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ABSTRACT

An assessment of service needs and resource avalilability for
s

-
clients with the eating disorders anorexia nervosa and bulimia

was conducted..in the Waterloo region™Jocated in southwestern

»

“Ortario, inauorder to ascertain the@number of individuals in the

region @ho currently suffer from the disbrders but for various
reasons have not sought treatment.f‘ln addition, the assessment
examined ghe availebility of spectalized services for this client
population, the sufficiency of extant. services in telation to
estimated service needs, and the degree 6§ inter-agency
networking in treating eating disorders. A variety of

-~ . . . N
needs/resource assessment techniques were utilized including the

9

social indicators approach, key informant intérVIews:;g wail
survey of community professioqgls, and a telephone survey of
individuals afflicted with the disorders. In order to faci}itate'
util%@ation of the 2§su1ts of the assessment a networking/héa1th

educatidn conference was arranged at which the preliminary

* results of the assessment were presented and delegates were

invited to become part of a task force which would utilize the
results of the assessment to improve services for clients with
eat:;g disorders in the region. The results :of the
need®/resource assessment suggested that there were ? large

number of indixidua]s in the region who currently suffer from an

y eatingéiaisorder but have not sought-trﬁu{?ent. In addition,“i
]

several specialized services for the treatment of these disorders

were found to be absent and the extant services insufflicient in

1]

-
¥
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relation to estimated service needs. Finaiiy, the assessment -
indicated a lack of professional and agency networking in
treating these disorders.  Apart from facilitating the
Qutilization of the. results "of the assessment throughy tﬁe
development of a task force,i the networking/health edutation
canference ;150 fﬁci1itatéd the education  of- community
pr;fessfbna{s and encouraged networking of services. Presently
ghe task _force consists of twelve committed individuals,
including profesg{bnals from a wide range pf disciplines and two
recovered bulimics. The group is currently in ‘the proce;s of
applying for funding and seeking sponsorship for an eating
disorders resourcg center in the regi&ﬁiwhieh would ehcourage
{éhése aff%iiz;&zgﬁgh the disorders to seekr treatment, prov%de
referra1s ‘to professiepalss who are caﬁable of treating the
disorders, provide selfa help groups for sufferers, facilitate
nétworking ~of  services and the education of community -

. ‘ . -5 - 7 Py .
professionals, and employ preventive/educational intefventions in

the region.
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INTRODUCTION - - S

’

- Towards The Development of a\ Resource Cehter for Individuals with

"

Anorexia Nervosa and/or Bulimia: A Needs/Resource Assessment, .
. .

. d

4 .

Professional Networking, anqur:fyanrplaﬁning Process

-

verview of the Project N }w
. ) C o

university health centers'’ 'request for assistance in meeting the

needs. of the increasing number of students who were seeking .

treatment _for anorexia neryosa and/or butimia. The centers™

L d

L 4 .
director felt there wasea need for a self _help group for these

individuals and also expressed a concern’ that there were many
Ve

students who weﬁgsufferingbfrom the disorders but had not sought

. tredtment. - While acknowledging the effectiveness of self help
gr\oups in- treating the disordérs‘, we felt an exclusive focus on

. treatment would limit the potential effectiveness of fche proposed

intervention. The role of socio-cultural fgctérs in thg etiology
y : &

. of these disorders has been well doccumented (Garner & Garfinkel,

'1980; Currie, 1988) anyd suggests the need fﬁaﬁaradjgmvshift
away from- direct tréatment towards prevér{tion. A:s a result, we
pe}'suaded the director that an appropriate approach would be to
first conduct a region wide needs/resource assessment ‘study which
would include an investigation of the need :for ‘prevention

progranmiﬁg. ‘ . »
. : 4

&
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The initial stages of the project invelved a community wide

assessment of service needs and resource availability for
iﬁéiyiduals with éhtinglﬁdisordera. : Spéeifically, four needs
assessment technfques were aemp1oyed The Soci;l Indlcators
Approach was used to estimate . the number of adolescent qu young

adult women in the Waterloo reg1on who are,a?yl1cted with the

disorders. Next, a jes of Key ';pformant Interviews were

®

conducted in order to ascertain the utility of conducting a large

scale mail survey of comlﬂtmity: professionals andj‘tojhot test
the guest1oq} to be included in this survey. The third strategy,
a ma1] survey,pf commun1ty professionals, was conducted 1; order
to qﬁcertain service access_1b1]1ty1 affordability, accéptab111ty

and availability and to provide an estimaie\cﬁ'the demand for

service, the service needs of this client bopulation as defined

by community professionals, and the degree ,of inter-agency
networking. Finally, a telephone survey of individuals afflicted

with the disorders . was conducted with the purpose of

Y

‘corroborating apd/or pointing out discrepancie; in the data

»
&
obtained from the professional maﬁl survey. Together the four

assessmont strategies provided a'clear\pjgpure of 'service needs
and resource availability and, more importantly, facilitated the

mobilization of community professionals and ‘residents toward

improving services for individuals with the disorders.

In order to further facilitate the mobilization of community

profeisionals J' network ingthealth ei?cation‘ conference on the

, o - I
topic of eating disorders was arranged at which the resuits of

\
w®
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the professional mail sque]’were desented and delegates were
dnvited to join a task force who would ufilize the results of the
assessment to improve services for this client population.
- . ' s - o i
Similarly, feedback to the telephone survey participants ,included *¢

an invitation to becéme a member of the task force.

kd

.. °

¥ date the..task force has met seven times. The currept

membershi® includes ten community professionals from a variety of?

.disciplines and two recovered bulimics. We are presently in the .

¥

process of applying foF funding for a community resource center
s

°

that woyld include such services as thé/brov1sion of information

and referrals, sglf help, public education andsprevention.

- -«

. Conceptual Framework . -

- — . 3
For decades psychoMgists have focused on the individual in e

attempting to undérstand the cause of mental health problems.

Individuals who failed to 1live up to a single standard of
W

competence ‘were labeled deficient and thought to be n need of
the help of a professional. As a result of this “person blame"
explanation of mental illness the individual became d&pendent on
,3pe professional¢;nd unable to recognize his or her own capacity4~
for self healing (Caplan & Nelson, 1973). The resultant

disempéweredu state has been dubbed "iatrogenic illness" in the |
popular literature kwalsh, in press; Nelson, Potasznik & Bennett,

' ’{‘
1983). o
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A ‘
In the early 1960'?the community mental hea?ovement

broughti to awareness the need ’for~major changes ir®our health
care system. While funding for mental health —programs was
becowing increasingly scarce, the demand for thesebfunds was
rapidly ingreasing. Several solutions were suggested including:
the coordination of serv{ce delivery to avoid duplication;
inyolv1ng the client population in the planning of programs to
ensure program ;gjevance; the use_ of non-professionals for the
delivery of services; program accountability and an increased
emphasis on prevention (Hodgsoh, 1984; Periman i Fisher-Dobbin,
1%84). These changes represented a major paradign shift from the
tradittéha] person blame explandtion of mental i]lness—fo a

systems level, competency framework based on client empowerment

and respect for human diversity (Fisher, 1982; Rappaport, 1977;

“Tﬂilsh, in press; Watzlawick, Wealland & Fisch, 1979). The

present investigation 1is grounded in this new conceptuad--
framework which is discussedkfn detail in several excellent texts
on community psychology (Rappaport, 1977; Fisher, 19821& A brief

review of community psychology concepts which are relevant to

“this investigation will be presented here.

In recognizing the impact of the socio-economic context it

becomes evident that the use of a single’standard of competence

in defining menta] health is inappropriate. With a respect for

human diversity and an awareness of cultural relativity the
- h

professional begins to see the compeqégcies inherent in all

humans. This competency framework is the basis of community
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psychology interventions. The <c¢lient population who wére
traditionally viewed as passive recipients of mental health care
are instead viewed as having the capacity to make a worthwhile
contribution in several areas. Involving the client population
in program planning activities ensures program relevance and
- increases their sense of self worth as they become aware of the
valqe of the contributions they are able to méke. The latter
poinfl-refers to the process of client empowerment (Rappaport,
1977) a concept which is central to community psychology
philosophy. Similarly, participation in self help act1J:t1es and
the use of non-professionals for the delivery of services serves
to empower the individual and results in considerable savings of

professional resources.

