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ABSTRACT 

Background.  While a large body of research has examined eating disorders (EDs) from a 

pathological perspective, little is known about factors that facilitate the recovery process.  

Objective.  The purpose of the current study is to determine whether six dimensions of 

psychological well-being (PWB) predict disparate aspects of recovery.  Methods.  Participants 

(N = 132; 93.2% female; µBMI = 23.91) with self-reported ED histories completed an online 

survey.  Logistic regression analyses were used to determine whether Ryff’s (1989) six 

dimensions of PWB—autonomy, environmental mastery, positive relations with others, purpose 

in life, personal growth, and self-acceptance—alongside the ED subtypes participants had been 

diagnosed with throughout their lives, predict the following three aspects of recovery: 1) whether 

participants subjectively classify themselves as fully recovered; 2) whether they meet objective 

criteria for full or partial recovery; 3) whether their subjective perceptions of their recovery 

statuses aligns with objective classifications.  Results.  Evidence of multicollinearity prevented 

the incorporation of all six dimensions of PWB into the regression analyses, apart from self-

acceptance and autonomy.  Higher levels of self-acceptance were associated with an increased 

likelihood that participants: 1) subjectively believed that they were fully recovered; 2) met 

objective criteria for full or partial recovery.  Lower levels of self-acceptance were associated 

with a lower odds of accurately perceiving oneself to have an active ED.  Conclusions.  Self-

acceptance upholds a pervasive impact on the recovery process.  The necessity of targeting this 

construct in ED treatment is discussed.    
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CHAPTER 1 

INTRODUCTION 

Eating disorders (EDs) have consistently been associated with poor prognosis, wherein a 

substantial proportion (20% to 50%) of afflicted, treatment-seeking people fail to meet criteria 

for recovery five or more years after initial assessments (Castellini et al., 2011; Fichter, 

Quadflieg, & Hedlund, 2006; Keel & Brown, 2010; Smink, van Hoeken, & Hoek, 2013).  The 

vast variation amongst these rates can be attributed, in part, to the definition of recovery that is 

employed (Keel & Brown, 2010).  Convolution is evident with respect to what constitutes ED 

recovery as an effect.  To remedy this gap a recent definition set forth by Bardone-Cone and 

colleagues (2010) purports that ED recovery ought to encompass physical, behavioral, and 

psychological dimensions, which adds to earlier conceptualizations that have solely considered 

the former two components.  Accounting for psychological dimensions of ED recovery is 

warranted, in that enduring aspects such as concerns over one’s weight and shape predict relapse 

(Castellini et al., 2011; Keel, Dorer, Franko, Jackson, & Herzog, 2005).  

With the aim of increasing the proportion of people who meet validated criteria for 

recovery elucidating variables that contribute to this feat is necessitated.  To date though, 

empirical attention has predominantly focused on determinants of the converse construct, 

relapse, such that little is known about elements that facilitate the recovery process (Berkman, 

Lohr, & Bulik, 2007).  The role of psychological well-being (PWB), for one, has been largely 

omitted from the ED literature despite results of previous assessments suggesting that certain 

aspects of this construct, such as self-acceptance and self-esteem (Pettersen & Rosenvinge, 2002; 

Tozzi, Sullivan, Fear, McKenzie, & Bulik, 2003; Vanderlinden, Buis, Pieters, & Probst, 2007), 

are integral to the recovery process.  Further, researchers have yet to assess whether six 
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comprehensive dimensions of PWB—autonomy, environmental mastery, personal growth, 

positive relations with others, purpose in life, and self-acceptance (see Ryff, 1989)—

differentially predict the accuracy with which people with an ED history subjectively classify 

their current state of recovery (e.g., fully or partially recovered, or active ED), as well as the role 

of ED subtype in these associations.  Given that individuals with EDs commonly fail to 

recognize the severity of their symptomology (Guarda, 2008; Konstantakopoulos, Tchanturia, 

Surguladze, & David, 2011; Vandereycken, 2006), it is plausible that inaccurate perceptions of 

their recovery statuses will likewise persist and serve as an impediment to becoming well.  The 

purpose of the current study is to discern whether these claims can be substantiated to lend 

insight into factors that are conducive to ED recovery.  Valuable targets for treatment are 

elucidated in tandem.  

Defining Eating Disorders 

Eating disorders are complex, multifaceted mental illnesses that stem from a multitude of 

etiological pathways, and subsequently stand to impact disparate domains of afflicted 

individuals’ biopsychosocial functioning.  Of utmost importance in this regard, high mortality 

rates have been attributed to EDs which exceed those of disparate psychiatric illnesses such as 

schizophrenia and bipolar disorder, particularly in the case of anorexia nervosa (AN).  Indeed, a 

meta-analysis of 36 quantitative studies revealed standardized mortality ratios of 5.86 for 

individuals with an AN diagnosis, 1.93 for those with bulimia nervosa (BN), and 1.92 for 

individuals who fell under the eating disorder not otherwise specified (EDNOS) classification 

inherent within an earlier edition of the Diagnostic and Statistical Manual of Mental Disorders 

(4th ed.; DSM-IV-TR; American Psychiatric Association, APA, 2000; Arcelus, Mitchell, Wales, 

& Nielsen, 2011).  The EDNOS categorization, which included the diagnosis of binge eating 
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disorder (BED), was later replaced within the most recent edition of the DSM (5th ed.; DSM-V; 

APA, 2013). 

The current nosology within the DSM-V provides diagnostic guidelines for eight EDs: 

anorexia nervosa, including both binge/purge (AN/BP) and restrictive (AN/R) subtypes; bulimia 

nervosa; binge eating disorder; other specified feeding or eating disorder (OSFED); unspecified 

feeding or eating disorder (UFED); pica; rumination disorder; and avoidant or restrictive food 

intake disorder (ARFID).  Given that the former three categorizations are most often 

conceptualized as eating, rather than feeding, disorders, in addition to the notion that ARFID, 

pica, and rumination disorder are predominately found in infants and young children (Call, 

Walsh, & Attia, 2013) rather than later developmental periods within which rates of EDs peak 

(e.g., adolescence, young adulthood; Hudson, Hiripi, Pope, & Kessler, 2007; Smink, Van 

Hoeken, & Hoek, 2012), succeeding discussion will center on AN, BN, and BED.  

Well-being in Eating Disorders 

Mirroring the literature on mental health more generally (Ryff & Singer, 1996), well-

being in EDs has historically been defined as an absence of negative emotions rather than the 

presence of the independent notion of wellness.  Such a negatively weighted portrayal has 

resulted in a limited understanding of the role of well-being in EDs and consequently serves as 

an impediment to developing a holistic understanding of this interconnection.  What is more, 

well-being and ill-being are qualitatively different, mutually exclusive phenomena.  Prior 

research supports this conviction by noting that these two constructs are distinguished by 

disparate biological signatures, such as waist-to-hip ratio and HDL cholesterol levels (Ryff et al., 

2006).  Elucidating elements that comprise the independent construct of PWB and enable it to be 

conceptualized as an entity that is distinct from ill-being, is indicated. 
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In the context of eating disorders PWB has exclusively been targeted with metrics that 

address health-related quality of life (HRQoL), subjective well-being, self-esteem, and/or 

positive affect more generally, which has caused the multifaceted nature of this construct to be 

overlooked (Tomba, Offidani, Tecuta, Schumann, & Ballardini, 2014).  Such a peripheral 

portrayal of PWB fails to address supplementary components that may be integral to the ED 

recovery process.  HRQoL, self-esteem, and positive affect may merely serve as empirical 

markers of well-being rather than comprehensive constructs in and of themselves, and are limited 

when contrasted with a multidimensional conceptualization of psychological well-being that 

combines diverse philosophical, clinical, and theoretical perspectives (Ryff & Singer, 1996).  

General HRQoL.  General HRQoL—individuals’ subjective impressions regarding the 

impact that an illness has on their physical, psychological, and social functioning—has been the 

most frequently used means of assessing well-being in EDs to date (WHOQOL group, 1995).  In 

the majority of these assessments, the Medical Outcomes Studies (MOS) Short-Form Scales 

(e.g., the SF-12 and SF-36; Ware, Kosinski, & Keller, 1996; Ware & Sherbourne, 1992) have 

nearly invariably been employed.  While limited in scope (see Ackard et al., 2014), findings 

from this body of research indicate that individuals who meet diagnostic criteria for EDs, as well 

as those with subthreshold symptomology (Engel et al., 2009; Hay, 2003; Jenkins, Rienecke 

Hoste, Meyer, & Blissett, 2011; Wade, Wilksch, & Lee, 2012), experience significant 

impairment in general HRQoL when compared to non-ED, population-based controls (Ackard et 

al., 2014; Baiano et al., 2014; Doll, Petersen, & Stewart-Brown, 2005; Engel, Adair, Hayas, & 

Abraham, 2009; Mond, Owen, Hay, Rodgers, & Beumont, 2005; Winkler et al., 2014).  

Existing measures of general HRQoL are limited in their ability to target the impairment 

in well-being that those with EDs experience, however, and concurrently overlook elements that 
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are integral to the recovery process.  This becomes particularly apparent in the conflictual 

findings that inundate the literature on whether disparities in well-being, as measured by 

HRQoL, prevail amongst distinct diagnostic subgroupings (e.g., AN, BN, BED).  For instance, 

while some researchers purport that individuals with AN score similarly to healthy controls on 

measures of quality of life (Doll et al., 2005; Mond et al., 2005), others have found that people 

with this ED subtype experience greater impairment than other subgroupings (Abraham et al., 

2006; Bamford & Sly, 2010; Munoz et al., 2009).  Saliently, in their study Doll and associates 

(2005) found that individuals with probable AN reported high levels of HRQoL, as measured by 

the SF-36 (e.g., evidence of subjective perceptions of favorable quality of life).  However, these 

individuals concurrently reported higher rates of suicidal ideation than those with disparate ED 

diagnoses, indicating that general metrics fail to aptly address the psychological impairment that 

people with certain EDs experience as a result of their disorders.  

Disorder-specific metrics.  Novel measures of HRQoL that specifically target ED 

symptomology have been conceptualized in recent years to remedy shortcomings of this nature.  

Discrepant findings ensue when general and ED-specific measures of HRQoL are compared 

(Ackard et al., 2014; Engel et al., 2006).  Ackard and colleagues (2014) found that when the SF-

36 was utilized with ED patients, differences between diagnostic subtypes were not evident.  

This finding was repudiated when an ED-specific measure of HRQoL (e.g., the EDQoL, Eating 

Disorder Quality of Life; Engel et al., 2006) was implemented, wherein patients with AN/BP 

scored lower on subscales targeting work/school functioning when compared to those with 

disparate ED diagnoses (Ackard et al., 2014).  Despite these results, a recent review and a meta-

analysis, respectively, failed to elucidate significant differences among ED diagnostic groups’ 

quality of life impairment (Baiano et al., 2014; Winkler et al., 2014).  Most of the studies 
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assessed in these evaluations implemented general HRQoL measures, however, which has 

enticed a call for additional work that targets ED-specific factors to gain a better understanding 

of the role of PWB in EDs and to discern whether the presence or absence of diagnostic 

disparities can be substantiated.  

Complexities of Eating Disorders  

Despite the increased specificity of ED-HRQoL scales in elucidating more subtle 

differences particular to each diagnostic subgroup (Baiano et al., 2014; Engel et al., 2009), these 

instruments are limited in that they do not enable a comprehensive portrayal of well-being across 

an array of psychological domains to be expounded.  In this regard, EDs are complex disorders 

that uphold both egosyntonic and egodystonic qualities, which confound the results of more 

limited measures of well-being that are inadequate in their ability to account for such 

convolution.  Within restrictive EDs (e.g., AN), for instance, egosyntonicity is often evident 

(Jenkins et al., 2011; Mond et al., 2005; Winkler et al., 2014), wherein maintaining a low body 

weight or engaging in life-threatening weight control behaviors are not often interpreted by 

individuals with this diagnostic subtype as factors that deleteriously impact their well-being 

(Gale, Holliday, Troop, Serpell, & Treasure, 2006; Winkler et al., 2014).  Instead, people with 

AN often perceive body mass indexes (BMIs) within the normal range (18.5 – 24.9 kg/m2) as 

evidence of poor well-being, which stands to skew their results.  In contrast, for egodystonic EDs 

(e.g., BN, BED) lower levels of HRQoL have been reported in some assessments (Winkler et al., 

2014), namely as a result of binging and/or purging being perceived to have a negative impact on 

one’s functionality, especially in social domains (Keel, Mitchell, Miller, Davis, & Crow, 2000). 

Evidently, both general and ED-specific measures of HRQoL, which dominate the 

current understanding of the role of well-being in EDs, have inherent shortcomings that limit 
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their suitability for use with these disorders.  Given that the extant literature indicates that the 

mental, rather than physical, aspects of quality of life are most impaired among people with EDs 

(Baiano et al., 2014; Doll et al., 2005; Mond, Hay, Rodgers, & Owen, 2012; Mond et al., 2005), 

gaining a better understanding of disparate facets of one’s functioning particular to psychological 

aspects of well-being that both encompass and extend beyond HRQoL is indicated.  In addition, 

the predominant focus of the literature thus far has been pathological in nature, in that 

impairments in quality of life that are related to EDs have been examined.  Few assessments of 

how aspects of well-being predict the affirmative notion of recovery have been conducted.  

