the dieting and bulimia
subscales. Additionally, post hoc analysié indicated
tﬁat acculturative stress was negatively related to
level of acculturation, indicating that more
acculturative stress is associated with lower levels of
acculturation. Thus, it appears that those individuals
experiencing greater acculturative étiess display lower
levéls of acculturation as well as more eating
pathology. One possible interprétatibn of this finding
may be that the elevated eating pathology noted amongst
Chinese subjects displaying low level of acculturation
may be due to the effects of acculturative stress.

The strong relationship between acculturative

stress and eating pathology. noted in’this study is
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consistent with the results of a recent series of
articles specifically investigating the relationship
between eating pathology and acculturative stress
(Ahmad, Waller, & Verduyn, 1994; Hill & Bhatti, 1995;
McCourt & Waller, 1995). These studies conclﬁded that
interpersonal and intrafamilial cultural conflict was
significantly related to the occurrence of pathological
eating attitudes and behaviours. '

Finally, this relationship is fﬁrther supported by
a series of case reports of girls of Asian origin
liviﬁg in Western cultures who presented with anorexia
nervosa (i.e., Bryant-Waugh & Lask, 1991; Bulik, 1987;
Bhadrinath, 1990; Ford, 1992; Schmidt, 1993). Bryant-
Waugh & Lask (1991), for example, noted clear evidence
of cultural conflict in all of their caseé, conflict
that wasjcentral to the onset and’progress of the
disorder. They madé the point that for a traditional
family, sociocultural conflict may arise over a range
of issues, including arranged marriages, norms
regarding dress, contact with the opposite sex, the
role of women, mealtimes, and cooking. Thus, -given one
has some familiarity with Western culture, its norms
and ideéls, this stress and conflict may in turn

increase one's chances of developing an eating disorder
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or pathological eating atfitudes and behaviours as they
struggle to find a way to cope.

BegLﬂﬁﬁlQn_agaigﬁlﬁ. The regressive analysis
conducted in this study revealed that acculturative
stress was the only variable accounting for any
significant variance in the eating attitudes and
behaviours amongst the.Chinese students. This finding
was true for the full scale EAT, as well as the diet
and bulimia subscales. Only the oral control subscale
resulted in a different regression pattern; one which
found level of acculturation as the only variable
accounting for any significant variance. One possible
explﬁnation may be that these results reflect the fact
that, on average, the Chinese subjects surveyed in this
study already had a high degree of exposure to Western
values and ideals at the time of the étudy and
therefore may have already achieved the minimum level
of acculturation necessary to put them at risk of
pathological eating attitudes or behaviours. Thus, as
Mumford et al. (1991) suggested, those individuals
displaying pathological eating attitudes and behaviours
may be those who encountered a stress, such as
acculturative stress, and responded by turning to a

Western coping mechanism such as eating pathology.
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Thus, Mumford et él.'s conclusions that "it is probable
that these Asian girls [those displaying eating
pathology] are increasingly adopting 'Western' patterns
of reacting to personal conflicts and stressful'life
circumstances” (p. 226),\may be equally conclusive Qf

this study's findings.

This study did not purport to cafry out a full

factor analysis of the EAT because previous research
found the twenty-six item EAT to be a valid measure of
eating attitudes and behaviouré for Asian women living
in Western cultures (Choudry & Mumford, 1992; Mumford
et al., 1991, 1992). Intercorrelational analysis was
conducted, however, and revealed that the EAT subscales
were correlated to each other and the full écale EAT in
a similar manner for both the Chinese and Caucasian
subjects. The’only inconsistency to this fiﬁding was
the oral control subscale which proved to be positively
correlated to the diet subscale for the Caucasian
subjects but not the Chinese subjects. This finding is
echoed by the finding that the oral control subscéle
was the only indicator Qf eating pathology in this -

study which came close to being significantly different
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écross cultﬁral groups.with the Chinese subjects
displayed slightly more unhealthy atfitudes regarding
oral control. Additionally, when a modellof stepwise
- regression was conducted for the full scale and
subscale EAT scales, the oral control subscale was the
only scale found‘not,to be relatéd‘to acculturative .
stress.