In addition to contributions in the area of program planning

and the provision of services, the client population can also *

increase the validiti and objectivity of evaluative research. As
the gqulf between the need for mental health services and the
availability of funds for such services has widened the
evaluation of program effectiveness has become a necessary
program activity. While research is never truely value free
(Marti-Costa & Serrano-Garcia, 1983) the political nature of
accountability research makes it particularly vulnerable to bias.
As a result, special attention must be paid to issues of validity
and objectivity. In contras® to the traditional scientific
paradigm whidh required%figorous objective detachment, it is now

clear that the objectivity and validity of research is increased
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through interpersonal exchange between the researcher and data
source (waléh; 1987) and t failing to obtain input from the
client population will likely result in 2 biased evaluation

(Seigel, Attkisson & Cohn, 1978).
L3

Apart from recognizing éhe v§1uab1e\;ontributiéns the client
population can make, community- psychologists also recognize the
importance of considering the gocio—economic context in designing
mental rhealth interventions. Despite amgﬁe evidence to support
the ut1lity of systems level interventions, however, funding in
the field of mental health continues to be primarily allocated to
the direct treatment of individuals. The move away from fhis
emphasis on direct treatment is further hindered by the political
reality of the times. Despite a genuine commitment to the
betterment of societyz health care profggsionals have a vested
interest in maintainin% the status éuo whi;h provides them with
status and power (Reiff, 1974). While there will always be
individual; who are in need of direct treatment, it is both
expensive and of unproven effectiveness (Nelson et al., 1983).
Although the effectiveness of the alternatives suggested by
community h@ycho1ogy are also wunproven, they do address the
question of efficiency by utilizing the ;resou}ces of the client
comﬁunity, preventing costly service duplication 'through the
coordination of mental health serviges, and reducing the overall
prevalence of mental health prjﬁﬂgms - through preventative

interventions.
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The concept of prevention subsumes a significant portion of
community psyphalégy research and is particularly relevant to the
present investigation. Preventive interventions include those
that attemp£ _to reduce the incidence of a disorger (primary
prevention) and those that are designed to limit the duration and.
severity of disorder (secondary prevention) (Fisher, 1982), while , ¥
tertiary prevention- is s&nonymous with direct treatment. Praimary
prevention activities include those that are aimed at removing
the environméLta] factors that create or maintain jlliness
(proactive) de those that help individuals build resistances to
these factors (reactive). While som;\authors feel the latter is
“old wine in new bottles" (Rappaport, 1977} because the focus is
still on changing the individual,‘aoth%rs note tﬁat proactive
~primary prevention 1is difficult to imp]j‘gnt (Heller, Price,
Reinharz, Riger & wand;}sman, 1984; Fisher, 1982). Heller et
al., (1984) further sub-divide primary prevention interventions
into those that are administered to all members of the community
(community wide) or all members of the -community who are at a
specific '1ife stage (milestone) and those that are only
administered to individuals who have been identified as "at risk"
(high risk). While the community wide and milestone.approaches
avoid the dahgers of overprediction and labeling they are also - .
expensive and generally of most benefit to individuals who are
already functioning well. 1In general these authors report that
the most sgccessfu] primary prevention interventions are tho;e

- ) 7
that are designed to ameliorate specific life stressors, improve
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psycho-social competence or improve health-related behavior.

A final community psychology concept that is relevant in the
present investigation has to do with the co]lectgsn and analysis
of data. Community psychology research is by nature applied
research which is groundeq~in the philosophy of humanism. As
such, the methodologies utilized do not mesh well with tWhe
traditional experimental Ahetho&s used in laboratory research; '
Alternatively, the quasi-experimental method of data collection

and analysis, though less rigorous, permits an understanding of

real world behavior (Fisher, 1982).

While this discussion  of the conceptual framework within
which the present study has been conducted is by no means

exhaustive, our goal was to provide the reader with a basic

- understanding of the community psychology conc%gts which are

relevant to this investigation. Throughout this paper the themes

dg§cussed‘in this section will resurface. The importance of each

'

will become clear through their application.

Research Questions

The ﬁresent study is an investigation of service needs and -
resource availability for clients with the eating disorders
anorexia nervosa and bulimia in the region of Waterloo located in
Southwestern Ontario. In keeping with the requirements of a

maximally valid and objective investigation potential clients as

well as health care professionals from a variety of disciplines
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were invited' to participate through d various assessment
techniques. No formal  predictions were made since this
vestigation was a descriptive study and most needs/resource
assesdent techniques do not produce data that aré amenable tp
1 statisz%él analysis. Nonetheless, four formal

inferenti

researc questions were postulated in order to guide the study:

1. Approximately how many individuals in the Waterloo region

currently suffer from an eating disorder but have not sought

treatment? (the service gap). W

2. What services, deemed necessary in the treatment of eating
disorders, do not exist in the Waterloo region? (missing
services).

3. To what extent are available services in tﬁé Waterloo region
sufficient to meet the service needs of clients with eating
disorders? (sufficiency of extant services). :

4. To  what degree are community professionals aware of
specialized services for, individuals with eating disorders in the
Waterloo region and to what extent do they utilize these services
for referral purposes? (networking of services).

~
L] . ]

While service utilization data are often used as an

indicator of service needs, this 1is not appropriﬁtg in the

present investiga since, a‘s"we hope to demonws’.{ir\"z;te ‘in
answering o:Pk%%rsﬁ research question, there are many in needwwho
are not utilizers. An estimate: of the number of individuals who
are afflicted with an eating disorder in the Waterloco region will
instead be inferred from the incidence statistics reported in the
Jiterature for similar populgglons. This estimate will then be
compared lIan estimate' of the number of individuals utilizing

services Wor the treatment of an eating disorder based on the

number of requests for service from this client population
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reported by community professiona]s:* The results of this

comparison will provide us with an estimate of the service gap.
‘s

Our second rgsearth question will invélve aﬁ assessment of
extant‘ services in order to determine the degree to which
services are accessible, affordable, acceptable and available
with specific reference to clients with anorexia nervosa and/or
bulimia (these terms will be operationally d;fined in a _later
section). In addition, in%ividua]s,who are afflicted with tﬁe
disorders and have utilized services within the community will be
surveyed to ascertain the degree to whic% services are
accessible, affordable, acceptable and  available from the
perspective of the potential client. The results of this Part of
the assessment will then be compared to an assessment of service
needs based on an'assessment of the felt neéds of the client
population coupled with an assessment of the needs attributed to
this c1ient‘popu1ation byﬁ the professionals who treat them. The
results of'}his comparison should permit the identification of
services th;t are necessary in the treatment of eating disorders

v

but do not exist in the Waterloco region.

OQur  third research question will be investiqated by
comparing our data on the availability of accessible, affordable
and acceptable services for clients with eating disorders to our
estimate of the prevalence of the disorders in the Waterloo

region. b -
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Qur fourth and final research question will involve directly
measuring professional awareness of services and the number of
inter-agency referrals.

ature Review
1 Y

Eating Disorders Background

Eating disorders primarily afféct women (Garner & Davis,
1986) hence the feminine pronoun is used throughout this paper.
Over three“ hundred years ago case histories of individuals
exhibiting the symptoms of anorexia nervosa were recorded
(Rothman, 1982). Bulimia, a related disorder; dates back to the
times of the Roman feasts. While these disorders have
historically been extremely rare, there has been a dramatic
increase in incidence among adolescent and early adult females
over the past two decades (Du&d]e, 1973; Bruch, 1978; Garner &
Garfinkel, 1980; Misik, 1981; Johnson, 1982; Garner, 1984).
Anorexia nervosa, characterized by voluntary self starvation
coupled with an intense desire to be thin is estimated to affect
1.1 per cent of adolescent and yqung’adult females i; the United .
States (U.S.) (Pope, Hudson, & Yurgelun-Todd, 1984). jBulimia, a
binge-purge cycle which occurs in fifty per cent of individuals
with anorexia refers to fecurrent episodes Sf binge eating
immediately fo]lowed‘by one of several forms of self purgation
including self induced vomiting, laxative or diuretic abuse,
; fasting and/or excessive exercise. Bulimia also occurs in normal

and slightly overweight individuals, in which case it s

o
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classified as _ a separate disorder by " the Diagnostic and
_Statistical Manual of Mental Disorders (DSM-III, 1980). However,
some professiopals have questioned the validjmyg of this
distinction since, as noted above, approximatély 50 per cent of

anorexics engage in binge eating and purging.and longitudial

4

studies have demonstrated that a large: number of anorexics
eventually become bulimic (Garner, Garfinkel &*0'Shaughnessy,
1985; Holmgren, Humble, Norring, Roof, Rosmark & Sdhlberg, 1983).«
Bué}pia as a symptom oc a syndrome is reported to affect 13.6 per
cent of adolescent and young adult females in the U.S. (Pope,
Hudson & Yurgelun-Todd, 1984). §ever§1 studies on the prevalence .
and/or incidence of these disorders will be reviewed in detail in
the section on epidemiology. RNhen one considers that
Frankenburg, Garfinkel and Garner, 1982, report a morta]i€§ rate
« 'of between 5 and 15 per cent for anorexia nervosa these
prevalence figures are frightening]& high. Although mortality
rates for bulimia were not reported, Steinhausen and Glanville,
1983, <note that the presence of binge eating and vomiting is
consistently associated with an unfavorable outcome. The most
.common cause of death for both disorders is suicide. Heart
failure resulting from an electrolite imbalance is also quite

common. In addition, anorexics frequently die from starvation

jtself.
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Etiology

Numerous causes have been suggested for both disordefs.