Addressing this gap by upholding a comprehensive definition of PWB that accounts for disparate 

aspects of this construct, which have independently been found to be interrelated with ED 

recovery (e.g., Noordenbos, 2011; Pettersen & Rosenvinge, 2002; Vanderlinden et al., 2007), is 

necessitated.  

RSPWB.  Tomba and colleagues (2014) were the first researchers to implement Ryff’s 

Scale of Psychological Well-being (RSPWB; Ryff, 1989) in the context of EDs.  This measure 

addresses six extensive dimensions of PWB: autonomy, environmental mastery, personal 

growth, positive relations with others, purpose in life, and self-acceptance.  Aligning with the 

results of assessments in which ED-specific metrics of HRQoL were employed these authors 

likewise found differences in well-being between ED subtypes, but in relation to the six RSPWB 

dimensions.  People with BED scored lower than controls on autonomy, environmental mastery, 

and self-acceptance, and those with BN scored lower than controls on all six dimensions.  

Further, individuals with AN had similar scores as those without EDs on all PWB 

dimensions, apart from positive relations with others and self-acceptance (Tomba et al., 2014).  

While this former notion may plausibly be conceptualized as an attribute of the 
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egosyntonic/egodystonic nature that researchers have hypothesized account for biases in HRQoL 

measures (Jenkins et al., 2011; Mond et al., 2005; Winkler et al., 2014), participants’ impairment 

in the interpersonal and self-accepting dimensions likewise lends support to the superiority of 

utilizing this more extensive measure of PWB in that greater specificity particular to certain 

dimensions of PWB for this ED subtype abounded.  These findings remain exploratory and 

warrant supplementary research prior to the establishment of definitive conclusions (Tomba et 

al., 2014).  Nonetheless, these data provide initial support to the salience of examining disparate 

components of PWB in EDs, which have yet to be duly accounted for, as well as to the notion 

that certain elements of PWB are differentially related to the unique ED subtypes.  

Six dimensions of PWB.  While Tomba and colleagues’ (2014) assessment is the only 

study to date that has implemented RSPWB in research targeting individuals with EDs, the six 

dimensions of PWB that comprise this instrument have been examined separately in other work.  

Numerous implications relative to the recovery process can be gleaned from this literature. 

 Autonomy.  Autonomy relates to the ability to act in an independent manner and resist 

societal pressures that entice individuals to conduct themselves in specified ways.  Self-

evaluations are internally-derived for autonomous people, and their actions are regulated through 

internal, rather than external, mechanisms (Ryff, 1989).  Societal pressures have been found to 

impact the onset and progression of EDs.  For example, the media’s dissemination of the thin and 

muscular ideals, and other unrealistic bodily standards, have been classified as both risk factors 

for and maintaining factors of ED pathology (Hausenblas et al., 2013).  Accordingly, higher 

levels of autonomy may facilitate the ED recovery process, as these people may not be affected 

by harmful contextual factors to the same degree as those who are less autonomous.  
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Autonomy has been cited as an important factor to cultivate throughout the ED recovery 

process.  Indeed, possessing self-determination and a sense of agency, factors that comprise this 

construct, is conducive to increasing internal motivation to change which, in turn, is integral to 

advancing one’s recovery (Kaap‐Deeder et al., 2014).  Given that individuals with EDs 

commonly have low levels of motivation to get well (Vansteenkiste, Soenens, & Vandereycken, 

2005), elucidating the relationship between autonomy and ED recovery stands to provide insight 

into ways to restore the well-being of even the most difficult to reach clients. 

 Environmental mastery.  Environmental mastery constitutes the ability to feel competent 

in managing the demands that one’s environment sets for oneself.  Rather than being controlled 

by contextual factors, individuals who have high levels of environmental mastery control their 

environments and seek out contexts that are suited to meeting their needs (Ryff, 1989).  When 

individuals with EDs are in the depths of their disorders as well as at the beginning stages of the 

recovery process, it is common for them to feel as if they are being controlled by their EDs and 

other external forces, and consequently possess an external locus of control (Dawson, Rhodes, & 

Touyz, 2014).  Throughout the recovery process, this external locus becomes internalized as 

individuals gain confidence in their abilities to cope with distress and environmental triggers, and 

develop a sense of agency over their lives in effect (Dawson et al., 2014).  Thus, higher levels of 

environmental mastery plausibly relates to both subjective and objective recovery, though more 

work is needed to corroborate this claim. 

 Personal growth.  Individuals who score high on measures of personal growth have a 

future-oriented mindset.  Instead of viewing themselves as stagnant beings these individuals see 

themselves as continually growing, are open to novel experiences, and are able to see evidence 

of personal improvement over time (Ryff, 1989).  In ED treatment, targeting personal growth can 
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be seen in clinicians’ encouragement of their clients to develop goals outside of their eating 

disorders; for example, to seek out careers, take on new college majors, and to develop hobbies 

that their eating disorders have previously prevented them from doing.  

Interventions with behavioral components are commonly implemented in ED treatment to 

help afflicted individuals develop SMART (Specific, Measurable, Attainable, Realistic, and 

Timely) goals that are designed to help them continually develop themselves and their lives as a 

whole (Bamford & Mountford, 2012; Hall & Cohn, 2013).  These aspirations may relate to 

vocational objectives, interpersonal relationships, and to decreasing the proportion of time spent 

engaging in ED maintaining behaviors (e.g., bingeing, purging, restricting) in favor of more 

fulfilling actions (e.g., studying, reading books, visiting friends, developing hobbies).  By 

cultivating non-ED-related aspirations of this nature, individuals are apt to make strides in not 

only advancing their recoveries but in improving themselves holistically.  Thus, possessing high 

levels of personal growth appears to be conducive to the ED recovery process. 

 Positive relations with others.  Having positive relations with others indicates that one 

has satisfying and trusting interpersonal associations.  These individuals understand that 

relationships are governed by a process of give and take, and strive to be warm, open, and 

concerned about the welfare of others (Ryff, 1989).  In EDs, social deficits have been widely 

cited in the research literature and stand to impair one’s ability to recover (Arcelus et al., 2013; 

Linville et al., 2012).  Often times, individuals who are struggling with these afflictions isolate 

themselves, possess impaired social skills, have a difficult time being assertive, and possess 

smaller social support networks than people without EDs (Arcelus et al., 2013).  Conversely, 

having positive relations with others is conducive to progressing within the recovery process 

(Linville et al., 2012), such that higher scores on this dimension of PWB will plausibly translate 
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to meeting objective criteria for recovery.  Moreover, given the pervasive influence of social 

factors in recovery, it is reasonable to believe that having positive relations with others will also 

enable individuals to have accurate perceptions of their recovery statuses, as social adeptness 

may serve as an empirical marker of attaining this state. 

 Purpose in life.  Purpose in life is an existential construct.  This factor relates to having 

self-set aspirations and a sense of direction in life.  Individuals with high scores on this 

dimension of PWB believe that their lives are personally meaningful when considered both at 

present and from a historical perspective, and they believe that life has purpose (Ryff, 1989).  

For those who struggle with EDs, treatment often targets helping them develop this sense of 

meaning and directedness in their lives outside of the ED.  In narrative therapy, for one, clients 

are encouraged to rewrite their life stories in a way that attaches recovery-generating meaning to 

various events that have occurred throughout their development.  Interventions of this nature 

have been found to separate individuals from their EDs, enabling them to make affirmative 

changes in their lives in effect (Weber, Davis, & McPhie, 2006).  New meaning can be given to 

factors that played a role in the onset of their EDs, and they can author new storylines for 

themselves that enable purposeful and fulfilling lives to abound.  Feeling that one’s life has 

purpose may thereby increase the likelihood that individuals with an ED history have attained a 

state of full or partial recovery. 

 Self-acceptance.  Self-acceptance indicates that one upholds a positive view of oneself.  

Individuals who score high on this dimension of PWB recognize and accept both positive and 

negative aspects of themselves.  What is more, they reflect upon past aspects of their lives in an 

affirmative, rather than disparaging, manner (Ryff, 1989).  Self-acceptance has been deemed a 

pivotal aspect of the ED recovery process, though difficult to attain.  Indeed, psychological 
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factors of this nature often follow physical and behavioral recovery (Fichter et al., 2006), which 

highlights the necessity of implementing effective interventions to cultivate this aspect of PWB.  

In treatment, self-acceptance is often targeted through body image interventions, identity 

work, and through use of mindfulness and acceptance-based treatments.  For example, dialectical 

behavioral therapy (DBT) and acceptance and commitment therapy (ACT) have recently been 

adopted for use with this population, and have evidenced promise thus far (Baer, Fischer, & 

Huss, 2005; Juarascio et al., 2013).  More work is needed to establish the efficacy of these 

interventions in particular, as well as the merit of targeting self-acceptance more generally, to 

determine the implications of doing so relative to the ED recovery process. 

Objective Definitions of Eating Disorder Recovery 

A recent definition of ED recovery has been set forth (see Bardone-Cone et al., 2010) in 

which physical (BMI in the normal range), behavioral (nonexistence of ED behaviors at present), 

and psychological (scores on the Eating Disorder Examination-Questionnaire falling within one 

standard deviation (SD) of age-matched community norms; Fairburn & Beglin, 2008) 

dimensions are accounted for.  This novel conceptualization adds to earlier definitions that have 

solely accounted for the former two components, yet which have overlooked salient 

psychological aspects of these disorders.  For example, weight and shape concerns, two 

prominent psychological factors that are often attributed to EDs, have been found to increase the 

risk for relapse (Castellini et al., 2011; Fairburn, Cooper, & Shafran, 2003; Keel, Dorer, Franko, 

Jackson, & Herzog, 2005).    

 Prior models of recovery.  Of the factors that are indicative of ED recovery, physical 

elements have been well-established as vital criteria since 1975 when this notion was first 

included within the Morgan-Russell criteria (Morgan & Russell, 1975).  This early perspective 
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embodies the biologically-based, medical model that served as the dominant mode of early 

psychiatric treatment, yet which later became less apparent as increased attention was given to 

the importance of the individual-environment interrelation in recovery from mental illness at 

large (Scheid & Brown, 2010).  Of significance, the Morgan-Russell (1975) criteria for ED 

recovery solely addressed recovery from AN, and physical factors such as weight and the 

presence of one’s menstrual cycle were considered pivotal markers of attaining this state.  More 

specifically, individuals classified as having a “good outcome” weighed ≥ 85% of their ideal 

body weights based on equivalent height and weight standards, and menstruated regularly.  

In relation to the menstrual indicator alone, the Morgan-Russell (1975) criteria evidently 

upholds biases against men, females who use certain forms of birth control, as well as pre-

pubescent and post-menopausal females.  This highlights the necessity of considering additional 

elements in the creation of a more inclusive guideline for recovery that is applicable to a broader 

range of people.  Notably, while the absence of one’s menstrual cycle was ultimately removed 

from diagnostic guidelines as an indicator of clinically significant EDs, namely AN, this change 

did not occur until the publication of the most recent edition of the DSM (5th ed.).  This notion 

evinces the pervasive impact that physical criteria for ED recovery has upheld in research and 

clinical practice, as well as the lasting influence of the medical model in the treatment of EDs.  

In light of the limitations of the Morgan-Russell (1975) criteria, later research highlighted 

the salience of incorporating behavioral factors, such as symptom remittance, as supplementary 

criteria of ED recovery beyond physical elements alone.  More specifically, the nonappearance 

of restrictive eating, binge eating, and/or compensatory (e.g., purging) behaviors were included 

in such work (see Berkman et al., 2007; Bulik, Sullivan, Fear, & Pickering, 2000; Field et al., 

1997; Strober, Freeman, & Morrell, 1997; Von Holle et al., 2008).  Psychological factors 
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subsequently arose and were incorporated in definitions of ED recovery (Bachner-Melman, 

Zohar, & Ebstein, 2006; Couturier & Lock, 2006; Pettersen & Rosenvinge, 2002).  A uniform 

consensus definition of ED recovery that combined all three physical, behavioral, and 

psychological components was not consistently utilized prior to the publication of Bardon-Cone 

and colleagues’ (2010) guidelines, however. 