While these finding have not been previously noted
.byrresearcheré investigating eating attitudes and |
behaviours in non-white females living in Westérn
cultures, Lee (1993), in his survey of Chinese
uniVerslty student living in China, noted that both men-
as well as wOmén scored relatively high on the oral
control subscale. Consistent with this study's
findings; Lee also reported that the oral}control
subscale was not significantly reléted with the diet
éﬁbScale in his sample of Chinese women. Thus, the
resulté of'this study seem tolsuppoft.Lee's
sbéculations that some.ifeﬁs on the oral control
subscale (i.e., "Other people think that I am too
thin", "Feel that<others pressure me. to eat",; and "Feel

that other would prefer if I_ate more") may simply

reflect Chinese women's smaller, thinner build and the
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normal cultural pressure on women to eat more and may
not necessarily reflect eating pathology.

In their original factor analysis of the 26—i£em
EAT, Garner, Olmsted, Bohr, and Garfinkel (1982) found .
that the oral control subscale accounted for only 5.0%
of the full scale EAT's variance, while the two
remaining subscales accounted for substantially morévdf
the variance (diet accounted for 26.4% of the variance
and bulimia accountéd for 10;8% of the vériance).
Accordingly, while the findings of this study suggest

that some of the items on the oral control subscale may

have had different connotations to the Chinese subjects

and may not reflect eating pathology for this
population, this does not necessarily reflect on the
validity of the entire méasure. Moreover, the
intercorrelational analysis of the EAT conducted in
this study appears to supports Mumford ét al.'s (1991,
1992) and Lee's (1993) findings that the full scale EAT
as well as the diet and bulimia subscales appear to be
valid measures of eating pathology for Chinese women
living Westérn cultures. As research in this area is
still in it infancy, however, any conclusion must be

made with caution. Further investigation of the cross-
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cultural validity of the EAT is required before any
conclusive statement can be made.
i mi .

First, it important to remembér that the criteria
which specify the population and the sample examined in
this study restrict to whom the results may be
generalized. Thus, the findings of this study may only
be generalized to female Chinese and Caucasian
university students in British Columbia, Canada.
Additionally, as the majority of the Chinese subjects
surveyed in this study were from Hong Kong or Taipai,
Taiwan, the results of this study are further limited
to those female Chinese university students from Hong
Kong or Taipai, Taiwan, as opposed to Mainland China.

The fact that participation in this study was .
voluntary may have added an addition constraint on the
results. Denial and shame have long been recognized as
common characteristics of individuals with eating
disorders and pathological eating attitudes and
behavioiurs (Garfinkel & Garner, 1982). Consequently
those individuals with the most extreme eating problems
may have choseﬁ not to participate in this study.

Since, this study required that thevChineSe

subjects be university students and proficient enough
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in English in order to complete the questionnaire on
their own, the range of the level of acculturation
scores may have been restricted, and this may have
limited the degree to which the relationships
(particularly between level of acculturatibn and eating
attitudes and behaviours) could be tested. A sample
with a broader range of acculturation might demonstrate
more significant results.

The results of this study are also limited by the
correctional design, therefore cause and effect cannot
be inferred. Similarly, there may.be unknown,
unmeasured, variables that account for the relationship,
between level of acculturation, acculturative stress,
and eating attitudes and behaviours.

It should be reiterated that without doiﬁg
clinical aséessmehts it is not possible to identify
clinical cases of eating disorders. Therefore, it is
not within thé parameters of this study to address the
existence of eating disorders per se, but rather those
eating attitudes and behaviours found to be
characteristic of eating disorders.

Finally, the results of this study reinforce the
caution required when empldying a measure that was

designed and validated in one culture to study related
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phenomena in another culture. Thus, notwithstanding
the apparent overall validity of the full scale EAT and
the diet and bulimia subscales for this study's sample
0of female Chinese university students, the results of
this étudy also suggest that particular caution must be
taken with the interpretation of oral control subscale
scores for Chinese subjects. Review of the Chinese
subjects' scores as well as previous literature (Lee,
1993) and Chinese culture suggest that some items on
this scale may feflect Chinese women's smaller, thinner
builds and normal cultural pressure on'women to eat,
and not eating pathology. Thus, much more
investigation and item analysis of the oral control
subscale is require if it is to be employed with
further Chinese populations.
Suggestions for Future Research

There is much scope for further research. First,
more attention neéds to be paid-to the instruments
utilized in studies such as this one. Additional
research investigating the cross~cultural validity of
the EAT, especially its oral control subscale, is
essential to the meaningfulness of future research in

this area.
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Similarly, as the results of this study revealed

ra strong relationship between acculturative stress and

eating pathology, further research into this area would

be prudent. Specifically, the development of a more
detailed measure of acculturative stress may help
identify which specific components of acculturative
stress (i.e., inferpersonal conflict or intrafamilial
conflict) are most important in the development of
eating pathology.