Bruch (1973) identifies several individual and familial
characteristics that might play a role in etiology. Séﬁéral

others have identified these characteristics in patients with

anorexia nervosa (Kalliopuska. 1982; Misik, 1981). Familial
characteristics are also thought to be linked to¥fhe onset -of

’ bulimia (Strober et al., 1982; Johnson & Flach, 1984; Garner,
Garfinkel é& O'SzgughneSSy, 1983). Wardel and Beinart (1981)
suggest that the-onset of the binge-purge syndrome results from

the increasing res@raint as dieting becomes excessive, which
increases the craving for "bad foods" (usually carbohydrates or

¥ fats). Faced with the discrepancy between the “1deal” body stepe
dictated by the cu1tu?e or social class, women do not question

the validity of the standard but instead strive to achieve it
through dieting (Love & Johnson, 1985). Garner and Garfinkel

(1980) conclude that the disorder is multidetermined emphasizing

the rBJeQ oi socio:ﬁulturalapressures to be thin. In support of

Yhe 1latter these éuthors document an appafent’ increase in the
incidence of anorexia that paya]lels Western cultures preference

] for increasingly thinner body shapes in women. Furthermore,‘they
7/uuL§i that thi; has occurred in the context of increasing North

‘ ’/ American #tandard weight norms for women. Feminist thebrists

%
further- support the socio-cultural etiological hypothesis

(Currie, 1988).
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Biological factors have also been implicated for bulimia.®

- For instance, remission of symptoms in response to antidepressant
s . .

medicatign has -been reported ' suggesting the importance of
neurochemical factors (Strober, 1981; Strober, Salkin, Burroughs
& Marrell, 1982; Pope, Hudson, Jones & Yurgelund, 1983). Another
study condﬁcted by Qerzog‘ and Ott (1986) fo; the National
Institute of Mental Health in 1982 idgn%ified an increase in the
activity of endogenous opiods éanaorexic patients ;ag;ain
suggesting a possible biological cause. Interestingly, Garner,
1988, while supporting &he €§Zio-cultyra1 etiological hypothesis,
argued that all of .the symptoms associated with severe bulimia
and anorexia nervosa, including binge eating, food‘preoccupation,

social withdrawl, food fétisﬁes, and depression, are features of

the biological effects of starvation.

- ¢
Ireatment

¢

An examination of the literature revealed that a wide range
of . treatment strategies have proven effective with this tlient
population. . However, Jue to‘ their heterogeneous clinical
presentation and etiology there did not appear to emerge a
modality of choice for either qisorder (Garner & Isaacs, 1986;
Garfinkel, Moldofsky & Garner, 1980; Anderson, ﬁ;db1om & Hubbard,
1983). Most professionals agree treatment must include a
"multidisci;%inary team" or ‘"multifaceted" treatment approach
(Anderson et al., 1983; Hedblom, Hubbard¥ Anderson, 1981; Herzog
4 Ott, 1986; Garfinkel, 1985; Garner & Isaacs, 1986). The

o ——
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multidisciplinary ieam should at minimum include a nurse or
medical doctor to monitor the™Mealth status. of the individual and
'a psychiatrist, psycholﬁgist or social worker to deal with the
underlying psycho1ogica3 disorder (Kinoy, 1985; Hedblom, et al.,
1981; Herzog & Ott, 1986). Ideally a wide r;ngé of treatment
modalities should be"avai]abléﬁinc1uding hospitalization, post
hospital treatmemt, behaviour modificafion (in or out of
hospital), ~odt‘patient tﬂﬁrapy (individual, family or group)
stress _manag;ﬁent training and medication for persistent
depression, although no single individual would require all of
these (Hedblom et al., 1981; Garfinkel, 1985; Garner & Isaacs,
a?86; Rosen & Leitenberg, 1982).

Garner and Isaacs, 1986, recommend a two track approach to

the treatment of*eating disorders including 1. changing the overt

behavioral pattern and 2. dealing with the underiying.

psychological issues. While most patients can be effectively

treated on an outpatient basis | (Garner & Davis, 1986)
* hospitalization is recommended for ind%viduals who: are at a
dangerously low weight; afé suicida}; for whom the binge-purge
cycle has become totally out of control; or for whom removal from
the hqme environment is deemed necessé;y to facilitate recovery
(Sanger & Cassino, 1984; Morgan, Purgold & Welbourne, 1983;
Lenihan & Sanders, 1984; Garfinkel, 1985). Specialized units in
_hospita] that utilize behavior management techniques u;re

effective at restoring weight in the anorexic, however,

Garfinkel, 1985, notes that®.post hospital treatment is necessary
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to maintain weight gain. Noﬁethelegs, weight gain in and of
itself i§ important because it a ergquisite to pSy;ho]ogica!
géih in the Tlow weigHt anorexic fagrfinkel, 1985; Anderson et
al., 1583) ‘on; 'ec’u of starvation is an insuff‘fcient supply of
protein to the GEai;J which results <n an inability to think
lagicallyl— 1In hospital treatment of less severe ‘cgses may be
countefproductive since it may serve as a fetreat ff;m real life
problems and/or a copfirmation of the sick role (Morgan et al.,

1983). T

® -‘ . -

Individual psychotherapy, behavior therapy and family

therapy have all proven effective in the treatment of eating

disorgers (Hudson & Pope, 1986; Garfinkel, 1985; Fraﬁko, 1§87;

I”blom, et al., 1981; Pallazzoli, 1978). While there is little
agreement as to the most effective mode of therapy (Steinhausen &

Glanvi]]e, ‘1983: Pallazzoli, 1978) it is clear that individual

‘and family characteristics affect the success obtained with each

of these modalities. Group therapy is frequentIy recommended as
an important adjunct to individual or family tkerapy (Garf1nke1

1985; Lieb & Thompson, 1984; Johnson, Connors & Stuckey, 1983;
Kinoy, 1985; Franko, 1987; Hedblom et al., 1981; Hudson & Pope,
1986) because it helps reduce the isolation commonly experienced
by these individuals. Some gﬁthors assert that group therapy is
&he n/\/ost ;ffective and efficient approach to the t‘rﬂeatment of
eating disorders and is superior to individual the}apy for some

aspects of the recovery process (inbody & E1lis, 1985; Lenihan &

Sanders, 1984) althouﬁh Kinoy, 1985, cautions that it might teach
R

*
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members new destructive behaviors " or maintain  their
jdentification with the illngss. Finally, Laroccq and Goodner;
1986, note that nutritional counselling is an essential part of

any eating disorder treatment program since, although theée

individuals are highly aware of the calorie conient éf various ~ -

foods, they seldom have adequate knowledge of the nutr1t1ona1

requwements of awife sustammg diet.
ventio

With the rapidly increasing incidence of .these disorders the
need for preventive- interventions is apparent. Primary
prevention might include investjgating the predispositional risk,
factors of eating disorders (Chng, 1983) and implementing
programs in the schools aimed at changing maladaptive attitudes

. A L

and behaviors. For example, the pressures placed on young women
to-majintain sub-normal bedy weights in our culture have been well

documented (Bruch, 1978; Garner, 1980). If eating disorders are

gt least in part caused by the current dieting epidemic, then

“their _prevalence could be reduced by changing the currently-

sanctioned “ideal" body shape and size - for wqmen. Szmukler
3

(1985) suggests ihat primary preQention of eating disorders is

ana]ogous to the pr1mary prevent1on of alcoholism. In the latter

research has shown a positive corre1at1on between the level of

alcohol consumption in a society and the incidence of alcoholism.

Similarily, there is an association between the amount of dieting

in a society and the inc;;§nce of ‘anorexia nervosa and bulimia.
»

%
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Unfortunately, as”in the case of alcohol consumption, it is no
Neasy task to rdeducg dieting behavior 1n our society, however, by
educating adolescent and early adult females as to the dangers of
dieting and the inappropriateness of the :ﬁﬁ; sanctioned
“1deal” body shape for women, we could begin to slow the rapid
increase of ‘these disorders, Finally, primary prevention might
tate the form of legal sanctions against the media for using

pre-pubescent -females in advertisements for womens' products.