Subjective Recovery 

Largely absent from the aforementioned definitions are clients’ perceptions of factors that 

comprise ED recovery.  Yet, these elements cannot be overlooked as recovery is, in part, a 

subjective construct: attaining this state will “look” different based on the individual in 

consideration.  While underdeveloped, the body of research that has examined subjective 

recovery purports that clients believe acceptance of themselves, body satisfaction, having 

fulfilling interpersonal relations, and improvements in self-esteem are conducive to overcoming 

their afflictions (Pettersen & Rosenvinge, 2002; Tozzi, Sullivan, Fear, McKenzie, & Bulik,  

2003; Vanderlinden et al., 2007).  These factors are not stringently dependent upon symptom 

remittance (Pettersen & Rosenvinge, 2002), and overlap substantially with the dimensions of 

PWB outlined by Ryff (1989).  Moreover, a review of the literature that addressed clients’ 

perceptions of variables that are integral to ED recovery further indicates that behavioral (e.g., 

eating and drinking in a healthy manner, not engaging in ED behaviors), physical (e.g., normal 

weight and height for one’s age and gender, stable vitals), social (e.g., feeling comfortable in 

interpersonal interactions and relations), and multiple psychological dimensions are conducive to 

realizing this state (Noordenbos, 2011).  
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Psychological aspects of recovery.  Regarding the latter notion, clients across studies 

indicate that psychological factors are essential within the recovery process.  These indices 

include having a positive attitude towards food and one’s weight; positively and acceptingly 

evaluating oneself and one’s body; self-esteem that is not dependent on weight or dietary intake; 

and feeling autonomous (Noordenbos, 2011), and similarly align with Ryff’s (1989) dimensions 

of PWB.  Indeed, people with eating disorder histories consider psychological factors to be 

integral to the recovery process at large (Jenkins & Ogden, 2012; Noordenbos, 2011; Rosenvinge 

& Pettersen, 2012; Vanderlinden, Buis, Pieters, & Probst, 2007).  However, as a whole the 

presence of assessments that have evaluated clients’ opinions of salient markers of recovery are 

pithy within the research literature, such that additional work is needed to corroborate these 

claims and to discern which aspects uphold prominence in this process (Noordenbos, 2011).    

Perceptual Accuracy of Recovery Status 

Given the relative novelty of implementing Bardone-Cone and colleagues’ (2010) 

validated definition of recovery in research on EDs, little is known about its interrelation with 

factors such as recovery perception; specifically, one’s ability to identify where one falls within 

the recovery process.  In this regard, in the first and only assessment of this nature, Bardone-

Cone and colleagues’ (2010) guidelines were implemented with the aim of discerning whether a 

disconnect between subjective and objective perceptions of recovery are evident among people 

with an ED history (Bardone-Cone, 2012).  Preliminary support was lent to the conviction that 

misperceptions of one’s recovery status arise: 33% of participants who were assessed as “fully 

recovered” (physically, behaviorally, and psychologically) incorrectly believed that they fell 

within the “maintenance” stage of change related to their ED, rather than the superior state of 

“recovered” which more aptly aligns with their objective classification (Bardone-Cone, 2012).  
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As a result of the novelty surrounding assessments that target the accuracy of recovery 

perception, much stands to be gleaned from future studies that examine this issue.  Data of this 

nature is apt to highlight treatment targets which, if addressed, may translate to increasing 

perceptual accuracy and advancing clients’ recoveries.  For example, if a minute proportion of 

people are able to accurately determine where they fall within the recovery process, objectively 

defined, this may indicate that researchers and clinicians are overlooking variables that 

contribute to clients becoming well.  Examining factors that most prominently contribute to 

recovery from a client-centered perspective may then provide a basis for such misperception.  Of 

note, perceptual inaccuracy that results from salient variables being overlooked in objective 

recovery criteria may account for the low proportion of clients who attain this state post-

treatment (Castellini et al., 2011; Fichter et al., 2006; Keel & Brown, 2010; Smink et al., 2013). 

Purpose of the Study 

To remedy these gaps, the current study aims to elucidate specific dimensions of PWB 

that most aptly contribute to ED recovery (subjectively and objectively defined), participants’ 

accuracy in perceiving whether they meet objective criteria for ED recovery, as well as the role 

of ED subtype in these associations.  Accomplishing these feats stands to expound targets for 

tailoring interventions to individuals with EDs in the hopes of helping them attain a state of 

physical, behavioral, and psychological recovery.  In meeting these aims, the current study 

examines the following research questions.  Which of Ryff’s (1989) dimensions of PWB and/or 

the ED subtypes that one reports being diagnosed with throughout one’s life, if any, predict:  

1) Subjective endorsements of full recovery?  

2) Whether one meets Bardone-Cone and colleagues’ (2010) objective criteria for either 

full or partial recovery? 
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3) Accurate perceptions of one’s current recovery status (e.g., fully or partially recovered, 

or active eating disorder)?  In other words, whether there is a match between participants 

subjectively endorsing that they are in full recovery, for example, and objectively meeting 

Bardone-Cone and colleagues’ (2010) criteria for full recovery. 

Aligning with these research questions, my hypotheses are as follows: 

1) Higher levels of each of Ryff’s (1989) six dimensions of PWB (e.g., autonomy, 

environmental mastery, personal growth, positive relations with others, purpose in life, and self-

acceptance) predict subjective recovery.     

2) Higher levels of each of Ryff’s (1989) six dimensions of PWB and a diagnosis of an 

Other ED predict whether individuals meet objective criteria for recovery. 

3) Higher levels of each of Ryff’s (1989) six dimensions of PWB and no history of an 

AN diagnosis predict accurate perception of ED recovery status. 
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CHAPTER 2 

METHODS 

Participants 

 The majority of participants identified as female (n = 123, 93.2%), heterosexual (n = 95, 

72.0%), and White (n = 121, 91.7%).  Approximately half (48.5%) were single at the time of 

assessment and the majority (85.6%) reported that they completed, at a minimum, some college 

as their highest level of education.  Current BMIs, calculated with self-reported heights and 

weights, ranged from 12.27 to 60.81 kg/m2 (µ = 23.91, SD = 8.07) and lifetime highest weights 

spanned from approximately 90 to 400 pounds (µ = 166.35, SD = 58.67).  Further, of the EDs 

that participants had been diagnosed with at any point in their lives by a qualified clinician AN/R 

was the most frequently endorsed (n = 84, 63.3%), and 85.6% of respondents have received a 

diagnosis for a supplementary psychiatric disorder besides an eating disorder.  Likewise, 

approximately 95.5% of participants reported undergoing treatment for their ED, with 37.1% of 

all participants noting that they underwent inpatient care (see Table 1). 

Procedure 

An a priori power analysis was run utilizing the G* Power computer software (Faul, 

Erdfelder, Buchner, & Lang, 2009) which estimated that a minimum sample size of 73 

participants would be needed to ensure statistical validity at the α = .05 significance level, 

utilizing a large odds ratio (4.3) and having power set at .80.  A total of 187 responses were 

entered into the Qualtrics survey system, 55 of which were discarded due to ≥ 75% missing data.  

The resultant sample, which included 132 adults between of 18 and 67 years of age (µage = 30.08, 

SD = 10.42), exceeded the minimum sample size needed to run the analyses in the current 

assessment, thereby proving to meet the minimum a priori threshold for psychometric soundness.  
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Individuals 18 years of age or older who had been diagnosed with an eating disorder 

(e.g., AN, BN, BED, OSFED, UFED, EDNOS) by a qualified professional (e.g., medical doctor, 

psychiatrist, psychologist, or a licensed therapist, counselor, or social worker) at any point in 

their lives were targeted as prospective participants.  A snowball sampling technique was utilized 

via online platforms and social media sites.  Consenting, recovery-based ED support groups and 

organizations, as well as websites run by staff at ED treatment centers throughout the United 

States, were asked to post a survey created through the Qualtrics online survey software on their 

websites and/or social media accounts.  Participants who met the aforementioned inclusion 

criteria were then able to click on the link embedded within these internet-based outlets, and 

were subsequently directed to the Qualtrics Survey System wherein they electronically provided 

informed consent to participate in the study and completed the assessment, if they so chose. 

Measures 

Demographics and recovery.  Fifteen demographic and recovery-related questions were 

included.  Demographic factors included age, gender identity, sexual orientation, race/ethnicity, 

highest level of education, and relationship status.  Questions addressing recovery-related factors 

and ED histories targeted the ED subtypes participants had been diagnosed with throughout their 

lives, diagnoses for other mental illnesses, self-reported heights and weights at the time of 

assessment, and the types of treatment participants underwent for their eating disorders. 

The Eating Disorder Examination Questionnaire.  The Eating Disorder Examination 

Questionnaire (EDE-Q; Fairburn & Beglin, 2008) is a widely used, self-report instrument that 

assesses eating disorder symptomology over the past 28 days, utilizing a seven point forced-

choice rating scheme.  It has been validated and normed in both clinical and community-based 

populations (Mond, Hay, Rodgers, Owen, & Beumont, 2004; Peterson et al., 2007).  Moreover, it 
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produces both a total, global, score as well as subscale scores on the following scales: Restraint, 

Eating Concern, Weight Concern, and Shape Concern.  Each of the EDE-Q subscales have been 

shown to uphold good internal consistency with alphas ranging from .78 to .93 (Luce & 

Crowther, 1999), as well as good convergent validity (Fairburn & Beglin, 1994; Mond, Hay, 

Rodgers, Owen, & Beumont, 2004).  Norming data for undergraduate women (Luce, Crowther, 

& Pole, 2008) and men (Lavender, De Young, & Anderson, 2010), in addition to community-

based samples of young adult women (Mond, Hay, Rodgers, & Owen, 2006) have been 

established, making the EDE-Q well-suited for the demographic makeup of current sample.  

Scoring of the EDE-Q subscales and global score was conducted utilizing the EDE-Q 

V6.0 procedures set forth by Fairburn and Beglin (2008) with the 22 items inherent within the 

measure that address disparate aspects of ED psychopathology.  The arithmetic mean of 

responses to the relevant items for each subscale were taken, given that participants responded to 

more than half of the respective items; the global score was calculated in the same manner, but 

with each of the four subscale scores.  The reliability of each subscale was obtained, evidencing 

high levels of internal consistency in the current sample (Restraint, α = .893; Eating Concern, α = 

.870; Shape Concern, α = .944; Weight Concern, α = .890; Global, α = .946). 

The Eating Disorder Diagnostic Scale.  The Eating Disorder Diagnostic Scale (EDDS-

5) is a 23-item self-report instrument that assesses for the presence of anorexia nervosa, bulimia 

nervosa, and binge eating disorder by asking respondents about their body images, eating habits, 

and compensatory behaviors over the last three to six months.  The EDDS-5 for the DSM-V is an 

updated version of the Eating Disorder Diagnostic Scale, fourth edition (EDDS-4) for the DSM-

IV-TR which is a validated brief self-report instrument.  The EDDS-4 evinces high levels of test-

retest reliability (r = .87), internal consistency (α = .89), as well as convergent validity with 



21 

 

supplementary measures of eating disorder psychopathology, making it a well-suited diagnostic 

instrument for both research and clinical efforts (Stice, Fisher, & Martinez, 2004; Stice, Telch, & 

Rizvi, 2000).  Validation studies for the EDDS-5 are underway. 

Ryff’s Scale of Psychological Well-being.  RSPWB is an 84-item, theoretically-

grounded measure of psychological well-being with modest internal consistency and high test-

retest reliability (Ryff, 1989; Ryff & Keyes, 1995).  The RSPWB accounts for the following 

dimensions of psychological wellbeing: autonomy, environmental mastery, personal growth, 

positive relations with others, purpose in life, and self-acceptance.  Cronbach’s alpha coefficients 

for these six subscales were found to range between .85 and .91 in a population-based sample 

(Ryff, 1989).  Participants respond to each survey item utilizing a 6-point Likert scale: 1) 

strongly disagree; 2) moderately disagree; 3) slightly disagree; 3) slightly agree; 4) moderately 

agree; 5) strongly agree.  Negatively scored items were reverse coded and relevant items were 

totaled for each of the six subscales.  Higher scores indicated higher self-ratings on the subscale.  

Cronbach’s alphas were obtained for each of the subscales and demonstrated high levels of 

internal consistency: autonomy, α = .911; environmental mastery, α = .914; personal growth, α = 

.897; positive relations with others, α = .903; purpose in life, α = .911; self-acceptance, α = .951.  

Predictor and Criterion Variables 

The predictor variables for the current study constituted the six dimensions of PWB 

measured by the RSPWB (Ryff, 1989).  Eating disorder subtypes (AN, BN, BED, Other ED) 

were incorporated as well, given extant research that suggests these variables may impact the 

relationship between PWB and recovery (Tomba et al., 2014).  Additionally, the following 

criterion variables were created for use in subsequent analyses: subjective recovery (a single-

item data point), objective recovery (two separate variables aligning with Bardone-Cone and 
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colleagues’ (2010) criteria for full recovery and partial recovery; see below), and perceptual 

accuracy (whether participants’ subjective recovery statuses matched their objective recovery 

statuses). 

Full recovery.  Criteria for full recovery, defined by Bardone-Cone and colleagues (2010), 

includes: 1) no longer meeting ED diagnostic criteria, as determined by the EDDS-5; 2) BMI ≥ 

18.5, calculated with the formula: 703 * (Weight in pounds / (Height in inches2)); 3) absence of 

binge-eating, purging or fasting for the past three months; 4) EDE-Q subscales within one SD of 

age-matched community norms.  In meeting this latter aim, aligning with the procedures in 

Bardone-Cone and colleagues’ (2010) validation study, Mond, Hay, Rodgers, and Owen’s (2006) 

age-graded norms were instituted for females.  The norm values for individuals between the ages 

of 38 and 42 were used for those above the age of 42, as this latter data was not available.  