Other promising research directions include.tﬁe
translation of the instruments used in this study into
Chinese languages such as Mandarin, Cantonese and
Taiwanese. Making these instruments available in other
languages may help access a wider range of level of
acculturation and may provide additional information
regarding the eating attitudes and behaviours of |
individuals who have less exposure to Western culture.

Similarly, replication of this study with Othér
groups such as an Indo-Canadian or Native Indian
population, may help extend the findings of this study
and provide greater insight as to the relationship
between level of acculturation and eating attitudes and

behaviours.
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Finally, since the results of this study suggest
that eating pathology effects female Chinese university
students at approximately a similar rate as female

Caucasian university students, it is increasingly

- important to do research on this topic with this ethnic

group. Important studies may include qualitative

research which would allow Chinese women struggling

. with pathological eating attitudes‘and behaviours to

share their stories. Qualitative research addressing
the onset and progress of eating patholdgy as well as
the recovery process is essential. Such studies would
aid in the education, prevention and detection of
eating pathology amongst this populations. 1In
addition, such studies may help identify particular
components of treatment (such as individual and family
therapy specifically addressing and aiding the
acculturation process) which may be unique) yet
essential for recovery in this population.

licat; : 11

The present study, the existing knowledge base of
research studies, and the ones recommended above, are
valuable only so far as their practical usefulness in

the counselling process are realized and utilized.

Therefore, one needs to transform the results of these -
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studies into the counselling process, in order to help
clients deal with the demands of their life. This
requires that the results of this study be recognized
and acknowledged by those in the helping professions.

First, the prevalence of eating pathology in
Chinese females needs to be acknowledgedvnot only by
counsellors, but other professionals who may have
ffequent contact with this population. ‘Thus,
individuals such as family doctors, teachers, school
nurses and community leaders need to be made aware that
pathological eating attitudes and behaviours no longer
simply occur in affluent white women, as once thought.
Additionally, these individuals need to be aware thét
ethnic minorities, in general, are less likely td seek
oﬁt professional éssistance (Sue, 1977). Cheng, Leong,
and Geist (1993) found that while Asians experiehce
just as many petsonal and emotional problems as members
of the mainstream culture, they are less likely to seek
assistance from professionals. These researchers also
noted that when Asians do seek out professional help(
it is often in the guise of academic or career
problems.

Thus, counsellors and other professionals need to

be aware of these tendencies when seeing Chinese
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clients. Even if the client presented nothing more
than academic or career issues, it might be wise for
the professional to assess.possible‘personal and
emotional areas. Additionally, it may be beneficial to
reinforce to the client the appropriateness of
addressing personal and emotional issues, such as
eating pathology, in the counselling session. Doiﬁg SO
may help break down some of the stigma that is often
attached to personal and emotional problems (Cheng et
al.).

Beyond identification, there may be a need for
culture specific models of counselling and treatment
for Chinese women experiencing eating pathology.
Accordingly, interpersonal and intrafamilial issues
specific to the acculturation process may need to be
addressed for the recovery process to be successful.

Finally, education and prevention campaigns
specifically targéting female Chinese students need to
be de&eloped and presented to the general public
throughout the Chinese community. This will not only
help educate individuals as to the prevalence and
identification of eating pathology, but may also help

inform individuals struggling with pathological eating

attitudes and behaviours about local counselling
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agenciés, while reinfbrcing_the appropriateness of
utilizing such agéncies.
Conclusions

The primary purpose of this research study was to
compare the eating attitudes and.behaviOurs of female
Chinese and Caucaéian universify students.
Additionally, this étudy attempted to investigate
whether a relationship exists between level of
acéulturation,,acculturativelstress and pathological
eating attitudes and behaviours amdngst female Chinese
university students. | |