Secolndary prevent ion, thoug’hJ certainly less effective, is
somewhat easier to implement (Vandereycken"‘% Meermann, 1984).
Early detection and intervention is consistently associated with
a good prognosis (Morgan, Purgold & Welbourne, 1983; Szmuk]er;
1985; Garner., 1982; Garner, 1983; Joknson, 1982; Weed-Mannak,
f)rop. Smits, Strybosch & Bremer, 1983; Anderson, et 61., 1983).
Unfortunately, however, few people a‘re aware of the ear 1y warning
signs of an eating disorder. . Secondary prevention of eating

~disorders thus would require the education of parents, friepds,
teachers, ichool nurses, family physicians and other individuals
who are 1ikely to see a crisis developing (Chng, 1983).
Vandereycken and Meferman (1984) note that early defection of
esting disorders is hindered by both "patient delay" and "doctor
delay". fhe anorexic  who 15‘ proud of her weight loss will
judicrous ty conceal any symptoms that might permit identification
while the bulimic often lies about her. behavior out of shame or
quilt. Family phy}icians‘often fail to detect the disorders in
their ear 1y .stages due to thHe high level of functioning typical

4
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of these patients. Nonetﬁ?ﬂess, a number of early warking signs
have been identified inv the 1literature including weiﬂ?f‘1oss
accompanied by increasing social isolation (Bruch, 1976). weight
preoccupation, perfectionism, low self esteemﬁ”FE?ﬁyed menar che
or amenorrhea, an; the erosion of tooth enamel (Vanderéycké; &
Meermann, 1984). These autﬁors recommend administering a
screening questionnaire such as the Eat::sﬁﬁ?surders Inventory
(Garner, Olimsted & Polivy, 1983) to “"at risk" populations.
Finally, Sheinin (1983) Tists a number of abnormalities in
routine 1aboraf2::%X$valuations that signal a possible eating

)'\ -
disorder. )

Epidemiology

Studies which have examined the occurrence of anorexia
nervosa and/or bulimia in North American populations have
generally used one of two approaches: a retrospective examination
of ¥Yequests for service (Stangler & Printz, 1980) or sample
surveyg of "at risk" populations at a given point in time
(Maceyko & Nagelberg, 1985; Piccinini & Mitic, 1987; Hart &
0llendick, 1985). This review will concentrate on North American
studies that have utilized sample surveys, since the former
. aéproach ignores the large number of individuals who suffer from

an eating disorder but have not sought treatment (Johnson»&

Berndt, 1983; Fairburn and Cooper, 1982).

The questions included in surveys designed to detect

\
indtviduals with eating disorders have varied widely. Whyle the

!
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majority include variously defined diagnostic “criteria for the
disordérs, as specif%ed in the Diagnostic and Statistical Manual
for Mental Disorders (DSM-III, 1980) (Maceyko & Nagelburg, 1985;
Piccinini & Mitic, 1987; Katz&an, et al., 1984; Crowther, &t al‘,—
1985) others have utilized questionnaires which assess the
presence of characteristics observed in patiefts with eating
disorders (Hyrt & 0llendick, 1985; VanThorne & Vogel, 1985). The
latter are most useful as a pre-screening instrument and should
. probably be used in conjunction with a diagnostic interview to
assess the degree to which the identified individual meets

DSM-~1II criteria for the disorders. '

Surveys which 1incoporate DSM-III criteria have produced

4 .
widely varying estimates fot two main reasons. First, while the

majority of survey approaches report prevalence statisties (the

number of individuals with the disorders at a given point<in

time) a few have worded questions in such a way that they are
instead obtaining estimates of the incidence of the disorders
(the number of individuals who have experienéed the disorders at
some point in their Tife). These procedures may produce
different estimates although, as noted earlier, the magnitude of
the difference is affected by specific characteristics of the
disorder; #ing investiaated. Anorexia nervosa which is a
relatively rare djsbrder jﬂ% generally of long duration is likely
661y minimally affected by .&ifferences in these sampling
techniques: Secondly, a number of studies have f§11ed to include

all of the DSM-III criteria for the disorders and/or have

4
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inﬁluded -additional restrictive criteria in attempting to
identify individuals who more closely resemble the patients seen
in ¢linical settings (Pyle, Mitchell, chert, Halvorson, Neuman &
Goff, 1983; Pyle & Mitchell, 1986). Garner & Davis (1986) have
discussed the DSM-III (1980) criteria' in detail and offered.a
number of criticisms. In addition they have recommended a
revised set of criteria which now comﬁrise the DSM-IIT R (1985).
In order to facilitate 1nterpfetation of epidemiological studies
which have wutilized variously defined inclusion criteria, .the
present review will assume that the DSM-III R criteria represent

the maost accurate inclusion criteria.

Table 1 presents the DSM III, 1980 criteria for anorexia
nervesa and bulimia. The revised criteria for the two disorders
(DSM III R, 1985) are presented in Table 2. Major changes in the
criteria specified for a diagnosis of Lulimia include the
eliminatjon of criteria D, E and B 1,2,3 and 5 and the
specification of a minimum frequency of two eating binges per
week for a period of at least three months. Changes in the

lpriteria for anorexia nervosa incluge the maintenance of a body
wéight 15 per cent, as opposed to 25 per cent, below expected for

age and height and the additional ¢riterion in females of primary

or secondary” amenorhea.
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5 TABLE 1
DSM-1I1 (1980)
CRITERIA FOR A DIAGNOSIS OF ANOREXIA NERVOSA

—._A. Intense fear of wecoming obese, which does not diminish as
“weight loss progresses. § _
B. Disturbance of body image (e.g., claiming to feel fat even
when emacrated). -
- )]
C. Weight loss of at least 25% of original Qody weight or, if
under 18 years of age, weight loss from originad body weight ptus
projected weight gain expected from growth charﬁs may be tombined
to make the 25%.

D. Refusal to maintain body weight over a minimal normal weight
for age and height.

E. No known physical illness that would account for the weight
loss.

* CRITERIA FOR A DIAGNOSIS OF BULIMIA

A. Recurrent episodes of binge eating (rapid consumption of a
“large amount of food in a discrete period of time, usually less
than 2 hours). ,

B. At least three of the following: _
‘1. consumption of high-caloric, easily ingested food during a binge
2. inconspicuous eating-during a binge

3. termination of such eating episodes by abdominal pain, sleep,
social interruption, or self-induced vomiting

4. repeated attempts to lose weight by severely restrictive diets,
self-induced vomiting, or use of cathartics or diuretics )
5. frequent weight fluctuations greater than 10 pounds due to
alternating blnges and fasts

C. Awareness that the eating pattern is abmormal and fear of not
being able to stop voluntarily.

D. Depressed mood and self-depreciating thoughts following eating
binges. .

e
E. The bulimic episodes are not due to anorexia nervosa or any
known physical disorder.

. | '\7 | | | |

b4
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TABLE 2
DSM-1II R (1985)
CRITERIA FOR A DIAGNOSIS OF ANOREXIA NERVOSA

A. Intense fear of becoming obese, even when underweight.

B. Disturbance in the way in which one's body weight, size, or
shape is experienced, for example, claiming to "feel fat" even
when emaciated; belief that one area of the body is "too fat"
even when obviously underweight.

C. Refusal to maintain body weight over a minimal normal weight
for age and height, for example, weight 1loss leading to

maintenance of body weight 15% below expected; failure to make.

expected weight gain during period of growth, Jleading to body
weight 15% below expected.

D. 1In femafg;, absence of at least three consecutive menstrugy
cycles. when otherwise expected to occur (primary or secondary
amenorrhea).

i "

CRITERIA FOR A DIAGNOSIS OF BULIMIC DISORDER

A. Recurrent episodes‘ of‘bjnge*eating (rapid consumption of a
large amount of food in a“discrete period of time, usually less
than 2 hours). -

B. During the eating binges there is a feeling of lack of control
over the eating behavior.

C. The individual regularly engages in either self-induced
vomiting, use of 1laxatives, or rigorous dieting or fasting in
Eﬁibr to counteract the effects of the binge eating.

D. A minimum average of two binge-eating episodes per week for at
least three months. :
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The literature abounds with studies examining the occurrence
of bulimia in North Amefican females, especially highschool and
college females. Two std??es which examine the 1g§1g;ggg of
bulimia report statistics for both populations in addition to
suburban women shoppers. In ;He first study Pope, Hudson,
Yurgelun-Todd and Hudson, 1984, report an incidence of 12.6 to
lé.6 - per cent for' a sample of 389 college females and 6.5 per
cent for a sample of 155 highschool females using DSM-III (1980)
criteria. égthough th?yﬂgxcluded criterion E, this criteqion was
also exclﬂéed in DSM;III‘ R (1985) suggesting that it was found
not to be’important in diagnosing the disorder. They did not,
however, require that binge eating episodes be recurrent as
specified in DSM-III R. The second study reported an incidence
rate for bulimia of 10.3vper cent in 300 Boston women who w;re
approached while shopping at a suburban shopping mall, again
using DSM-III (1980) criteria (Pope, Hudson & Yurgelun-Todd,
1984). In this study the authors reported a separate statistic
for bulimia using DSM-III (1980) criteria plus the additional
criteria of at' least weekly binge eating and reported self
induced vomiting or laxative abuse. Unfortunately, this
information is not useful because they did not report ths/%er
cent of individuals who engaged ih wéekly binge eating but purged
by means of fasting and/or excessive exercise. While the sample
included all females judged to be over 12.years of age, they
report a §ignificantly higher incidence for women 13 to 20 years

of age compared to those 31 years of ‘age and over.