For men, Lavender, De Young, and Anderson’s (2010) norms that are based off of a sample 

of undergraduate men aged 18 to 26 were utilized.  The five respondents who identified as having 

a gender identity other than female or male in the current study were normed based on age-matched 

values for the former subgroup, as genderfluid and non-binary norming data for the EDE-Q is not 

available in the research literature at present.  In dealing with missing data, when respondents’ 

ages were not provided, such that age-matched norm groups could not be evinced, the most 

conservative values of the SDs for each subscale were used (e.g., the smallest SD per subscale, 

with respect to all of the age-groups).  Doing so served to prevent participants from inaccurately 

being grouped as having EDE-Q scores that fall within one SD from the mean when they, in fact, 

do not which could skew the results of subsequent analyses. 
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Partial recovery.  Criteria for partial recovery includes: 1) no longer meeting ED 

diagnostic criteria, as determined by the EDDS-5; 2) BMI ≥ 18.5; 3) absence of binge-eating, 

purging or fasting for the past three months. 

Active eating disorder. Participants were considered to have an active ED if they did not 

meet the aforementioned criteria for either full or partial recovery.  

Data Analyses 

 Preliminary analyses.  Following visual examination of Pearson’s correlation 

coefficients as well VIF and tolerance values, multicollinearity was evident amongst the intended 

continuous predictor variables (e.g., the Ryff (1989) dimensions of PWB) (see Table 3 for 

Pearson’s correlations).  The self-acceptance subscale upheld strong associations with the four 

variables of environmental mastery, personal growth, positive relations with others, and purpose 

in life (r’s ≥ .70).  The latter four variables were not included in the regression models, in effect.  

Autonomy, the remaining continuous predictor, did not violate the assumption of 

multicollinearity relative to self-acceptance (r = .591).  These two variables, alongside the four 

nominal ED subtypes (AN, BN, BED, Other ED) were then entered into all statistical analyses.   

 Linearity of the continuous variables with respect to the logit of the outcome variables 

were assessed via the Box-Tidwell (1962) procedure.  A Bonferroni correction was applied using 

all 7 terms in the model (e.g., the six predictor variables and the constant), resulting in statistical 

significance being accepted when p < .00714 (Tabachnick & Fidell, 2007).  Based on these 

assessments, all continuous predictor variables were found to be linearly related to the logit of 

the outcome variables.  Studentized residuals greater than ±2 standard deviations, as evidenced 

by casewise diagnostics, were subsequently investigated.  Upon inspection of these data, entry 
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errors and other factors that would warrant removal were not evident, such that these cases were 

included in the analyses.  

 Logistic regression analyses.  Separate binomial logistic regressions were run to answer 

each research question.  In each test, participants’ scores on the self-acceptance and autonomy 

dimensions of PWB were entered as predictor variables.  Four ED subtypes that respondents 

reported being diagnosed with throughout their lives were entered as predictors alongside the 

PWB dimensions (one block).  These subtypes included AN (combined variable representing 

AN/R and AN/BP), BN, BED, and Other ED (combined variable representing OSFED, UFED, 

and EDNOS diagnoses).  

 The dichotomous criterion variables that were assessed relative to these six predictors, in 

separate analyses, are as follows: 1) whether or not participants subjectively believed that they 

met criteria for full recovery at the time of assessment (subjectively recovered vs. not 

subjectively recovered); 2) whether or not participants met objective criteria for full and/or 

partial recovery, as defined by Bardone-Cone and colleagues (2010) (objective recovery vs. not 

objectively recovered); 3) whether or not participants’ perceptions of their current recovery 

statuses aligned with the respective objective criteria at the time of assessment (e.g., a match 

between subjective perceptions of and objective criteria for participants’ recovery statuses) 

(accurate perception vs. inaccurate perception).  
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CHAPTER 3 

RESULTS 

Subjective Recovery 

Research Question 1: Which of Ryff’s (1989) dimensions of PWB and/or the ED subtypes that 

one reports being diagnosed with throughout one’s life, if any, predict subjective endorsements 

of full recovery? 

Hypothesis 1: Higher levels of each of Ryff’s (1989) six dimensions of PWB predict subjective 

recovery.   

 Descriptive statistics revealed that 27.3% of participants believed that they were in full 

ED recovery at the time of assessment (Table 2).  Next, a logistic regression analysis with the 

self-acceptance and autonomy dimensions of PWB, as well as the four ED subtypes (AN, BN, 

BED, Other ED), entered as predictor variables was run to determine if these factors predict 

subjective perceptions of full ED recovery.  This analysis was statistically significant, χ2(6) = 

25.175, p < .001, and explained 26.3% of the variance in subjective classifications of full 

recovery, as evidenced by the Nagelkerke R2 statistic.  Moreover, it correctly classified 77.8% of 

cases, sensitivity was 41.2%, specificity was 91.3%, positive predictive value was 63.64%, and 

negative predictive value was 80.77%.  Of the individual predictors, self-acceptance was 

statically significant (p < .001), wherein each unit increase in scores on this subscale were 

associated with a 1.068 higher odds of subjective classifications of full ED recovery (95% CI: 

1.031 – 1.106).  See Table 4. 
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Objective Recovery 

Research Question 2: Which of Ryff’s (1989) dimensions of PWB and/or the ED subtypes that 

one reports being diagnosed with throughout one’s life, if any, predict whether one meets 

Bardone-Cone and colleagues’ (2010) objective criteria for either full or partial recovery? 

Hypothesis 2: Higher levels of each of Ryff’s (1989) six dimensions of PWB and a diagnosis of 

an Other ED predict whether individuals meet objective criteria for recovery. 

 Full recovery.  Descriptive statistics revealed that 9.8% of participants met criteria for 

full recovery (Table 2).  With respect to our statistical analyses, self-acceptance, autonomy, and 

the four ED subtypes were entered into a binomial logistic regression as predictors of a variable 

representing whether participants met Bardone-Cone and colleagues’ (2010) criteria for full ED 

recovery.  The analysis was significant (χ2(6) = 13.800, p = .032) and accounted for 21.5% of the 

variance in meeting objective criteria for full ED recovery (Nagelkerke R2).  While holding the 

remaining variables constant, higher levels of self-acceptance was associated with a small yet 

statistically significant increased likelihood of meeting objective criteria for full recovery (OR: 

1.051; 95% CI: 1.001 – 1.104).  See Table 4. 

 Partial recovery.  Descriptive statistics revealed that 19.7% of participants met criteria 

for partial recovery (see Table 2).  To discern whether a disparate outcome arose when an 

objective classification of partial, rather than full, recovery was implemented as the criterion 

variable, a separate logistic regression was run utilizing self-acceptance, autonomy, and the four 

ED subtypes as determinants.  Partial recovery includes the same criteria as that of full recovery, 

lest the requirement of falling within one SD of age-matched community norms on each of the 

EDE-Q subscales (e.g., physically and behaviorally, but not psychologically, recovered; 

Bardone-Cone et al., 2010).  The model was significant (χ2(6) = 23.747, p = .001) and accounted 
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for 27.6% of the variance in objective partial recovery based on the Nagelkerke R2 statistic.  Of 

the predictor variables included within this model, self-acceptance proved to be significant in the 

positive direction, such that each unit increase in self-acceptance scores was associated with a 

1.065 times greater odds that the respective participant would meet objective criteria for partial 

ED recovery (95% CI: 1.024 – 1.108).  Being diagnosed with an Other ED throughout one’s life, 

while non-significant, was trending in the positive direction (OR: 3.221; 95% CI: 0.973 – 

10.662; p = .055).  See Table 4. 

Perceptual Accuracy  

Research Question 3: Which of Ryff’s (1989) dimensions of PWB and/or the ED subtypes that 

one reports being diagnosed with throughout one’s life, if any, predict accurate perceptions of 

one’s current recovery status (e.g., fully or partially recovered, or active eating disorder)? 

Hypothesis 3: Higher levels of each of Ryff’s (1989) six dimensions of PWB and no history of an 

AN diagnosis predict accurate perceptions of ED recovery status.  

 Cell counts for the three perceptual accuracy outcome variables were examined.  

Descriptive statistics evidenced small proportions of participants who accurately believed that 

they were in either full or partial ED recovery and concomitantly met objective criteria for the 

respective recovery status.  Specifically, only 6.1% of participants accurately believed that they 

were in full recovery and also met objective criteria for this status, and 3.8% believed that they 

were in partial recovery and likewise met criteria for partial recovery.  The intended analyses, 

binomial logistic regressions, were consequently unable to be performed given the lack of power 

inherent within the current dataset.  Conversely, 22.9% accurately believed that they had an 

active ED and similarly did not meet objective criteria for either full or partial recovery at the 

time of assessment.  This latter assessment was able to be run, in effect (Table 2). 
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 Active eating disorder.  A binomial logistic regression was run with the predictor 

variables of self-acceptance, autonomy, and the four ED subtypes, relative to the outcome 

variable of active ED.  This latter variable represents individuals who endorsed that they were 

not in ED recovery at the time of assessment and simultaneously did not meet objective criteria 

for either full or partial recovery (e.g., accurate perceptions of not being fully or partially 

recovered).  The model was significant (χ2(6) = 15.710, p = .015; Nagelkerke R2 = .182).  Of the 

six predictors incorporated within the analysis, self-acceptance was significant in the inverse 

direction: Each unit decrease in scores on the self-acceptance subscale was associated with a 

decreased likelihood (OR = .955) of accurately perceiving oneself to have an active ED (see 

Table 5). 
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CHAPTER 4 

DISCUSSION 

The current study sought to augment the current understanding of eating disorder 

recovery, which has most frequently been assessed from a negatively weighted, pathological 

perspective, by elucidating the role of more affirmative wellness-based dimensions in attaining 

this state.  More specifically, this assessment examined the role of six dimensions of PWB 

(autonomy, environmental mastery, personal growth, positive relations with others, purpose in 

life, and self-acceptance) alongside the ED subtype(s) that afflicted individuals had been 

diagnosed with throughout their lives.  These factors were assessed relative to the following 

constructs: 1) subjective endorsements of being fully recovered; 2) meeting objective, validated 

criteria for full or partial recovery; 3) the ability to accurately perceive one’s current recovery 

status (e.g., fully or partially recovered, or active ED).  The aforementioned violation of the 

assumption of multicollinearity inherent within the dataset, however, prevented all six 

dimensions of PWB from being assessed.  Findings particular to self-acceptance and autonomy 

subscale scores were solely able to be examined. 

Self-Acceptance 

 While the odds ratios were modest, self-acceptance arose as the sole significant predictor 

in each statistical analysis, which suggests that this variable warrants continued consideration in 

examinations of ED recovery at large.  Higher levels of self-acceptance increased the likelihood 

that participants classified themselves as being fully recovered and/or met objective criteria for 

recovery, and lower levels of self-acceptance decreased the odds that respondents accurately 

perceived that they continued to struggle with their EDs.  These findings highlight the need to 

cultivate the self-acceptance of clients who present to ED treatment to a greater extent than may 
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ensue in clinical practice.  In today’s era of managed care, clinicians are enticed to implement 

evidence-based practices (EBP) such as CBT, a modality that does not explicitly foster 

acceptance, and instead teaches individuals how to change their thoughts and behaviors in an 

effort to alter their feelings and emotions.  While empirical support has been lent to the efficacy 

of treatments targeting acceptance for use with EDs (Juarascio et al., 2013), these modalities 

have yet to be granted EBP status.  More work is needed to accomplish this feat. 

Further, self-acceptance includes having a positive attitude towards, and accepting, both 

affirmative and adverse aspects of oneself (Ryff, 1989).  From an ED standpoint, this 

multifactorial construct further includes, yet extends beyond, the acceptance of one’s body shape 

and weight, and likewise encompasses accepting oneself as a distinct being that is not 

intertwined with the ED.  A difficult aspect of recovery encompasses relinquishing the eating 

disorder identity and accepting a non-disordered view of oneself as a distinct, “whole” entity 

instead (Jenkins & Ogden, 2012; Pettersen, Thune‐Larsen, Wynn, & Rosenvinge, 2013)—a 

notion that can be distressing for those who have difficulty conceptualizing themselves as 

anything other than a person with an ED.  