This study found no differences in eating
attitudes and behaviours between fhe Chinese ahdv
Caucasian subjects. - Both groups scored similarly on
the EAT and approximately the same number scored over
the cut-off point for eating pathoiogyvon the EAT.
Thus, the results of this study revealed that female
Chinese university students living in British Columbia,
Canada appear to-displéy similar‘éating attitudes and
behaviours as their fellow female Caucasian university
students. |

It was hypdthesized_that the eating attitudes and

behaviours of the Chinese subjects would be correlated

in a positive direction with level of acculturation,
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and that this relationship would be the strongest
predictor of eating pathology. The results of this
study, however, do not support such predictions.
Correlation énd regression analysis found that, in
general, the eating attitudes and behaviours of the
Chinese subjects were more strongly correlated with
acculturative stress than level of acculturation.
Examination of the demographic information
collected for these subjects suggests that the Chinese
students recruited for this'study already had extensive
exposure to Western culture at the time of the study.
Therefore, it may be possible that they had enough
exposure to Western ideals and norms to put them at
similar risk as the Caucasian subjects of developing
pathological eating attitudes and behaviours.
Accordingly, one possible explanation for the strong
relationship fbund between acculturative stress and
éating attitudes and behaviours may be that it reflects
those Chinese subjects who encountered interpersonal
and intrafamilial conflicts and stress regarding the

acculturative process and responded by adopting a

Western coping mechanism, namely eating pathology.
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DEMOGRAPHIC INFORMATION

. Age:

University year: (degree: Subject: )

City and Country of birth?:

Ethnic background:

How long have you lived in North America?:

. Are you an international student: Yes No.

I have brothers, and _ siters (how many?)

the oldest child

the youngest child

the only child

the middle or one of the middle children
other:

I am

,\,\AAA

How many times have you moved in this country since
birth? (not in the same city) : times.

How many times have you moved between countries

since birth? times.

.Parents' background (answer as much as you can).

Father Mother

Age:

Qcc

upation:

Education:

Ethnic background:

v of birth:

Cit

No.

of vears in Canada: .

Languages spoken:
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EATING ATTITUDES TEST

Instructions: Please circle the letter which best applies to each of the
numbered statements. Please answer each question carefully. Thank you.

A=always; U=usually; O=often; S=sometimes; R=rarely; N=never
A U O 8 R N 1. Am terrified about being overweight.

A U O s R N 2. Avoid eating when I am hungry.

A U O S R N 3. Find myself preoccupied with food.

A U O S8 R N 4. Have gone on eating binges where I feel that I may
not be able to stop '

A U O S R N 5. Cut my food into small pieces.

A U O S R N 6. Aware of the calorie content of the food that I eat.

A U O S R N 7. Particularly avoid food with high carbohydrates content
A U O S8 R N 8. Feel that others would prefer I ate more.

A U O 'S R N 9. Vomit after I have eaten.

A U O S R N 10. Feel extremely guilty after eating.

A U O S R N 11. Am preoccupied with a desire to become thinner.

A U O 3 R N 12. Think about burning up calories when I exercise.

A U O s R N 13. Other people think that I am too thin

A U O S R N 14. Am preoccupied with the thought of having fat on my
body.

AU O S R N 15, Take longer than others to eat my meals.
A U.-0 S R N 16. Avoid foods with sugar in them.

A U O S R N 17. Eat diet foods.

A U O S R N 18. Feel that food controls my life.

A U O S R N 19. Display self-control around food.

A U O S R N 20. Feel that others pressure me to eat.

A U O S R N 21. Give too much time and thought to food.

A' U O S R N 22. Feel uncomfortable after eating sweets.

A U O S R N 23. Engage in diet behavioiurs.

A U O s R N 24. Like my stomach to be empty.

A U O S R N 25. Enjoy trying new foods.

A U O S R N 26. Have the impulse to diet after meals.
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Appendix C
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SUINN-LEW ASIAN SELF-IDENTITY ACCULTURATION SCALE

INSTRUCTIONS: The question which follow are for the purpose of
collecting information about your historical background as well
as more recent behaviouirs which may be related to your cultural
identity. Choose the one answer which best describes you.