]
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The above studies also examined the incidence of anorexia
nervosa.- Pope, ﬂudson, Yurgelun-Todd and Hudson (1984) report an
incidence of befweeq 1 Sng 4.2 per cent for college females and
3.8 per cent  for highschool femalés. Pope, Hudson aﬁd
Yurgelun-Todd (1984) report a significanily lower rate of .7 per
cent in their study of suburban wgmen shoppers. 1In this case the
tyo respondents who met DSM IIL criteria for a lifetime diagnosis
of anorexia nervesa were both between 13 and 20 years of age.
The first study excluded criteria D and E from DSM-III (1980).
Criterion E was excluded in* DSM-III R (1985) however, criterion D
is subsumed under criterion C of the revised criteria. As a
result, the criteria utilized in these studies required thé loss

of the specified pe?centage of body weight but did not require a

refusal to gain weight and the maintenance of this sub-normal

—

weight. On the other hand, the required weight loss speci?’led”'inyi

the revised criterion is only 15 per- cent cohpared to 25 per cent
in the original criterion. Finally, neither study included thé
additional criterion of primary or secoﬁdary amenorrhea as
specified in DSM-III R (1985). All of this éﬁnsiderably clouds
the interpretation of the specifiéﬁ incidence rates. The
stricter criterion of a loss of 25 per cent as opposed to 15 per
cent of expected body weight 1likely resulted 1n an
underest imation of inc{6ence. On the other hand, the faiiure to
require intentional maintenance of a subnormal weight and the

presence of'yprimary or secondary amenorrhea may have biased the

v .

results in the opposite direction. =
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f .The remaining studies to be discussed report prevalence
rates. Four studies which examine the prevalence of bulimia in
college and univer;ity women report rates (gnging from 4 to 19
per cent, Zuckerman, Colby, Wafi;and Lazersop, 1986, reported a
prevalence of 4 per ceg} in 631 New England college freshmen and
seniors, using DSM-III (1980) criteria plus an additional

criterion of at. least weekly binge eating. They also

operationally defined a binge to include a minimum of 1000.

calories. Although the. addition of these criteria probably
increases the validity of the obtained prebalence rate, the
inplusion of all of the criteria from DSM-III (1980) mg} have
resulted in an underestimation of actual prevalence. A second
study which reported a similar prevalence statistig}}gf 4.5 per
cent ‘for female freshmen students at a state university in
midwestern United States, also u;ed DSM III (1980) criteria plus
the additional criterion of at least weekly binge eating (Pyle et
a;., 1983). In this study criteria C and sgwere excluded.
Unfortunately this makes interpretation of the results difficult
since DSM-III R (1985) excludes criterion E but also excludes
criteria D and B 1,2,3 and 5 and does not exclude criterion C.
The third study examined, a study of 412 female students living
in residence at a Canadian wuniversity in Halifax Nova Scotia,
reported a prevalence rate for bulimia of ;.5 per cent (Piccinini
& Mitic, 1987). The criteria used included all of DSM-III (1980)
with ;he additional criterion of at least weekly binging and

*
purging. Since purging was not limited to vomiting or laxative

L]
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abuse the obtained statistic is probably quite accurate, although
again the inclusioﬂgof all of DS&-III (1980) may have resulted in
an underestimation of the actual prevaience. The fourth study.
which examined the prevalence of bulimia in 539 summer seséion
reéistrants at a suburban liberal arts campus of theaktate
University of New York reported a much higher prevalence for
females ofﬁ per cent (Halmi, Falk & Schwartz, 1981). Although
this study is widelgacited\jn the literature, there are two major
problems with the methodology which need to be taken into account
when considering the accuraaylpf the reported prevalence rate.
To begin with, Katzman et al., 1984, point out that the sample
may not have been representative of colilege feriales. Secondly,
the questionnaire did not include criteria’t or C from DSM-]II
(1980). Both of these criteria are partially included in DSM-111
R (1985). Finally, &he requirement tﬁat binge eating episodes be
recuﬁrent was not included. Based on the foregoing discussion it

would be safe to concliude-that bulimia affects at least 7.5 per

_cent of Cana%ian female university stidents keeping in mind that

this is likely an underestimation of the actual prevalence.

A second population that has rece}ved considerable attention
in epidem%Eﬁog@;ai research on bﬁ]imia 1s highschool females.
The four studies to be ;¥amined in this review report prevalence
rates ranging from 2.4 to 7.1 per «cent. Katzman et al., 1984,
reported a prevalence of 3.§'per cent for bulimia in 485 female
freshmen at Arizona State University in the U.S., using DSM III

(1980) criteria plus a minimum requirement of eight binge eating

»

\
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episodes per month. They also . operationaily defined a’%inge,

episode to include a minimum of 1,200 célories. As noted
previouslyy the inclusion of all the criteria from DSM-III (1980)
may have resd]ted in an underestimation of the actual prev;?eﬁce.
A second study by Crowther et al., 1985, reported a slightly
_higher prevalence of 5.2 per cent in 363 female highschool
p students from four highschools 1located 1in northeastern Ohio,
again using DSM IIT (1980) criteria plus at 1eastFWg9k]y binging:
They also operationalized other criteria. Maceyko and Nagelberg,
1985, reported a prevalence of 7.1 per cent in 168 female high
school students from two public highschools in southeastern
Georgia, wusing DSM III criteria plus at least weekly: binge
eating. A recent study conducted in the Waterloo Region, the
community under investigatioﬁ';n the present study, examined the
prevalence of bulimia in 341 female highschool students {Loomer,
1988). This study utilized the Bulimia Test (BULIT, Smith &
Thelen, 1984) a 32 item scale based on DSM III, 1980, criteria
which has been shown to be a valid and reliable predictor of
buaimia. Although only 2.4 per cent met Smith and Thelen ({284)
criteria for a clinical diagnosis of bulimia, endorsement of
bulimics behaviors was quite _Common. For examplie, 9 per cent
“admitted to vomiting at least monthly, 36.5 per cent to binge
eaf?ng at least 2-3 times a month, 22 per cent t&mbeinégfearful
—~_ that they would not be abl? to stop if they started eating and

4“34.5 per cent to having gone on 2-3 crash diets in the past year.

It would thus appear that bulimia affects betweeg)2L4 and 7.1 per

- R o B e e Ut
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cent of highschool females in North America and possibly more,

& &

assuming that the inclusion of all the criteria from DSM-III

(1980) resulted in the exclusion of individg:l:ﬁazgo in fact had

the disordefs. . V

Y

Despite an extensive examination of the epidemiological .
literature we were not able to find a single North American study

that examined the prevalence of anorexia nervosi using DSM-I111

critefia. This is probably a reflection of the fact that

@ gnorexia nervosa is a relatively rare disorder and therefore

considerabTy more difficult to detect. Nonetheless, a study by
Pope, Hudson: Yurge4un-Todd and Hudson (1984) reported at the

beginning of this segtion did examine the incidence of anorexia

( -l‘\““nérvosa in American college and highschool females. We noted

there that the difference between estimates of incidence and

»

prevglenee are probably not significént wﬁén "the disorder uwder
investigation is’rare and of Tlong duration, as in the casé of
anorexia nervosa. Furthermore, the fact that the criteripn used
required a weight Tloss qf’féﬁ as opposed to 15 per-cent of
original body weight was probab}y* balanced by the fact that they
did not require primary or secondary amenorrhea (since a weight
loss = of this magnitude is almost always accompanied by
amenorrhea). Aithoqgh, as previously noted, their criteria did

not specify "refusal” to gaiwm weight and “maintenance" of the

sub-normal weight, individuals who met criteria A, B, 5bd c,

which require: an %ntense fear of becoming obese, feeling fat

when emaciated, and a loss of 25 per cent of original body weight

L L o [ - e 4 e O R e
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most likely exhibitéﬁ«this behavior. Based on th{s assumption it
is probably safe to conclude that between 1 and 4.2 per cent of
college, females and ‘3.8 per cent of highschool females in the
u.s. Tare afflicted with the disordef. Although Canadian
statistics are not available for anorexia nervos;, there is Qd

reason to expect that the- prevalence of anorexia in Canada wquld

. -
differ from the U.S. statistics. »

&

Program Planning s

Posavac and Carey (1985) identify several crucial steps in
the pligning of mental héa1th programs. To beginéQith, planners
mgst clearly define the population to be served by the program
including the specification of* the size, location and
distribution of this population (Fisher, 1982). Only after
having clearly defined the population to be serveq,is it possible

“to determine the types of services the’program will need to offer

based on an assessment of their unique service needs.

Fisher (1982) has called needs assessment'a crucial first
step in the planning of programs. From another perspective it is
vital to obtain an expressed commitment to planning new services
‘ané/or restructuring existing se}vices if ~ gaps in services are
identified,‘prior' to undertaking an assessment of service needs
(Siegel, et al., 1978; Bell, Nguye;, Warheit & Buhil, 1978).
Failing to obtain this commitment could result in, wasted
resouréﬁ% if the findings of the ass;ssment are not utilized and,

- wEen potential clients are involvea in the assessment, the

k]

4“
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) heibhtening of expectations for improvements in service delivery

=

without subsequent changes (Siegel et al., 1978). Once the
target population has been identified and a commitment to utilize

phe results obﬁained. information on the service needs of

specific 'populations can be obtained from several sources

including census data. extant community services who treat
simitar populations, community members ‘qho are familiar with the
needs of the population of interdst-and the client population

itself (Posavac & Carey, 1985).