Failing to accept oneself as a person who is distinct from the ED stands to perpetuate 

one’s symptomology, however.  Family and friends may propagate this maladaptive identity; for 

example, through reinforcement (e.g., by complimenting their sick loved ones on weight loss that 

stems from engaging in eating disordered behaviors), by enabling them (e.g., providing money 

for binge food and diet pills), and by treating them in a child-like manner (e.g., allowing them to 

live at home for free rather than encouraging them to seek out careers or postsecondary 

education).  Working towards cultivating this latter non-disordered identity, then, serves as a 

valuable means of increasing self-acceptance and advancing one’s state of recovery.  
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Targeting self-acceptance in clinical practice.  The salience of targeting self-

acceptance throughout the ED recovery process mirrors the proliferation of acceptance-based 

treatments for use with these conditions.  DBT, ACT, mindfulness-based cognitive therapy 

(MBCT), and mindfulness-based eating awareness training (MBT-EAT) have recently been 

adapted or created for use with EDs.  These interventions strive to enable clients to develop 

nonjudgmental acceptance of both their experiences and of themselves, and have demonstrated 

promise for use with this population (Baer et al., 2005; Juarascio et al., 2013; Kristeller, Baer, & 

Quillian-Wolever, 2006; Safer, Telch, & Chen, 2009).  Increasing one’s ability to act in this 

manner has been shown to augment one’s ability to regulate ED maintaining emotions and to 

learn how to respond to adverse, triggering stimuli without engaging in ED behaviors (Kristeller 

et al., 2006).  Progress within the recovery process will conceivably arise as a result of accruing 

these nonjudgmental self-regulatory skills.  

Directions for future research.  Additional research that is integral to establishing the 

efficacy of acceptance-based interventions, particularly for understudied atypical EDs (e.g., 

OSFED, UFED), is warranted.  Evidence from work of this nature will be integral to refining 

treatment to best meet the needs of all individuals who struggle with eating pathology.  

Encouraging clients to gain awareness of, and consequently attend to, their bodily sensations and 

emotions may be the first step in enabling them to make peace with their internal experiences 

and progress in the recovery process.  Moreover, becoming more self-accepting makes it less 

enticing for individuals to engage in ED behaviors:  When one accepts one’s whole self and 

therefore does not seek to deny perceived aversive sensations, one is apt to develop a more 

accurate appraisal of one’s internal experiences and cultivate a stronger sense of self.  Future 
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research is needed to determine the exact nature of the self-acceptance-recovery interconnection, 

as well as how to most aptly target this aspect of PWB in treatment. 

Autonomy  

 Contrary to our hypotheses autonomy did not arise as a significant predictor of any of the 

assessed ED recovery variables.  This is surprising, as autonomy relates to the ability to act 

independently and with self-direction, as well as to having the ability to resist societal and other 

external pressures.  Instead, autonomous people evaluate themselves based on self-set standards.  

Given the established role of contextual variables as risk factors for and maintaining factors of 

ED psychopathology, such as the media’s dissemination of the thin and muscular ideals and 

other unrealistic bodily standards (Hausenblas et al., 2013), it is unexpected that this variable did 

not inversely predict whether participants were in either full or partial recovery.  

Directions for future research.  In the ED recovery process, autonomy has been cited as 

a factor that is conducive to increasing motivation to change (Kaap‐Deeder et al., 2014)—an 

association that may account for the null findings in the current study, and which ought to be 

explored in future research.  Perhaps use of the autonomy subscale of RSPWB in the current 

study did not adequately address the association between autonomy and motivation to change.  A 

measure that more aptly encompasses both factors may have been better suited for these 

purposes.  Future work utilizing a more applicable instrument may provide insight into the 

mechanisms through which clinicians can augment clients’ progress in the recovery process.  

Moreover, evaluating the interplay between autonomy and motivation to change longitudinally 

may lend insight into the development and progression of these constructs relative to the 

recovery process.  While research has assessed this interconnection over the course of treatment 

(Kaap‐Deeder et al., 2014), little is known about the stability of autonomy and motivation for 
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recovery after clients return to their daily lives.  Conducting studies of this nature will be integral 

to informing the design of post-treatment interventions that are vital to sustaining recovery and 

promoting overall wellness.   

Subjective Recovery 

A limited body of knowledge exists on the concept of subjective eating disorder recovery.  

This oversight is vast, as overlooking clients’ perspectives stands to omit constructs that are 

conducive to not only remediating ED symptoms but to improving their overall levels of well-

being—notions that may not be accounted for from a treatment provider standpoint.  In the 

current study, higher levels of self-acceptance predicted participants’ beliefs that they were fully 

recovered from their EDs.  This finding aligns with prior research that has been conducted on 

aspects of the recovery process that clients perceive to be indicative of, and integral to, attaining 

this state (Noordenbos, 2011; Pettersen & Rosenvinge, 2002; Vanderlinden et al., 2007).   

Among individuals who struggle with EDs, augmenting acceptance of their bodies may 

be particularly important in overcoming their afflictions.  For example, in an assessment of client 

perceptions of the ED recovery process, Vanderlinden and colleagues (2007) found that these 

individuals endorsed factors such as learning to evaluate their bodies in a positive manner and 

improving their experiences of their bodies, as elements that ought to constitute core aspects of 

ED treatment.  In other assessments, clients have also endorsed acceptance-based psychological 

factors such as developing non-eating disordered identities, cultivating an overall positive 

evaluation of themselves, accruing realistic self-perceptions, and learning to accept rather than 

suppress their emotions, feelings, and needs as integral aspects of recovery (Noordenbos, 2011).  
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Implications.  The implications of these findings from a clinical practice perspective 

ought to be mentioned.  Growing attention has been given to addressing factors related to self-

acceptance in ED treatment through use of acceptance-based interventions.  ACT, in particular, 

appears to be well-suited to meeting this aim (Sandoz, Wilson, & DuFrene, 2011).  To date, 

however, CBT constitutes the only intervention that is deemed an evidence-based practice for 

use with EDs, specifically BN and BED (Wilson & Shafran, 2005); empirically-supported 

interventions for AN and atypical EDs have yet to be established (Hay, 2013).  Notably, despite 

CBT being classified as the treatment of choice for EDs, relapse rates following use of this 

therapeutic modality are vast (approximately 50%; Hay, 2013; Wilson & Shafran, 2005).   

The shortcomings of CBT may relate to the fact that clients’ thoughts of the suitability of 

this therapeutic modality for use in their individualized treatment experiences are not being 

adequately considered.  Of note, EBPs are granted this status following rigorous statistical 

analyses that examine a large quantity of studies that uphold controlled research designs, relative 

to objective treatment outcomes (Mullen & Streiner, 2006).  Accounting for clients’ beliefs 

concerning what they believe will be enable them to advance within the recovery process is 

given secondary consideration in the establishment of EBPs (Mullen & Streiner, 2006), though 

serves as a fruitful area for future research to explore.  Work that integrates clients’ perceptions 

of factors that they feel are integral to advancing their recoveries into the formation of 

individualized interventions may increase the effectiveness of these modalities and lessen the 

vast rates of relapse that currently prevail in clinical practice.  A higher proportion of people who 

struggle with EDs may go on to believe that they have attained full recovery following the 

receipt of interventions that take their perspectives into consideration.   
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Directions for future research.  Given the results of assessments that have elucidated 

clients’ perspectives of factors that they believe are conducive to recovery, which largely 

constitute psychological elements related to self-acceptance, one may wonder why these 

variables have not been granted more attention in treatment to date.  The long-standing reliance 

on physiological and behavioral indices as evidence of ED recovery from a clinical standpoint 

undoubtedly plays a role in this oversight.  Psychological dimensions of well-being may be most 

aptly defined by clients, which attests to the need for future studies to examine the notion of 

subjective ED recovery.  Adding to this limited body of literature stands to determine the means 

through which PWB is related to attaining a state of full recovery. 

Objective Recovery 

 Few participants met diagnostic criteria for full or partial recovery.  According to 

Bardone-Cone and colleagues’ (2010) criteria, 9.8% of participants were fully recovered 

(physically, behaviorally, and psychologically) and 19.7% were partially recovered (physically 

and behaviorally) from their EDs.  These descriptive data are interesting to compare in relation to 

objective definitions of recovery that have evolved over time.  While recovery has been 

conceptualized from a physiological standpoint since the earliest publications on the topic 

(Morgan & Russell, 1975), only later were behavioral (Bulik et al., 2000; Field et al., 1997; 

Strober et al., 1997; Von Holle et al., 2008) and, subsequently, psychological factors (Couturier 

& Lock, 2006; Bachner-Melman et al., 2006; Pettersen & Rosenvinge, 2002) accounted for.  

It makes sense that treatment targeting psychological aspects of recovery has yet to 

advance to the same degree as interventions that address physiological and behavioral 

components when this evolution is considered.  To explain, even in the most severe cases of AN 

treatment can constitute holding these individuals against their will and giving them nasogastric 
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tube feedings to increase their BMIs to a healthy range.  Individuals can also be prevented from 

engaging in all forms of ED behaviors (e.g., binging, purging, restriction) in inpatient and 

residential levels of treatment as a result of round-the-clock monitoring by care providers.  The 

physiological and behavioral aspects of recovery can be attained in a rather simplistic manner, 

then.  It is the psychological components of these afflictions that lead to relapse and impede 

one’s ability to recover.  Even after clients reach healthy BMIs and cease their ED behaviors 

while in treatment, they may continue to experience concerns over their weights and shapes, as 

well as low levels of motivation to recover—factors have been shown to predict relapse (Carter 

et al., 2012; Castellini et al., 2011; Keel et al., 2005).  The necessity of targeting psychological 

facets of EDs is thereby indicated to increase the proportion of people who attain full recovery. 

Self-acceptance in objective recovery.  Our statistical analyses revealed that higher 

levels of self-acceptance predicted whether participants met criteria for full or partial recovery.  

This finding mirrors research that has examined the efficacy of acceptance-based interventions 

for use with EDs (Baer et al., 2005; Juarascio et al., 2013).  One gap that prevails in this body of 

work constitutes elucidating the reasons behind self-acceptance arising as an integral variable in 

the recovery process, beyond correlational data alone.  While the research on this topic has 

advanced in recent years much stands to be uncovered.  Establishing a neurobiological basis for 

the relationship between self-acceptance and objective recovery warrants particular attention, 

namely through examinations of neurocircuitry, neurotransmitter (mal)function, and genetic 

factors that have been attributed to EDs more generally.  Such results stand to elucidate novel 

treatment targets that may explicate the difficulty in increasing self-acceptance, as well as the 

means through which this construct promotes recovery.  
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It would be also worthwhile to determine whether self-acceptance is more pervasive than 

the other dimensions of PWB in helping individuals attain full or partial recovery.  While there is 

support for an association between each of the dimensions of PWB and ED recovery, there has 

yet to be an empirical basis established that attests to one being more conducive to recovery than 

the others (Noordenbos, 2011).  If self-acceptance is, in fact, most influential then this notion 

ought to be targeted in treatment so that ineffective interventions are not futilely implemented.   

 The implications of ED subtype.  Finally, being diagnosed with an Other ED 

throughout one’s life was nearing significance in predicting whether one met criteria for partial 

ED recovery.  Given the nature of these diagnostic classifications (e.g., EDNOS, OSFED, 

UFED), this finding is not surprising.  Indeed, this classification accounts for subthreshold EDs 

such as atypical AN and BN, in which afflicted individuals do not exhibit ED behaviors to the 

same extent as those with clinically significant forms of these disorders; though they do continue 

to experience psychological distress and impaired HRQoL (Engel et al., 2009; Hay, 2003; 

Jenkins et al., 2011; Wade et al., 2012).  It would be interesting for future research to examine 

the implications of PWB relative to the forms of ED pathology that are housed under the broader 

umbrella term of OSFED.  These disorders include atypical AN, subthreshold forms of BED and 

BN, purging disorder, and night eating syndrome (APA, 2013).  To the best of our knowledge 

such an assessment has yet to be conducted.  In light of Other ED nearing significance in 

predicting partial ED recovery, determining which aspect(s) of this classification contribute to 

partial recovery can highlight new treatment targets.  Interventions may subsequently be adapted 

to suit the exact nature of one’s ED symptomology in effect. 
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Perceptual Accuracy 

 The ability to accurately perceive one’s ED recovery status has been given little attention 

in the research literature to date.  While the full complexity of this notion was unable to be 

assessed relative to all six dimensions of PWB or in relation to full or partial ED recovery, 

valuable insight was gleaned nonetheless.  Descriptive statistics revealed that less than one-third 

(32.6%) of participants accurately identified their recovery statuses.  Of these individuals, a 

greater number correctly determined that they continued to have an active ED, rather than the 

fact that they were either fully or partially recovered (22.7% vs. 9.8%).  These findings align 

with research that has found that people with EDs experience perceptual inaccuracy, namely with 

respect to recognizing the severity of their symptoms (Guarda, 2008; Konstantakopoulos, 

Tchanturia, Surguladze, & David, 2011; Vandereycken, 2006), yet adds to this literature by 

suggesting that perceptual inaccuracy similarly prevails relative to the recovery process.  