1. What language can you speak?
1. Asian only (ie., Chinese, Japanese, Korean, Vietnamese,
etc.)
2. Mostly Asian, some English
3. Asian and English about equally well (bilingual)
4, Mostly English, some Asian
5. Only English
2. What language do you prefer?
1. Asian only (ie., Chinese, Japanese, Korean, Vietnamese,
etc.)
2. Mostly Asian, some English
- 3. Asian and English about equally well (bilingual)
4, Mostly English, some Asian :
5. Only English
3. How do you identify yourself?
1. Asian only (ie., Chinese, Japanese, Korean, Vietnamese,
etc.)
2. Mostly Asian, some English |
3. Asian and English about equally well (bilingual) ‘
4. Mostly English, some Asian / |
5. Only English |
. |
4, Which identification does (did) your mother use? ‘
1. Oriental ' |
2. Asian |

3. Asian-Canadian ]

4. Chinese-Canadian, Japanese-Canadian, Korean-Canadian,
etc.

5. Canadian

5. Which identification does (did) your father use?
1. Oriental
2. Asian
3. Asian-Canadian '
4, Chinese-Canadian, Japanese-Canadian, Korean-Canadian,
etc.
5. Canadian
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What was the ethnic o6rigin of the friends and peers you had,
as a child up to age 67?

1. Almost exclusively Asians, Asian-Canadians, Orientals

2. Mostly Asians, Asian-Canadians, Orientals

3. About equal Asian groups and Anglo groups

4, Mostly Anglos, Blacks, Hispanics, or other non-Asian
ethnic groups:

5. Almost exclusively Anglos, Blacks, Hispanics or other
non-Asian ethnic groups

What was the ethnic origins of the friends and peers you
had, as a child from 6 to 187

1. Almost exclusively Asians, Asian-Canadians, Orientals
2. Mostly Asians, Asian-Canadians, Orientals

3. About equal Asian groups and Anglo groups

"4, Mostly Anglos, Blacks, Hispanics, or other non-Asian

ethnic groups
5. Almost exclusively Anglos, Blacks, Hispanics or other
non-Asian ethnic groups

Whom do you now associate with in the community?

1. Almost exclusively Asians, Asian-Canadians, Orientals
2. Mostly Asians, Asian-Canadians, Orientals

3. About equal Asian groups and Anglo groups

4, Mostly Anglos, Blacks, Hispanics, or other non-Asian
ethnic groups

5. Almost exclusively Anglos, Blacks, Hispanics or other
nbn—Asian ethnic groups

If you could ple whom would you prefer to assoc1ate w1th
in the community?

1. Almost exclusively Asians, Asian-Canadians, Orientals
2. Mostly Asians, Asian-Canadians, Orientals

3. About equal Asian groups and Anglo groups

4. Mostly Anglos, Blacks, Hispanics, or other non-Asian
ethnic groups

5. Almost exclusively Anglos, Blacks, Hispanics or other
non-Asian ethnic groups

What is you music preference? ,

1. Only Asian music (ie., Chinese, Japanese, Korean,
Vietnamese, ect.)

. Mostly Asian

Equally Asian and Engllsh

. Mostly English

Only English

b W

What is you movie preference?

. Asian-language movies only

. Asian language movies mostly
Equally Asian/English
English-language movies mostly
English-language movies only

O W N
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Where were you born?

____ Canada _____Asia Other - where
Where was your father born?

____ Canada ___Asia __ Other - where
Where was your mother born?

____ Canada ____Asia __ Other - where
Where was your father's father born?

____ Canada _____Asia ____ Other - where
Where was your father's mother born?

____ Canada _____Asia ____ Other - where
Where was your mother's father born?

____ Canada ____Asia __ Other - where
Where was your mother's mother born?

_____ Canada __ Asia ____ Other - where

On the basis of the above answers, circle the generation
that best applies to you:

1. 1st Generation = I was born in Asia or other

2. 2nd Generation I was born in Canada, either
parent was born in Asia or
other .

I was born in Canada, both
parents were born in Canada, &
all grandparents born in Asia
or other

I was born in Canada, both
parents born in Canada, and at
least one grandparent born

in Asia or other & one g
grandparent born in Canada

I was born in Canada, both
parents & all grandparents
also born in Canada ‘
6. Don't know.what generation best fits since I lack some
information

3. 3rd Generation

4. 4th Generation

5. 5th Generation

Where were your raised?