Obtaining 1nfofﬁation from the client population is
especially important since the program will not’ be utilized if
the target population does not feel they have the needs that the

program 1is addressihg. Surveys of the client population can also

. . . th P .
provide useful information on the need for a particular service,

the acceptability of that service, and the 1likelihood that the

service will be utilized. &

Census data can be used to estimate the prevalence of
specific disorders. Posavac and_Carey (1585) note that it is
important to distinguish between incidence and prevalence sifixe
they sometimes produce very different estimates. The common
cold, for example, is a ~widesprea‘d but temporary illness, thus a
measurement of incidgnce (the number of times individuals come

down with a cofd in a given time period) would be much higher

L 2

than a measurement of prevalence (the number of individuals who .

have a cold at a given point in time) (Posavac & Cdrey, 1985).

Py 8
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Anorexia nervosa, on the other hand, is a relatively rare
disorder of--tapg duration. We noted in the previous secticn that

Y |
in thig case the two estimates would likely not differ

significantly.

Surveys of extant community services not only prevent the
duplication of services but also provide important information on
the number of individuals. that are currently utilizing the
programs, the number of 1ndividuals being referred to other
agencies and, thost . importantly, the number of individuals they
would have h‘k‘ed to refer but couldn't because 'tﬁe appropriate

<

service did not exist (Posavac.& Carey, 1985).

Once the target p;qu1ation51 needs have been documented and
described in detail using thé most objective needs assessment
strategies available the identified needs must be tranflated into
measurable goals and objectives that become the basis of program
planning e;fforts. Finally, decisions as tj‘ the number and
qualifications of staff and location and type of facility must be

made.

Needs /Resour ce
o

v,

D Ee . " S“ ' q

Needs assessment  has been defined as the “systematic

“ L4 ’ - +
verification of the existence, prevalence, location and

importante of a social problem as it is expressed in needs for
9

service" (Rossi, Freeman & Wright, 1979). While this definition

<
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is useful in understanding the parameters of the concept of needs
asSessment, an operatidnal definition of “need" is imperative 1f
one 1is to grasp the true complexity of the task of identifying
service needs. Bradshaw (1977) 1dentifies four types of social

"need” which are of interest to needs assessors: -

1. Normativq}ﬁ;ed - needs as defined by the professidaal

2. Felt Need - needs as defined by the client population

3. Expressed Need - demand for service

4. Comparative Need - an inferred measure of need which_is arrived
at by noting characteristics of individuals who seek treatment

and determining the number of individuals in the population who
are likely to have these characteristics.

Siegel et al., 1978, define "need" as the gap between what 1s
viewed as necessary and what actually exists. This gap can refer

to any of the following:

1. an actual absence of the types of services deemed necessary

2. insufficient availability of services in relation to estimated
service needs

3. a gap between estimates of service need and service utilization
rates

Using Bradéhaw*& (1977) definitions of social need, an absence of
hY

the typey of services deemed nece&s?ry caf be determineds/by
combininé normative and felt needs land dco paring this to a
listing of available ‘services. The avaiaabil1ty of services
relative to the characteristics and need states of the community
can be obtained by comparing the 1ist of available services to

///Zhe estimated comparative need. Finally, the gap between service
| ™
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needs and service wutilization can be estimated by examining

expressed need in relation to comparative need. - .

Involving Community Residents

The major goal of any needs/resource assessment is to make a
reasonable match between needs and services without redundancy.
While there 1is no agreed up&h formula for a comprehensive
assessment of need, there is a clear consensus in the literature
that, 1in order to obtain a valid picture of need and service
avaﬁ]ability, it 1is necessary \io use multiplé Jassessment
techniques §Stefl, 1984; Fisher.x 1982; Milord, 1976; Warheit,
Bell & Schwab, 1977; Siegel et al., 1978). PEach assessment
technique has both wunique advantages ipd inherent weaknesses
(Milord, 1976; Siegel et al., 1978; Warheit et al., 1977) and
each will produce a different estimate of community need (Warheit
et al., 1977). Siegel et al., 1978, have called the use of-

multiple assessment techniques “convergent analysis" ngting that

2

it is equa]]y‘important that the selectéa techniques secuP!ydqta
fro& multiple sources including: community residents, service
utilizers and service providers.h Numerous authors report a
discrepancy between service needs given priority by client

populations and the needs attributed to that population by the \

professionals who provide service to them (Posavac & Carey, 1985;

.

Milier, 1981; Hodgson, 1984; Crocker & George, 1985). This may
in part be due to the fact that professionals have their own

i
interests which are not necessarily in agreement with the



Eatjng Disorders Resource Centre 42
' ¥ “ [£3
interests of their clients (Dubey. 1970; Rappaport, 1977).
Alternatively, it may simply reflect the traditional medical
| ]
model of problem definition and solution in wK¥ch the

profe;sion%] is expected to possess all the answErs and the idea

of consulting the client population 15 never contemplated.
-
&

Apart from identifying & wunique perspective on service
needs, community residéﬂ%s, including individuals who have
recovered or are in the process of recovering from the d1sordérs,
can also increase the efficiency and effectiveness of programs.
Involving these individuals in both the assessment of service
needs and the planning of progr§ws will increase their support
for . program development efforts and, in so doing, increase the
1ikelihopd that they will bé'wi1ling to volunteer their t168 to
undertake the provision of yservices~*hat would otherwise require
the expenditure of professional time and resources (Hodgson,
1984) and the 1likelihood that the resultant programs or
restructuring efforts will be utilized (Rothman, 1978; Crocker &

George, 1985).

Despite these obvious advantages, Hodgson (1984) notes that
attempts to<-;nvolve community Ttesidents are rare and often
unsuccessful. qu possible explanation for the \ f success
is that :LnTprofessionals might 1lack confidence in the1; ability
to make a worthwhile contribution. This insecurity may in turn
be reinforced by the professionals use of jargon that is not
understandable to the community resident when collaboration is

¥
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attempted (O‘Doqnel & Chilman,\ 1969). The professional may also
feel intimidated by the fact that he/she is dependent on the
input of 1a§ citizens 4€;;jihe effec&iveness of his or her
service. Thus, in addition to using multip]e.&assessment
techniques and gathering data from multiple sources, the specific
techniques chosen should be sensitive to this issue and perhaps

avoid bringing professionals and community residents together.

parameters of an Effective Needs/Resource Assessment

-~

) Based on the foregoing discussion of the various components

of “need"” and the importance of obtaining data from multiple

spurces, the necessity of utilizing multiple assessment
techniques ghpu]d be apparent. The specific techniques chosen
will depend on‘-a-number of factors including: what data are most
relevant, how easily the data can be obtained, and how accurate
the obtained data will be (Siegel et al., 1978). Field surveys,
for example, are used when the needs assessor wishes to det&rmine
the prevalence of« a disorder (Siegel et al., 1978) while the

. s
incidence of a uisorder js more easily estfmated by examining

service utilization data (Bell et al., 1978). Although

p;;;;T:Ace rates are more useful for program planning (Bloom,
1976) incidence rates are more frequently cited because the
progédures for obtaining them are simpler and generally accepted
as more valid and reliable (cf. Lapouse, 1967). Apart from
gjfferences in the type of information provided by the various

. .

assessment techniques, Marti-Costa and Serrano-Garcia (1983) note

[ - e B e S o aBer—— e e - e e e
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that the goals of the needs assessment must also be taken into
account .in  selecting specific techniques. For example,
techniques that involve community residents and facilitate
grouping and mobiiization foster social change and respond to the
community psych%logists commitment to the poweriess.
A wide range of needs assessment techniques are available
‘\\‘\\\Tbrnestjmating service needs, each designed to obtain estimates
of the different aspects of need. Siegel et al., 1978, identify

eight needs assessment techniques:

1. Social and Health Indicators Analysis .
2. Analysis of Demand for Service

3. Analysis of Existing Service Resources

=)

. Citizen Surveys

o

. Community Forums ® .