Self-acceptance and recovery perception.  Given the low cell counts of participants 

who accurately perceived whether they were fully or partially recovered (9.8%), the match 

between believing one was not in recovery and being assessed as having an active ED could 

solely be examined.  Lower levels of self-acceptance decreased the likelihood that participants 

were able to accurately perceive that they continue to struggle with their EDs.  Given the prior 

discussion on the salience of self-acceptance with respect to both subjective and objective ED 

recovery, this finding is not surprising.  Since deficits in self-acceptance relate to body 

dissatisfaction, the inability to consider oneself as a whole entity, and engaging in egosyntonic 

ED behaviors (Baer et al., 2005; Juarascio et al., 2013) it makes intuitive sense that these 

individuals would have difficulty perceiving that they continued to struggle with their EDs 

and/or that they would not meet criteria for recovery. 
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 What is recovery?  The inability to accurately identify one’s recovery status, which was 

evident for most participants in the current study, may stem from the convolution over defining 

what constitutes ED recovery.  Some clients may believe that recovery signifies a pre-eating 

disorder state in which they will ultimately think and feel the same way as they did prior to 

developing their condition(s).  These individuals may be disappointed as they learn that this is 

rarely the case.  As with the recovery process for any mental illness, the circumstances of one’s 

life at any given moment contribute to how one perceives oneself and one’s life as a whole, 

including one’s recovery.  For instance, someone who is diagnosed with BN at age 15 will be 

unlikely to think and feel the same way, or uphold the same outlook on life, as they did prior to 

that age.  Incorporating psychoeducation on the realities of recovery relative to developmental 

period and life circumstances throughout ED treatment can ensure that clients uphold an accurate 

perception of the recovery process at large.  

Since all-or-nothing thinking is a common cognitive distortion that people with EDs 

struggle with, and which serves to perpetuate their symptomology (Fairburn et al., 2003), the 

importance of understanding what constitutes ED recovery cannot be overstated.  Clients may 

have an unrealistic perception of this notion, such as that when they attain this state they will 

invariably possess a positive body image, will never again struggle with fear foods, and that they 

will always be confident and possess a positive mood.  Those who uphold these beliefs may 

become frustrated over the fact that they cannot attain such a state of recovery, and their all-or-

nothing thinking may be conducive to relapse.  They may think that since they are not 

“recovered” they might as well continue with their ED behaviors, which paradoxically takes 

them further away from becoming well.  
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Directions for future research.  Due to the novelty of this research question at large, 

additional research is needed to corroborate these findings to increase the understanding of the 

implications of having accurate or inaccurate perceptions of one’s ED recovery status.  

Longitudinal study designs will be particularly important in determining whether a match 

between one’s subjective sense of recovery and meeting objective criteria for such persists over 

time.  For example, do low levels of self-acceptance continue to predict that individuals who 

have an active ED experience difficulty in conceptualizing themselves as upholding that status?  

Or, does self-acceptance increase as people age, and concomitantly increase the likelihood that 

they will fully or partially recover as well as the accuracy of their perceptions of these statuses?  

It is plausible that the match between assessed and subjective recovery may change over time.  

Indeed, the importance of body-related evaluations decreases with age (Peat, Peyerl, & 

Muehlenkamp, 2008; Tiggemann, 2004) which suggests that acceptance of this facet of oneself 

(e.g., one’s body) may increase in tandem.  This link remains exploratory, however, and needs to 

be substantiated before causal connections can be drawn.  

Limitations  

Despite the strengths inherent within the current assessment, namely the use of a clinical 

population and the novelty of the research questions that were examined, certain limitations are 

noted.  The most striking of these constitutes the violation of the assumption of multicollinearity 

amongst the six dimensions of PWB.  As a result, the factors of environmental mastery, purpose 

in life, personal growth, and positive relations with others were not able to be assessed relative to 

the recovery variables.  Much stands to be gleaned about the role of these factors in future 

studies to determine if they are viable constructs to consider in the recovery process, and in one’s 

ability to perceive one’s state of recovery.  Positive relations with others, in particular, has been 
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widely cited as upholding significance in prior research on the ED recovery process.  In EDs, 

increased levels of isolation and impaired interpersonal relationships have been found to arise in 

conjunction with increases in the severity of one’s illness (Arcelus et al., 2013; Linville et al., 

2012).  It is possible that RSPWB, which was used to assess this construct and the other PWB 

dimensions, was not adequately suited for use with EDs.  Implementing a different measure may 

generate a disparate result and enable a more comprehensive understanding of the role of PWB 

in the recovery process to abound.  

The small number of participants who accurately perceived their full or partial recovery 

statuses similarly serves as a limitation of the current assessment, given that our intended 

analyses to examine factors that predict such perceptual accuracy were unable to be run.  It is 

possible that individuals who were assessed as fully recovered conceptualized themselves as 

being in partial recovery, which would align with Bardon-Cone’s (2012) findings.  These data 

were not able to be substantiated and the implications of the assessed dimensions of PWB within 

this interrelation remain unknown.  

In addition, the majority of participants identified as female, White, and heterosexual.  

Consequently, the findings from the current assessment cannot be generalized to a more diverse 

subset.  It is plausible that the sociodemographic characteristics of other individuals would lead 

to a different result.  For example, many of the PWB dimensions may differ in salience 

depending on the collectivistic or individualistic value system that participants uphold.  

Examining these contentions with a more diversified sample ought to ensue to determine the 

influence of these multicultural factors on ED recovery and recovery perception.  Similarly, a 

small proportion of participants identified as male (3.8%), such that the role of gender relative to 

the findings in the current assessment cannot be inferred. 
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Finally, the sampling procedures utilized to elicit participants serves as a limitation as 

well.  Respondents were targeted through online and social media-based platforms.  In effect, the 

reliability and validity of the obtained data may be partial, given that it was not possible to 

ensure that our participants did, in fact, comprise the population of people in recovery from an 

ED who were being targeted.   
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CHAPTER 5 

CONCLUSION 

Does it matter whether individuals subjectively believe that they are recovered from their 

EDs when they are not assessed as such?  While this question was unable to be answered based 

off data in the current assessment alone, valuable information was gleaned nonetheless.  The 

most notable is the indication that the PWB dimension of self-acceptance warrants further 

exploration in future research to determine its role in advancing ED recovery.  In the current 

study, this factor predicted whether people with an ED history believed that they were in full 

recovery, whether they were assessed as meeting full or partial recovery, and whether they were 

able to accurately perceive their recovery statuses.   

The proliferation of acceptance-based treatments, which strive to alter afflicted 

individuals’ relationships with ED maintaining thoughts and sentiments, may be particularly 

well-suited to meeting this aim.  ACT, for one, posits that while people cannot change their 

internal feelings, thoughts, and experiences, they can change their reactions to them (Sandoz et 

al., 2011).  This is important for individuals who struggle with EDs given the complexity of 

these conditions, which entice them to engage in ED behaviors in an effort to quiet their ED 

maintaining thoughts and feelings.  Further, given that the only intervention that has been 

classified as an EBP to date, CBT, remains marginally successful, as evidenced by the high rate 

of relapse found in people who undergo this form of treatment (Juarascio et al., 2013), refining 

extant interventions to more aptly target clients’ distress is needed. 

The low proportion of people with an ED history who were assessed as fully recovered 

from their condition(s), as well as those who were able to accurately identify whether they were 

in full or partial recovery similarly has numerous implications for researchers and clinicians.  
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Given that the addition of psychological recovery accounts for the difference between those who 

were assessed as fully recovered and those who were partially recovered, learning more about 

the implications of these psychological variables is warranted.  

Perhaps RSPWB was not well-suited for use with the ED population.  Regardless, each of 

the dimensions of PWB that were measured by this instrument—autonomy, environmental 

mastery, personal growth, positive relations with others, purpose in life, and self-acceptance—

have separately received ample support in upholding associations with ED recovery.  

Determining the full complexity of PWB relative to not only believing that one is recovered or 

being assessed as such, but also whether one is able to accurately perceive one’s recovery status, 

is indicated.  The implications of the ability or inability to accurately determine whether one is 

fully recovered, partially recovered, or whether one continues to struggle with an ED is not well-

understood.  By evincing the implications of recovery perception valuable information that may 

highlight novel treatment targets stands to abound, and subsequently increase the proportion of 

people who recover from eating disorders.  
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APPENDIX A 

TABLES 

Table 1 

Demographic Characteristics (N = 132) 

Variable N %* Minimum Maximum µ(SD) 

Age (years)   18 67 30.08(10.42) 

BMIcurrent (kg/m2)   12.27 60.81 23.91(8.07) 

Highest Weight (lbs)   90.0 400.0 166.35(58.67) 

Lifetime Non-ED Mental Illness (any) 113 85.6%    

Lifetime ED diagnoses 

AN/R 

AN/BP  

BN 

BED 

OSFED 

 

84 

23 

37 

21 

28 

 

63.6% 

17.4% 

28.0% 

15.9% 

21.2% 

   

Undergone ED Treatment 

Inpatient 

Residential 

PHP 

Intensive Outpatient 

Outpatient 

126 

49 

42 

67 

72 

106 

95.5% 

37.1% 

31.8% 

50.8% 

54.5% 

80.3% 

   

Gender Identity  

Male 

Female 

 

5 

123 

 

3.8% 

93.2% 

   

Sexual Orientation 

Heterosexual 

Bisexual 

Gay 

Lesbian 

Queer 

 

95 

9 

3 

9 

4 

 

72.0% 

6.8% 

2.3% 

6.8% 

3.0% 

   

Race/Ethnicity 

African American 

White 

Asian  

Hispanic/Latino(a) 

Native American 

 

1 

121 

2 

5 

4 

 

.80% 

91.7% 

1.5% 

3.8% 

3.0% 

   

Highest Level of Education 

< HS 

HS Graduate 

Some College 

4 Year Degree (e.g., bachelors) 

Professional Degree (e.g., MA, 

JD, MD) 

 

3 

8 

26 

49 

 

38 

 

2.3% 

6.1% 

19.7% 

37.1% 

 

28.8% 

   

Relationship Status  

Married 

Divorced 

Unmarried relationship 

Single 

 

31 

4 

29 

64 

 

23.5% 

3.0% 

22.0% 

48.5% 

 

 

  

Note: *percentages may not add up to 100%; ED = eating disorder; AN/R = anorexia nervosa, restrictive subtype; 

AN/BP = anorexia nervosa, binge/purge subtype; BN = bulimia nervosa; BED = binge eating disorder; OFSED = 

other specified feeding or eating disorders; PHP = partial hospitalization program; HS = high school. 
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Table 2 

Descriptive Statistics and Internal Consistency of Scale Items 

  

 Number of 

items 

α  µ SD n % 

EDE-Q       

     Restraint  5 .893 13.25 10.043   

     Eating Concern 5 .870 12.49 9.152   

     Shape Concern 8 .944 32.11 14.522   

Weight  Concern 5 .890 19.09 9.233   

     Global 4 .946 12.900 7.027   

RSPWB       

     Autonomy 14 .911 52.147 14.958   

Environmental   

Mastery 

14 .914 50.318 14.706   

Personal 

Growth 

14 .897 63.992 12.568   

Positive 

Relationships 

with Others 

14 .903 56.648 14.163   

Purpose in Life 14 .911 56.835 14.722   

Self-Acceptance 14 .951 46.605 17.954   

Perceptual 

Accuracy in 

Recovery Status 

      

      Full Recovery     8 6.1% 

      Partial 

Recovery 

    5 3.8% 

      Active ED     30 22.9% 

Meeting Objective 

Recovery Criteria 

      

      Full Recovery     13 9.8% 

      Partial Recovery     26 19.7% 

Subjective 

Recovery 

      

      Full Recovery     36 27.3% 

 

Table 3 

Pearson’s Correlations for Continuous Predictor Variables 

 Autonomy Environmental 

Mastery 

Personal 

Growth 

Positive 

Relationships 

with Others 

Purpose 

in Life 

Self-

Acceptance 

Autonomy -      

Environmental 

Mastery 

.584* -     

Personal Growth .663* .654* -    

Positive 

Relationships 

with Others 

.497* .671* .605* -   

Purpose in Life .575* .787* .758* .597* -  

Self-Acceptance .591* .824* .724* .719* .841* - 

Note: p < .05*       
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Table 4 

Logistic Regression Predicting Likelihood of Subjective and Objective Classifications of ED Recovery based on Ryff’s (1989) 

Six Dimensions of Psychological Well-Being and ED Subtype 

  Subjective Full Recovery 

(n = 126) 

Objective Full Recovery 

(n = 125) 

Objective Partial Recovery 

(n = 126) 

 B(SE) OR 95% CI for 

OR 

B(SE) OR 95% CI for 

OR 

B(SE) OR 95% CI for 

OR 

Lower Upper Lower Upper Lower Upper 

Autonomy -.010(.020) .990 .951 1.030 .015(.029) 1.015 .960 1.074 .022(.023) 1.02

2 

.976 1.070 

Self-

Acceptance 

.066(.018)** 1.068 1.031 1.106 .050(.025)* 1.051 1.00

1 

1.104 .063(.020)* 1.06

5 

1.02

4 

1.108 

AN -.002(.554) .998 .337 2.955 1.148(.971) 3.153 .470 21.143 1.038(.644) 2.834 .799 9.979 

BN .602(.517) 1.825 .663 5.028 -1.727(1.103) .178 .020 1.544 -.281(.602) .755 .232 2.458

BED -1.300(.761) .273 .061 1.211 -.697(1.162) .498 .051 4.851 .135(.726) 1.14

5 

.276 4.751 

Other ED .121(.540) 1.129 .392 3.250 .638(.794) 1.893 .399 8.978 1.170(.611) 3.221 .973 10.662 

Constant -3.797(1.184)* .022   -

6.317(1.986)* 

.002   -

7.056(1.673)

** 

.001   

Model 

Summary 

χ2(6) = 25.175, p < .001  χ2(6) = 13.800, p < .05 χ2(6) = 23.747, p < .05 

Nagelkerke R2 = .263 Nagelkerke R2 = .215 Nagelkerke R2 = .276 

Note: p < .05*, p < .001**; OR = odds ratio. 