In Asia only

. Mostly in Asian, some in Canada
Equally in Asia and Canada

. Mostly in Canada

In Canada only

b WMo

What contact have your had with Asia?
1. Raised one year or more in Asia
2. Lived for less than one your in Asia
3. Occasional visits to Asia
4, Occasional communications (letters, phone calls, ect.) to
people in
Asia ,
5. No exposure or communications with people in Asia
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15. What is your food preference at home?
Exclusively Asian food

. Mostly Asian food, some Canadian

. About equally Asian and Canadian

. Mostly Canadian food

Exclusively Canadian food

U WM

.16. What is your food preferehce in restaurants?

1. Exclusively Asian food
2. Mostly Asian food, some Canadian
3. About equally Asian and Canadian
4. Mostly Canadian food
5. Exclusively Canadian food

17. Do you
1. read only an Asian language
2. read an Asian Language better than English
3. read both Asian and English equally well
4. read English better than an Asian language
5. read only English

18. Do you
1. write only an Asian language
2. write an Asian Language'better than English
3. write both Asian and English equally well
4. write English better than an Asian language
5. write only English

|
19. If you consider yourself a member of the Asian group
(Oriental, Asian, Asian-Canadian, Chinese-Canadian, etc.,

whatever term you prefer), how much pride do you have in
this group?

. Extremely proud

. Moderately proud

Little proud

No pride but do not fell negative toward group

. No pride but do feel negative toward group

G Wk

20. How would you rate yourself?
| 1. Very Asian
. Mostly Asian
Bicultural
. Mostly Westernized
. Very Westernized

g WN

\
|
1 ‘
; 21. Do you participate in Asian occasion, holidays, tradition,
| etc.?
| 1. nearly all
| 2. Most of them
| 3. Some of them
| 4. A few of them

5. None at all
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SAFE ACCULTURATIVE STRESS SCALE

Instructions: Please circle the number which best applies to each
of the numbered statements. Please answer each question
carefully. There are no right answers. Thank you.

O=not applicable; l1=not stressful; 2=a little stressful;
3=moderately stressful; 4=quite stressful; 5=extremely stressful

012345 1. I feel uncomfortable whén others make jokes
about or put down people of my ethnic
background. '

012345 2. I have more barriers to overcome than most

’ people.
012345 3. It bothers me that family members I am close

to do not understand my new values.

012345 4, Close family members & I have conflicting
expectations about my future.

012345 5. - It is hard to express to my friends how I
really feel.

012345 6. My family does not want me to move away but I
would like to.

012345 7. It bothers me to think that so many people us
drugs. :

012345 8. It bothers me that I cannot be with my f

family.

012345 9. In looking for a good job, I sometimes feel
that my ethnicity is a limitation.

012345 10. I don't have any close friends.

012345 11. Many people have stereotypes about my culture
or ethnic group & treat me as if they are
true.

012345 12. I don't feel at home.

012345 ~13. People think I am unsocial when in fact I

have trouble communicating in English.

012345 14. I often feel that people actively try to stop
me from advancing.



15.
16.
17.
18.

19.

20.

21.

22.

23.

24.
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It bothers me when people pressure me to
assimilate.

I often feel ignored by people who are
supposed to assist me.

Because I'm different I don't get enough
credit for the work I do.

It bothers me that I have an accent.

Loosening the ties with my country is
difficult.

T often think about my cultural background.

Because of my ethnic background, I feel that
others often exclude me from participating in
their activities.

It is difficult for me to "show off" my
family.

People look down upon me if I practice
customs of my culture.

I have trouble‘understanding other when they
speak.
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Dear: Dr.

My name is Colleen Hyland. I am a MA student in the
Department of Counselling Psychology working under the
supervision of Dr. Ishu Ishiyama. I am contacting you
because I am desperately seeking subjects to
participate in my study which explores the role of
sociocultural factors in the occurrence of pathological’
eating attitudes and behaviours.

I would greatly appreciate the opportunity to invite
all of your female students to complete Part One of my
questionnaire; this will take about 10 minutes. Part
Two is applicable to female Chinese students only and
will require an additional 5-10 minutes to complete;
this can be completed within class time or on the
students' own time.