6. Nominal Group Technique .
7. Delphi Technique )

8. Community Impressions

>

Each of these techniques serve one or more "data gathering
functions including: the compilation of data that is already
available; deve]opmént of new information and/or integration of

all relevant information. Each of the above techniques will be

briefly defined and their advantages and weaknesses outlined.
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i

1. Social and Health Indicators Analysis

Social and health indicators analysis involves making
inferences about the needs of a particular community based on
descriptive statistics found in public records and/or repoyts.
The literature is reviewed to determine specific character il tics. \
of individuals who seek help for the problem(s) of interest and
the descriptive statistics are then used to locate. these
characteristics in the community. An advantage of this technique
is }hat it is quick and inexpensive because the data is already .
available. Census data, for example, are reliable, valid, easily
available and usually free of charge. The major weakness of this
technique is that it -is only an indirect measure and is therefore
of questionable validity. Royce and Drude (1982) caution tha}
demographic data from one population may not easily generalize to
other populations. Siegel et al., 1978, conclude that the social

indicators approach to needs assessment is useful as an initial

descriptive technique but should be used in combination with

'Y

other more direct techniques. . | J¢7q\u~,~“ﬁ

2. Analysis of Demand for Service *

An analysis of‘me demand for service again makes use of
existing data to estimate the needs of a community. Most
agencies have records of service wutilization, requests for

service, frequency of referrals and average time on waiting lists

which can be examfned to determine the needs of a particular

%
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comnunity. This information may be obtained throu' structured
interviews, telephone surveys or mailed huestionnaires.
Advantages of this technique include its low cost and the fact
that it often facilitates the integration of services by
increasing communication between agencies. The Jlatter is
accompliéhed through feedback procedures that either bring
representatives from the various agencies together physically or
encourage networking by providing information on the types of
services each agency offers. A weakness is that the data may not ~
be comparable across agencies due to different definitions of
"caseness" (Bell et al., 1978). For example, clients who utilize
a service sporadically maj or may not be considered a "new case"
each time they re-enter the setting. As well, the labels applied

to clients with similar symptomology may differ considerably from

"setting to settingfo Siegel et al., 1978, also point out that one

cannot conclude that a particular service is addressing a high

priority need because it is well utilized. A number of factors

_‘ma%' contribute to a high wutilization rate including extensive

publicity, low cost, exclusivity of service, Timited professional
awareness of similar services or professional preferences for
particular service modalities. Effective treatment of eating
disorders, for example, requires an understgnding of the nature
of the disorders and knowledge of effective treatment
interventions. Thus, once a professional or community agency
gains a reputation for treating these disorders it is 1{kely to

receive, numerous referrals regardless of whether it is in fact



\h\uo“ - Eating Disorders Resource Centre 47

4
'

effective at treating individuals with these disorders.
Furthermore, high utilization rates might %signal the need for
prevention programs, although a low utilization rate does not
negate the need for preventive programs\?iﬁce there are many in

need who do not utilize services (Siége]'ét al., 1978).

——

This last point brings us to the major weakness of the
service utilization technigue. Servi;e needs are almost always
underestimated because the éfansition of needs into demand for
service depends on a number of factars including the
avai]abi]ity,u“accessibi]ity, affordability and acceptabf]ity of
services (Bell et al., 1978; Siegel é( al., 1978; Stefl &
Prosperi, 1985). Service availability refers to the actual
existence of specific services in the community of interest. An
assessment of service accessibility requires the examination of a
number of potential barriers to sefvice utilization including
cultural and linguistic barriers, limited hours of operation,
eligibility criteria, ease of getting to the service and
awareness of t;:.eiistence of the service. The latter includes

an awareness both on the part of the professional and community

agencies as well as community residents and potential utilizers.

J

Service affordability requires an examination of the cost of *

services for individuals at various income levels. In a recent
U.S. study by Stefl and Prosperi (1985) affbrdability and stigma
emerged as the primary barriers to service utilization. Although
it could be argued that affordability is not a barrier to

utilization of medical services in Canada where these services
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are fully subsidized by government funding, stigma probably
@
remains a major barrier to the utilizatich of specialized mental

health services in Canada. In a second U.S. study Mechanic

“ (i980)‘feports that the family physician'is the primary source of

mental health care. In light of the fact that payment for both

medical and mental health service in the U.S. are the

responsibility of tﬁg ¢client this 1lends strong suppotp\sg/ghe
assertion that stigma is a major barrier to the utilization of

specialized mental health services. ©

3. Analysis of Existing Service Resources

An analysis of existing service resources involves the

enumeration of ext®#ht agencies and individual providers in a

community, the services they provide and specific information on

the. accessibility, affordability and acceptability of these

s

services. Other information of interest includes

community/professional awareness of extant services, demand for

service, service needs attributed to specific client groups,

frequency of referra]g from other agencies and ease or difficulty

of making referrals to other agencies (Siegel et al., 1978). A

thorough analysis should provide a clear picture of the service

resources in the communiiy; the degree to which they are
-

ackessible, afforgablé and q;eﬁptab]e; type and frequency of

v
requests for sep#ce; pattern and interrelationship amond&f&gxice

’

providers; gaps in service and/or dupiication of services. An.

analysis of existing service resources can involve both the

«
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¢
compilation of existing data from public and agency records and

the ‘ lopme;nt of new information through a mailedgsurvey.
Althoj::g~2;;\73tter is much more economicalse in térms of time
investmelt, it has the disadvantage of possible misinterpretation
of questions. In addition, ”;ail surveys are commonly aggocjated
with a high refusal rate (Bell et al., 1978) although the refusal
rate can be reduced considerably with follow-up 6hone calls or
mailoutsd (Milord, 1976; Siegel et ‘%1., 1978).  An analysis of
exi1sting service resources is an impoftant component of an; needs
assessment study. As Demone and Harshbarger (1984, p.16) note, a

comprehensive and effective network can only emerge from existing

organizational relationships.
»

4. Citizen Surveys

Citizen surveys involve the development of new information
through a random sample of community residents. Information
provided includes an analysis of the service needs of the
community, a measurement of community awareness of extant
services, attitudes toward utilization of specific services, type

4

of help received, satisfaction with utilized services and types
of services that would most likely b; utilized (Siegel et al.,
1978). There are thre%.possib1e techniques: 1. mailed surveys;
2. telephone surveys; and 3. face to face intervier. The mailed
survey, which was briefly discugbed in the previous paragraph,

again hat the advantage of being simple and economical but the-

disadvantage of possible misinterpretation of questions and/or a
!

- N
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low response rate. An advanmtage of the mail questiqpnaire which

-«

becomes relevant for the citizen survey technique is that it

offers the greatest potential for anonymity. Telephone surveys
4 v of

”

allow a degree of anonymity but require considerabty more time,

thereby reducing the number of potential contacts. The refusal

rate with telephone surveys ng} be Tlower Lecause the respondent
assumes that it will be brief and tfe1s an element of control
knowing that they can’hang up at any point (Bell et al., 1978).
Face tolface iterviews are the most productive of the three
techniques, however, they do not ﬁ‘rmit anonymity and‘sample size
is greatly limited due ‘to the time and resources necessary to
conduct appropriate interviews. Even if adequate Eime and

resources are available and anonymity is not an issue, the

interviews should follow a structured format. This reduces the

chance of interviewer contamination, greatly simplifies analysis
and permits the inclusion of more questions since structured

questions take less time to answer.

y .

Carefully designed and conducted citizen surveys can provide
valid and reliable data on the level of psychological, phjsi;al
and social functioning in a community; attitudes toward utilizing
specific services and "community awareness of services (Bell et
al., 1978; Rossi et atf’ 1979). In addition, citizen surveys
often identify individuals who are in need of services but gre
not utilizing these services (the service gap) who can-then be
put in contact with an appropriate service provider. One

weakness of the  survey technique 1is that it is difficult to

= o
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)
ascertain the validity and reliability of survey responses,

especially when the information sought is of a personal nature
(Bell et al.,{ 1978). This 1is particularly relevant in the
pnesent invesgig tion since individuals with eating disorders are
usually quite secretive about their behavior. Citizen surveys
can also be wused 'to estimate the prevalence of specific
disorders, although extremely large samples are necessary to
produce va}id statistics, especially if thé disorders are

relatively rare, as in the case of anorexig nervosa. GQne

solution here would be to survey intact groups or known high risk.

populations (Siegel et aiffhig78).

5. Community Forums

The community forum 1is the first of the four “group”

approaches discussed by Siegel et al., 1978. It is an open

meeting to which all members of the community are invited and

asked to present their views on the service needs of their
community. It is quick énd, if care is taken to ensure that all
present have an opportunity to speak and the meeting ha§ been
well publi;ized, it can provide valuable information on the
service ‘needs of diverse elements of thé“community inc1u§3ng
those in the service gap (Siegel et al., 1978). Follow-up
procedures including feedback to atl pérticigants and scheduled
meetings for individuals interested in volunteering their time to
improve services are also important. Weaknesses of this

technique include the difficulty of giving all present the

Faed e . [ e R S mmen - R
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opportunity to}speak, the possibility that important needy groups

will not be represented -and the possibility that expectations for

6%

improvement in services will be raised without subsequent changes

(Siegel et al., 1978).