 

Table 5 

Logistic Regression Predicting Perceptual Accuracy in Determining ED Recovery based on Ryff’s (1989) 

Dimensions of Psychological Well-Being and ED Subtype 

 Accuracy in Predicting Active ED 

(n = 125) 

 B(SE) OR 95% CI for OR 

Lower Upper 

Autonomy 0.000(.019) 1.000 0.963 1.039 

Self-Acceptance -0.046(.018)* 0.955 0.923 0.988 

AN 0.122(.552) 1.130 0.383 3.336 

BN 0.746(.513) 2.109 0.771 5.766 

BED 1.137(.659) 3.117 0.858 11.332 

Other Ed 0.300(.506) 1.350 0.501 3.638 

Constant 0.072(.991) 1.074   

Model Summary χ2(6) = 15.710, p < .05 

Nagelkerke R2 = .182 

Note: p < .05*, p < .001**; OR = odds ratio. 
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APPENDIX B 

HUMAN SUBJECTS APPROVALS 

The Florida State University 

Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

APPROVAL MEMORANDUM 

 

Date: 4/28/2016 

 

To: Kelly Romano 

 

Dept.: EDUCATIONAL PSYCHOLOGY AND LEARNING SYSTEMS 

 

From:   Thomas L. Jacobson, Chair 

 

Re:     Use of Human Subjects in Research 

Accuracy in perceptions of eating disorder recovery: The role of disparate domains of 

psychological well-being 

 

The application that you submitted to this office in regard to the use of human subjects in the 

proposal referenced above have been reviewed by the Secretary, the Chair, and one member of 

the Human Subjects Committee. Your project is determined to be Expedited per per 45 CFR § 

46.110(7) and has been approved by an expedited review process. 

 

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 

weigh the risk to the human participants and the aspects of the proposal related to potential risk 

and benefit. This approval does not replace any departmental or other approvals, which may be 

required. 

 

If you submitted a proposed consent form with your application, the approved stamped consent 

form is attached to this approval notice.  Only the stamped version of the consent form may be 

used in recruiting research subjects. 

 

If the project has not been completed by 4/26/2017 you must request a renewal of approval for 

continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your 

expiration date; however, it is your responsibility as the Principal Investigator to timely request 

renewal of your approval from the Committee. 

 

You are advised that any change in protocol for this project must be reviewed and approved by 

the Committee prior to implementation of the proposed change in the protocol.  A protocol 

change/amendment form is required to be submitted for approval by the Committee.  In addition, 



49 

 

federal regulations require that the Principal Investigator promptly report, in writing any 

unanticipated problems or adverse events involving risks to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is FWA00000168/IRB number IRB00000446. 

 

Cc: Deborah Ebener, Advisor 

HSC No. 2016.18264 
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APPENDIX C 

CONSENT FORM 

Eating Disorders and the Recovery Process Study Consent Form 

You are invited to be in a research study examining the relationship between psychological 

wellbeing and eating disorder recovery (e.g., anorexia, bulimia, binge eating disorder, OSFED, 

UFED).  To participate you need to have been diagnosed with an eating disorder by a qualified 

mental health professional (e.g., medical doctor, psychiatrist, psychologist, or licensed counselor, 

therapist, or social worker) at some point during your life. This may include a diagnosis at 

present rather than just in the past. We ask that you read this form and email either Kelly 

Romano or Dr. Deborah Ebener (debener@fsu.edu) if you have any questions prior to agreeing 

to participate in this study. 

This study is being conducted by Kelly Romano, Mental Health Counseling M.S./Ed.S graduate 

student, under the direction of Deborah Ebener PhD, a professor in Florida State University’s 

Educational Psychology and Learning Systems department. 

Eligibility: 

Participants are required to be 18 years of age or older without a legal guardian, and to have a 

present or past eating disorder diagnosis (e.g., anorexia, bulimia, binge eating disorder, OSFED, 

UFED) that was made by a qualified clinician (e.g., medical doctor, psychiatrist, psychologist, or 

licensed counselor, therapist, or social worker). 

Background Information: 

The purpose of this study is to determine the relationship between psychological wellbeing and 

eating disorder recovery (e.g., anorexia, bulimia, binge eating disorder, OSFED, UFED). 

Procedures: 

If you agree to be in this study, we would ask you to complete the following survey.  The survey 

only needs to be completed once and will take an average of 15 to 20 minutes. 

Risks and Benefits of Being in this Study: 

There are no foreseeable risks to completing this survey.  However, there is a slight possibility 

that participants may find that some of the questions address sensitive topics (such as inquiries 

into eating disorder behaviors). Participants have the right to not respond to questions that make 

them uncomfortable, though responses are encouraged.  

Confidentiality: 
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The records of this study will be kept private and confidential to the extent permitted by law.  In 

any sort of report we may publish, we will not include any information that will make it possible 

to identify participants. Research records will be stored securely and only the researchers will 

have access to the records.  

Voluntary Nature of the Study: 

Participation in this study is voluntary.  If you decide to participate, you are free to not answer 

any question and may withdraw at any time. 

Contacts and Questions: 

The researchers conducting this study are Kelly Romano and Dr. Deborah Ebener. You may 

email them if you have any questions at this time.  If you have questions at a later time, you are 

encouraged to contact Ms. Romano or Dr. Ebener at either debener@fsu.edu or 850-644-8633.  

If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researchers, you are encouraged to contact the FSU Institutional Review Board at 

2010 Levy Street, Research Building B, Suite 276, Tallahassee, FL  32306-2742 or 850-644-

1789 (The College of Education). 

You may print a copy of this information to keep for your records. 

Statement of Consent: 

I have read the above information.  If I had any questions, I have asked them and have received 

answers. I consent to participate in the study. I am 18 years of age or older without a legal 

guardian, and have been diagnosed with an eating disorder at some point during my life. 

 

___Yes 

 

___No 
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APPENDIX D 

INSTRUMENT PERMISSION 

 
From: Eric Stice <estice@ori.org> 

Sent: Tuesday, April 12, 2016 11:15 PM 

To: Romano, Kelly 

Subject: Re: Requesting permission for use of the EDDS-5 

  

Hi Kelly, 

 

Nice to meet you electronically. We always allow anyone who wants to use any of the measures we have 

developed to use them. So you are good to go. There is limited psychometrics available, but you probably know 

this. I am attaching the scale and the programming for scoring. Cara Bohon has spearheaded the revision of the 

EDDS for DSM-5, so you will have to reach out to her if you have questions. 

 

Best of luck with your program of research and I hope to meet you at a conference sometime. -Eric 

 

From: "Romano, Kelly 

Date: Tuesday, April 12, 2016 at 1:52 PM 

To: Eric Stice <estice@ori.org<mailto:estice@ori.org>> 

Subject: Requesting permission for use of the EDDS-5 

 

 

Dear Dr. Stice, 

 

My name is Kelly Romano and I am a graduate student in Florida State University's Mental Health Counseling 

program. I am currently working on a masters-level thesis under the direction of Dr. Deborah Ebener and am 

interested in using the EDDS-5 within my assessment. However, I was not sure if the scale is available for use by 

other researchers at this time and wanted to see if it would be possible to obtain your permission for this purpose. 

 

The aim of my assessment is to determine whether disparate dimensions of psychological wellbeing differentially 

predict whether individuals with an eating disorder history are able to accurately discern whether they meet 

validated criteria for recovery. In this regard, I would love to implement the EDDS-5 to determine whether 

participants currently meet criteria for an eating disorder. 

 

I appreciate your consideration! 

 

My best, 

Kelly 

Kelly Romano, B.A. 

Graduate Student 

Mental Health Counseling M.S./Ed.S. 

Florida State University  
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From: Christopher Fairburn <highwall@medsci.ox.ac.uk> 

Sent: Wednesday, April 13, 2016 12:01 PM 

To: Romano, Kelly 

Subject: Re: Requesting permission for use of the EDE-Q 

  

You are most welcome and thank you for the feedback. 

 

Chris Fairburn 

 

************************************************** 

Professor Christopher G Fairburn, FMedSci, FRCPsych 

Centre for Research on Eating Disorders at Oxford 

Warneford Hospital 

Oxford OX3 7JX 

UK 

 

credo-oxford.com 

************************************************** 

From: "Romano, Kelly"   

Date: Tuesday, 12 April 2016 at 21:32 

To: "christopher.fairburn@psych.ox.ac.uk" <christopher.fairburn@psych.ox.ac.uk> 

Subject: Requesting permission for use of the EDE-Q 

 

Dear Dr. Fairburn, 

 

My name is Kelly Romano and I am a graduate student in Florida State University's Mental 

Health Counseling program. I am currently working on a masters-level thesis under the 

direction of Dr. Deborah Ebener and am interested in using the EDE-Q within my 

assessment. However, I was not sure if the scale is available for use by other researchers at this 

time and wanted to see if it would be possible to obtain your permission for this purpose.  

 

The aim of my assessment is to discern whether disparate dimensions of psychological 

wellbeing differentially predict whether individuals with a history of eating disorders are able to 

accurately conceptualize themselves as meeting validated criteria for recovery. In 

operationalizing the construct of recovery, I have decided to use Bardone-Cone and colleagues' 

(2010) criteria, which recommends employing the EDE-Q to assess participants' current 

symptom severity.  

 

I appreciate your consideration! 
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My best, 

Kelly 

 

Kelly Romano, B.A. 

Graduate Student 

Mental Health Counseling M.S./Ed.S. 

Florida State University  

 

From: THERESA M BERRIE <berrie@wisc.edu> 

Sent: Monday, April 18, 2016 9:10 AM 

To: Romano, Kelly 

Subject: RE: Requesting permission for use of the Ryff scale of psychological wellbeing 

  

Greetings, 

  

Thanks for your interest in the well-being scales. I am responding to your request on behalf of 

Carol Ryff. She has asked me to send you the following: 

  

You have her permission to use the scales for research or other non-commercial purposes. 

  

They are attached in the following files: 

  

"14 Item Instructions" 

lists 14 items for each of 6 scales of well-being (14x6=84 questions total), and includes details 

about: 

- how to use shorter versions of the scales 

- scoring instructions (for all lengths of the scales) 

- psychometric properties 

- a list of published studies using the scales 

(If the instructions do not answer your questions about the scales, see the publications by C. D. 

Ryff at the beginning of the list.) 

  

"14-item Questionnaire" 

is a formatted version of the full instrument with all 84 items. 

- If you want to use one of the shorter scales, you will need to modify this file. 

- See the "14 Item Instructions" for which questions to include. 

- We do not have formatted shorter instruments to send out. 

  

Please note, Dr. Ryff strongly recommends that you NOT use the ultra-short-form version (3 

items per scale, 3x6=18 items). That level of assessment has psychometric problems and does 

not do a good job of covering the content of the six well-being constructs. 
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There is no charge to use the scales, but we do ask that you please send us copies of any 

materials you may publish using the scales to berrie@wisc.edu and cryff@wisc.edu. 

  

Best wishes for your research, 
  
-- 
Theresa Berrie 
Administrative Assistant 
UW Institute on Aging 
  
  
From: Romano, Kelly  

Sent: Friday, April 15, 2016 3:42 PM 

To: CAROL RYFF <cryff@wisc.edu> 

Subject: Requesting permission for use of the Ryff scale of psychological wellbeing 

  

Dear Dr. Ryff, 

  

My name is Kelly Romano and I am a graduate student in Florida State University's Mental 

Health Counseling program. I am currently working on a masters-level thesis under the 

direction of Dr. Deborah Ebener and am interested in using your 84-item, Ryff's Scale of 

Psychological Wellbeing within my assessment. However, I was not sure if the scale is available 

for use by other researchers at this time and wanted to see if it would be possible to obtain 

your permission for this purpose.  

  

The purpose of my assessment is to discern whether the six  PWB dimensions accounted for in 

your scale differentially predict whether individuals with a history of eating disorders are able 

to accurately conceptualize themselves as meeting validated criteria for recovery.  

  

I appreciate your consideration in this regard! 

  

My best, 

Kelly 

  

Kelly Romano, B.A. 

Graduate Student 

Mental Health Counseling M.S./Ed.S. 