Your ‘assistance in my endeavour to locate subjects
would be greatly appreciated, and will be acknowledges
in any ensuing publications. Also, I would be happy to
offer presentatlon of my research to your class later
this year.

If you are able to help me or have any questions,

please contact me or Dr. Ishiyama at 822-5329, or fax
the following form to 822-2328. Thank you!

Colleen Hyland Dr. Ishu Ishiyama

Cutting Line

Fax TO: Colleen Hyland
c/o Dr. I. Ishiyama

FROM: <name>
Dept.

TEL: 2-_ FAX: 2-
I am willing to allow Colleen Hyland access to my class to do the
following:

invite female student to participate on their own time.
complete Part One of the questionnaire
complete Part One & Two of the questionnaire

Preferred survey date and time:
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Colleen Hyland, M.A. Candidate
Supervisor: Dr. Ishu Ishiyama

Research Study: Acculturation and Eating Attitudes in
Female Chinese and Caucasian University Students

Dear Participants:

I am writing to request your help with a research
study that I am conducting. As a graduate student,
this study constitutes the final requirement for a
Master of Arts in Counselling Psychology at the
University of British Columbia.

The purpose of my study is to examine students'
~eating attitudes and behaviours. Your participation in
this study is entirely voluntary and you may choose to
discontinue at any point without penalty. All
information is confidential, only myself and my
research supervisor, Fr. I. Ishiyama, will see the
questionnaires. ’ :

Should you choose not to participate in this study,
you ar free to leave. Should you consent to
participate, you will be requested to complete a
questionnaire package. Completion of the questionnaire
will take Caucasian students approximately 5-~7 minutes,
and Chinese students approximately 10-15 minutes. Upon
completion the questionnaire your commitment to the
study is over. It is assumed that consent has been
given if this questionnaire has been completed and
submitted. - :

A copy of the thesis will be made available in the
Main Library at UBC upon completion. Should you have
any questions about the study, please feel free to ask
me now or contact me at the address listed above.

Thank you in advance for you consideration. Your
cooperation will be invaluable to this research which
hoped to add to the body of knowledge concerning eating
attitudes and behaviours.

Sincerely,

Colleen Hyland
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THANK YQU!1t1! for your participation in this survey
as it can not be done without the support of people
like you.

If you would like some more information on the goals
and outcomes of this survey, please feel free to
contact Colleen Hyland at the following address and I
will be pleased to provide you with all relevant
information:

Colleen Hyland

c/o Department of Counselling Psychology
Faculty of Education

The University of British Columbia

2125 Main Mall

Vancouver, BC

V6T 174

Additionally, examining one's eating attitudes and
behaviours can ofteh raise questions for people.
Accordingly, I have included the name and telephone
number of a local resource than can help answer any
questions or concerns that you may have.

Eating Disorder Resource Centre of BC
631-5313

Please feel free to tear this page off and keep it if
you wish.
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Appendix H
Intercorrelations of the Fating Attitudes Test (EAT)
¥ subiect

Scale Subjects EAT Diet 4 Bulimia OralCon.

EAT (total)
All
Chin

Cauc

Diet Subscale

All .924**
Chin L8T7T**
Cauc L9771 x*

Bulimia Subscale . :
All : .756%* .668%*

Chin LT11le** .573%*

Cauc .802** LT1T2%*
OralControl Subscale

All LAT9** L157* 121

Chin .466%* .037 .126

Cauc .532%* .364%** .118

Note: (All)=all subjects combined (N=231); (Chin)=
Chinese subjects (n=131); (Cauc)=Caucasian subjects
(n=100) .

*p < .05, two-tailed. **p < .001, two-tailed.
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Appendix I
r i v f rati -
¢ 1 ~hi Sub
Scale ~(Total) (L) (Fr) &) @)

SL-ASIA (Total)
-Language (L) .865**
-Friend (Fr) .538** .482**

-Affinity (A).622%* .503** ,283%*

-Generation (G) .745** L4377 .292%* L425%*

~-Food (Fd) .609**  551** , 289% .302* .362%%

n = 116.

*p< ,01, two-tailed. **p< .001, two-tailed