Florida State University  
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BIOGRAPHICAL SKETCH 

 

EDUCATION  

  

Florida State University, Tallahassee, FL                                                     Fall Semester 2015 to Present  

Mental Health Counseling, M.S./Ed.S. [GPA: 4.0]  

  

University of Connecticut, Storrs Mansfield, CT                                              January 2011 – May 2015  

B.A. in Human Development and Family Studies [GPA: 4.0]  

B.A. in English [GPA: 3.73]  

[Cumulative GPA: 3.87]   

  

RESEARCH EXPERIENCE  

  

Tallahassee, FL                May 2016 to Present  

The Center for Health Advocacy and Wellness, Florida State University, Tallahassee, FL  

    Tasks: Conducting and utilizing research on students to inform clinical practice at the 

University; implementing and assessing the efficacy of eating disorder and alcohol and other drug 

outreach and prevention initiatives; preparing and publishing manuscripts on eating disorder 

pathology; conference presentations.  

  

Tallahassee, FL        August 2015 to Present  

Principal Investigator: Dr. Martin Swanbrow Becker, Florida State University, Tallahassee, FL  

Study Descriptions:  

1) An assessment of predictors that explicate the high prevalence rates of body image 

dissatisfaction within college student populations.  

2) A study assessing perceived barriers to mental health service use as it pertains to eating 

disordered symptomology among college students.   

2) A study aiming to discern the role that undergoing adverse life experiences, such as traumatic 

events, plays in subsequent suicidality.  

3) A thematic analysis utilizing qualitative data to ascertain the salience of addressing mental 

health and wellness needs within first generation college students in an academic retention 

program.  

Tasks: Data coding and cleaning; thematic and quantitative analysis; community outreach 

presentations; manuscript publication.   

  

Tallahassee, FL         August 2015 to Present  

Principal Investigator: Dr. Deborah Ebener, Florida State University, Tallahassee, FL  

Study Descriptions:   

1) A master’s-level thesis assessing the accuracy with which individuals in recovery from an eating 

disorder conceptualize their current recovery status (full, partial, not currently in 

recovery), relative to both their subjective perceptions as well as an objective definition of such.  

2) A study assessing the effects of pharmacotherapy interventions on the recovery of individuals 

with comorbid ADHD and substance use disorders.  

3) A study assessing the role of demographic variables on one’s length of sobriety from non-

prescribed substances, in a population of women with ADHD who are also in substance use 

disorder recovery.   
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Tasks: Study conceptualization; questionnaire construction; writing IRB proposals and protocol; 

participant recruitment; conference presentations; data cleaning and analysis; manuscript and 

thesis completion.   

  

Storrs, CT                                                      May 2014 – Present  

Principal Investigator: Dr. Alaina Brenick, University of Connecticut, Storrs, CT  

Study Description(s):   

1) A study utilizing both quantitative and qualitative measures to investigate the role of 

systemic influences on social cognition, specifically in terms of intergroup relations 

amongst Jewish-American and Arab-American adolescents.  

2) A quantitative assessment of the roles that two distinct types of stigma (one pertaining 

to race, one pertaining to sexual orientation) as well as medical mistrust, play on Black 

women who have sex with women’s (BWSW) engagement in health care.  

Tasks: Manuscript preparation and publication; international and national conference 

presentations, in both poster symposia and regular presentation formats.   

  

Storrs, CT                                                  December 2014 – August 2015  

Principal Investigator: Dr. Amy Gorin, University of Connecticut, Storrs, CT  

Study Description: A longitudinal examination of the ripple effects of a commercial weight loss 

intervention on the family unit, as well as the role of weight stigma and bias on the health and 

well-being of each family member.   

Tasks: Recruited participants; collected data; obtained anthropometric measurements (height 

and weight); implemented randomized sampling procedures; data entry, cleaning, and 

analysis; completed IRB forms; created questionnaires; wrote a “Databook” that depicts study 

protocol for replicative trials; created a coding sheet for a meta-analysis; trained research 

assistants.  

  

Storrs, CT                               December 2014 – July 2015  

Principal Investigator: Dr. Shayne Anderson, University of Connecticut, Storrs CT  

Study Description: A study utilizing archival data from a Marriage and Family Therapy training 

clinic in the Northeastern United States that assessed the role of gender in therapy as it pertains 

to: client-perceived quality of the therapeutic alliance; motivation to change; sources of pressure 

to seek treatment; efficacy of the episode of care.  

Tasks: Study conceptualization; wrote IRB forms; data cleaning and analysis; poster 

presentations.   

  

Storrs, CT                       May 2014 – February 2015  

Principal Investigator: Dr. Beth Russell, University of Connecticut, Storrs, CT  

Study Description: A comparison of students attending a substance use recovery high school in 

the Northeastern United States and normatively developing adolescents. Specifically, 

assessments of participants' impulsivity, experiences of stress and concurrent employment of 

coping strategies, and emotion regulation were conducted.   

Tasks: Recruited participants; administered Qualtrics surveys; co-led a series of coping skills 

groups for participants; data entry and cleaning; conference presentations.  

  

PUBLICATIONS AND PAPERS   
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Brenick, A., & Romano, K. (2016). Perceived peer and parent out-group norms, cultural identity, 

and adolescents’ reasoning about peer intergroup exclusion. Child Development, 87(5), 

1392-1408.  

Brenick, A.,  Romano, K., Kegler, C., & Eaton, L., (revise and resubmit). Understanding the role of 

stigmas and medical mistrust when engaging in routine health care among Black women 

who have sex with women.  

Schelbe, L., Swanbrow Becker, M., & Romano, K. (revise and resubmit). Promoting first 

generation college students’ mental health: Student perceptions of an academic 

enrichment program.   

Romano, K., Colgary, C., Swanbrow Becker, M., Magnuson, A., & Fisher, H. (under review). 

Prevention of shape and weight concerns among college students: An examination of 

educational status variables.  

Colgary, C., Romano, K., Swanbrow Becker, M., Magnuson, A., & Fisher, H. (under review). The 

impact of personal- and public-perceived eating disorder stigma on self-reported help-

seeking barriers among undergraduate and graduate students.  

  

Papers in preparation:  

  

Brenick, A., & Romano, K. (in preparation). The role of peer and parent outgroup attitudes, age, 

and gender in adolescents’ evaluations of Arab-Jewish intergroup relations.  

  

CONFERENCE PRESENTATIONS  

  

Ebener, D., Romano, K., Magnuson, A., Alexander, J., & Devlin, E.J. (2017, August).  Prevention of 

substance use disorders on college campuses: A holistic wellness-based 

approach. Presentation submitted to the annual meeting of the American Psychological 

Association, Washington, DC.    

Romano, K., Colgary, C., & Fisher, H. (2017, March). Integrating research into eating disorder 

programming efforts on college campuses: Prevention and 

intervention. Presentation accepted for the annual meeting of the International 

Association for Eating Disorders Professionals, Las Vegas, NV.    

Romano, K., Colgary, C., & Stood, N. (2017, February). Weight and shape concerns 

among college students: Consideration of degree level. Poster accepted for presentation 

at the annual meeting of the Florida Mental Health Counseling Association, Orlando, FL.  

Colgary, C., Romano, K., & Stood, N. (2017, February). Eating disorder stigma among college 

students: Implications for practice and research. Poster accepted for presentation at the 

annual meeting of the Florida Mental Health Counseling Association, Orlando, FL.  

Stood, N., Colgary, C., & Romano, K. (2017, February). A theoretical review: History, etiology, and 

diagnosis of muscle dysmorphia among males. Poster accepted for presentation at the 

annual meeting of the Florida Mental Health Counseling Association, Orlando, FL.  

Devlin, E.J., Romano, K., & Ebener, D. (2016, August). The impact of ADHD medication vs. non-

medication on substance abuse recovery. Poster presented at the annual meeting of the 

American Psychological Association, Denver, CO.    

Brenick, A., & Romano, K. (2016, April). Parent outgroup norms, outgroup stereotypes and 

intergroup friendships with Jewish- and Arab-American youth. Poster presented at the 

biennial meeting of the Society for Research on Adolescents, Baltimore, MD.   
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Romano, K., Klinck, M., Yee, J., Fernandes, A., & Anderson, S. (2015, November). The 

internalization of gender norms and the therapeutic process. Poster presented at the 

annual meeting of the National Council on Family Relations, Vancouver, BC.   

Romano, K., Klinck, M., Yee, J., Fernandes, A., & Anderson, S. (2015, May). Gender-based 

differences in the therapeutic process. Poster presented at the annual meeting of the 

Connecticut Association for Marriage and Family Therapy, Trumbull, CT.   

Brenick, A. & Romano, K. (2015, March). Cultural identity, and perceived peer and 

parent outgroup norms in relation to engagement in cross-group friendships. Poster 

presented at the biennial meeting of the Society for Research in Child Development, 

Philadelphia, PA.  

Romano, K., Hutchison, M., Russell, B. S. & Thompson, A. (2015, March). Patterns in impulsivity 

and emotion regulation: A comparison of substance use recovery students. Poster 

presented at the biennial meeting of the Society for Research in Child Development, 

Philadelphia, PA.  

Thompson, A., Russell, B.S., Hutchison, M., & Romano, K. (2015, March). The power of home: 

Guardianship effects for adolescents in school-based substance use recovery. Poster 

presented at the biennial meeting of the Society for Research in Child Development, 

Philadelphia, PA.  

Brenick, A., Romano, K., Shea, M., & Killen, M. (2014, July). Peers and parents: The influence of 

salient group norms in two contexts of Arab-Jewish intergroup relationships. Poster 

presented at the biennial meeting of the International Society for the Study 

of Behavioural Development, Shanghai, China.  

Brenick, A., Romano, K., & Killen, M. (2012). Peer, parent, and community attitudes among 

Jewish-American adolescents: Evaluations of Arab-Jewish intergroup exclusion. Paper 

presented at the biennial meeting of the Society for Research on Adolescence, Canada.  

  

CLINICAL EXPERIENCE  

  

Better Living Solutions Eating Disorder Treatment Center                               May 2016 to present  

Tasks: Conducting individual and group-based counseling interventions; treatment planning; 

eating disorder workshop creation and implementation; meal support; case conceptualization; 

writing progress notes.  

  

The Human Service Center at Florida State University                                     May 2016 to present  

Tasks: Conducting individual psychotherapy sessions for both students at the University 

and members of the community.  

  

Group facilitator for “The Body Project”                                                        January 2016 to present  

The Body Project is a body image program designed for young adults with body 

dissatisfaction. Tasks: Facilitating discussions of the effects of internalizing the “thin-ideal,” which 

is prevalent among females in Westernized nations, in an effort to process the intrapersonal and 

sociocultural effects of such by means of verbal, written, and behavioral exercises within a group-

based format.   

  

Substance Use Disorder Coping Skills Group Leader               2015  

Tasks: Facilitated acceptance-based coping skills groups with students at a substance use 

disorder recovery high school in the Northeastern United States.  
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The Humphrey Clinic for Individual, Couple, and Family Therapy                                               2014  

University of Connecticut, Storrs, CT  

Tasks: Observed individual, couple, and family therapy sessions through a two-way mirror; 

attended a graduate-level practicum and learned the tenets of therapeutic practice; 

debriefed with a team of therapists and graduate students; provided input for treatment plans.  

  

  

PRESENTATIONS AND OUTREACH INITIATIVES  

  

National Eating Disorder Awareness (NEDA) Week (2017, February). Planning of a walk to 

increase eating disorder awareness (e.g., a NEDA walk) within the Tallahassee, Florida community 

and among Florida State University’s (FSU) students; bringing a renowned professional in the 

eating disorder field to present to FSU’s students; networking with community and student-

run organizations to procure sponsors and funding.   

  

Romano, K. (2016). Preventative initiatives for eating disorders, substance use disorders, and 

suicidality on college campuses. Guest lecture, Florida State University, Tallahassee, Florida.   

  

Colgary, C., Romano, K., & Spannring, J. (2016). Eating disorder symptomology: Promoting 

awareness and advocacy for disparate cultural groups. Presentation, The Multicultural Leadership 

Summit at Florida State University, Tallahassee, FL.  

  

Swanbrow Becker, M., & Romano, K. (2015). Preventing suicidal ideation and suicidality in middle 

school student populations. Presentation, Crossroad Academy Middle School, Quincy, Florida.   

  

GRANTS AND SCHOLARSHIPS  

  

The Myrtis Langston Watts Endowed Scholarship. Awarded by the Department of Educational 

Psychology and Learning Systems at Florida State University. September, 2016.  

  

Research Travel Grant. Awarded by the Council on Research in Education at Florida State 

University. February, 2016.   

  

The DeGraff Scholarship. Awarded by the Department of Educational Psychology and Learning 

Systems at Florida State University. September, 2015.    

  

Research Travel Grant. Awarded by the Office of Undergraduate Research at the University of 

Connecticut. May, 2015.  

  

MEMBERSHIPS AND HONORS  

  

Golden Key National Honors Society  

University of Connecticut, Storrs CT  

  

New England Scholar  

Named in January 2015  

  

LEADERSHIP  
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Co-Vice President of Active Minds at Florida State University  

Tallahassee, FL  

  

Vice President of Sigma Tau Delta English International Honors Society            

Chapter at the University of Connecticut, Storrs CT  

  

  

 