6. Nominal Group Technique

-

The nominal group ‘technique is a group approach to problem

identification and program planning which initnal]y involves a
ten fo fifteen minuté silent period during which group members
geng;gte answers to questions posed% by the group leader (i.e.
what &re the service needs of your community?). Next the gréup
leader asks eacb participant to offer one 1dea from his or her
‘1ist in a round robin fashion and records them exactly as stated
on a 1;;ge fl{p chart in front of the groub. A discussion period
follows during which ideas are clarified and re-organized. Next,

each  participant selects the five ideas they feel are most

-

important ranking ghﬁm one to five. Finally the results are
tallied for the group. Advantages of this ;echnique are that it
avoids the competition typical of intéracting groups, encourages
creativity and allows the expressi;n of* diverse points of view.
Disadvantages dinclude a 1lack of precision and the fact that

certain participanti may be uncomfortable with a highly

structured technique (Siegel et al., 1978).
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+7. Delphi Jechnique .
,. i -
The third %roup technique, the delphi technique, involves

sequential questwnn‘alres which are sent out to participants

along with feedback from all participants from the previous

duestionnaire. This technique - has the advantage of affording “

complete anonymity while decreasing group pressure to conform or
domination «by more vocal bartiﬁpants. A weakness of . this

approach 1s the wusual loss of divergent and creative ideas 1n

-

ﬁ ] —
attempting to obthin agreement.
8. Community Impressions
The*f1nal assessment technique discussed by Siegel et al.,
1978, is the community impressions’ app{oakh: This approach
combines existing data about human service needs with commumty?}
, impressions of those needs. It involves thraf major stages. The.
first stage involves a series of key “informant interviews. A key
. T
. informant is an individual who has lived or worked in the

community for ‘geveral years and has knowledge of the service
needs of that community. Ten to fiftegn key informants are
selected and taken through a structured interview. If the needs
assessor is not familiar with &the community the names of

appropriate key informants can be obtained by using a technique

I

“‘known as "snowballing" (Fisher, 1982, p.102) in which five to six
‘:wkey informants are identified and interviewed 4nd then asked to

identify other potential key informants in the community. Once

!
|
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ten to fifteen 1nformants have been interviewed their answers are
summarized to produce an overa1} picture of the community.
Siegel et al., 1978, recommend that discrepancies in the obtained
data be resolved by erring in favor of ident1fying groups as
having unmet needs since this can be verified at a later time by
asking the dentified groups about their Serv1cé needs.
Advantages of this technique 1nclude the fact that 1t 1§
inexpensive, simple” to 1mp lement , promotes #*professional
networking and develops the support of community influentials for
future pr;gram development (Fisher,.1982; Rossi et al., 1979;
Crocker & George, 1985). A major weakness of the kgy informant
approach is the possibility that selected i%div1duals will not be
representative of the community or familiar with its unique
service needs outside of their own clientele (Royce & Drude,
1982). Rossi et a?., (1979) suggest twg techniques for reducing
this bias: 1. the selection of questions that are specific and

concrete and 2. t#ﬁ”@elect1on of key informants who are maximally

familiar with the topic area.

The second component of the community impressions approach
involves the integration of informatian from a w1;: range of
needs assessment methods (social indicators, survey and/or group
data) with the mpressionistic data obtained from key informants.
Finally, a community forum is héld and groups identified as
having unmet needs are allowed to validate or invalidate the data

and/or assist in prioritizing identified needs. The community

impressions approach is an economical and comprehensive approach ’

%
o
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which facilitates professtefial networking, however, as with most
needs assessment techniques, the results are of questionable

reliability and validity (Sieqgel et al., 1978).

It should be apparent from the foregoing discussion that the
findings of"fny needs assessment study must be considered
tentative alfﬁough the validity of the obtained éata is increased
when multiple assessment techniques are employed. It s
important that a‘w1de range of audiences will easily understand
the results of the survey thus simple statistical procedures and
clear charts end figures should be used in presenting the data
(Bell et ay., a!1!:78). Needs assessment studies can serve many
functigns. They can 1dentify current and/or potential resources
that can be reallocated to meet identified needs, sujgest new
interventions or advocate for underserviced groups (Siegel et
al., 1978). Unfortunately, even the most carefully planned and
executed study might not’BEoduce the necessary improvements in
services if capable staff and adequate funding is not available

underscoring the importance of securing a commitment to program

- planning or the restructuring of services prior to undertaking a

needs assessment study.
selection of Client Appropriate Assessment Strategies
In selecting the specific needs assessment techniques to be

utilized characteristics of the client population of interest

must be taken into account. Individuals with anorexia nervosa

and bulimia are very secretive about their behavior, which makes

. T v B e EE - - .
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obtaining accurate statist'ics on the incidence or prevalence of

these' disorders particularly difficult. The social indicators

\approach is useful in Tproviding an initial estimate, since
prevalence statistics for college, university and highschool
females are widely cited in the literature and the number of
females enrolled in these various 1institutions in the Waterloo

/
region 1s also readily available information. l//

An analysis of* the demand for service fyg; this client

population 1s somewhat more problematic. f?ﬁ begin with,
k2

individuals with these disorders frequently do not seek treatment

until the disorder-has become severe, either because they do not

define theq!\lves as sick, are embarrassed about their behavior

or are unaware of available treatment. Even those individuals

who seek treatment often do not initially identify themselves as
having an eating d1sorder{_something that may not come out until
much later in therapy. Thus, information on the demand for
service 1% of questionable use in estimating the incidence or
preva]encei\;?\\fﬁggz disorders. Group approaches 1like the
Community Forum or Nominal Group technique are also inapproprtate
with this population since few eating disordered individuals
would be willing to "go public” and, as noted above, techniques
that do not require direct contact between professionals and
community residents are preferable. The Delphistechnigue, while
affording the necessary element43f anonymity, assumes relevant

participants have already been identified. The citizen survey is

therefore the only needs assessment technique available for
\»
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obtaining aﬁ accurate estimate of prevalence and securing input
from potential clients. However, given that these disorders are
relatively rare, a survey gf sufficieﬁt .magnitude would require
considerable expenditjre of ‘resources. bEar]ier we suggested thi}

this limitation could be overcome by surveying "high risk"

populations.

¢

o
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METHOD ¢

Procedure

Four need/resource assessment strategies will be employed in
the present investigation ‘inc1uding; the social indicators
approach; key informant interviews; a mail survey of community
professionals; and a telephone survey of individuals in the

community who are afflicted with the disorders. Each of these

procedures will be described in d¢tail here.

Socjal Indicators Approach

The first phase of the project involved the use of the
social indifators -approach to estimate the prevalence of éhe
eating djsorders anorexia ‘nervosa and bulimia in the Waterloo
region. The literature on eating disorders was reviewed to
obtain epidemiological statistics for both disorders in
populations that were maximally comparable to the population
under study 1in the present investigation. Next, the Public and
Separate School Boards were contacted to obtain information on
the number of female hibhschool students currently enrolled in
the Waterloo region and the Jlocal college and two loca}“
universities were contacted to obtain information on the number
6¥a~£ema1e students enrolled in the current academic year.
Thirdly, 1986 Census data was examined lo obtain an estimate of

the number of females in the Waterloo region as well as the

number of females between 12 and 30 years of age in the region.

&

S
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Finally, this information was combined to obtain an estimate of
the prevalence of anorexia nervosa and bulimia in highschool
females, college and university women, adolescent and young adult

fema]és and females of all ages in the Waterloo region.

Key Informant Interviews

« The second phase of the project involved thirteen, forty
-

~ five minute recorded interviews with eighteen professionals from

the Waterloo region who were identified with the assistance of
the director and several staff members at the university health
center. Key informants‘yere selected on the basis of having
lived and worked in the community for a number of years and/or
having experience in treating eating disorders. Interviewees
included one public health nurse, one public health nutritionist,
four social workers, two psychologists, two medical doctors, one
guidance consultant four highschool guidance counsellors, two
university counsellors and one :;gistered nurse. All were
provided a typed cépy of fhe questions by mail prior to
conducting the interview (see Appendix A). The purpose of
conducting key informant interviews was threefold: first, to
ascertajn = the utilit@ of conducting a full scale needs
assessment; second t; pilot test .the questions to be included in
tge professional mail sﬁrvey; and tqi:d‘ to provide data to
supplement the data obtained from the professional mail survey.
A1l key informants were asked if they would be willing to also

complete the mail questionnaire once the final draft wag prepared

* ©
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to simplify the data analysis. Thug. specific conclusions
regarding service availability, accessibility, affordabilif} and
acceptability; the service needs of clients with eating
disorders; the demand for service from this client ﬁopulation and
the degree to which community services‘net@ork in treating these
disorders were not drawn based on this data. Instead, the data
obtained from these interviews provided possible explanations and
clérifications to assist in the 1interpretation of the data
obtained in the professional mamH survey and client telephone
survey. Specifically, tde following questions were asked to

.

obtain rich data on these themes:

Service

Question #3: What, if any, treatment or service do you offer
clients with®eating disorders? j

N

Question #2: Do you accept refggrals for clients with eating
disorders?

Question #11: Are there eligibility criteria for your service?

Service Affordability

Question #10: Is there a fee for your service?

Service Acceptability-

Question #4: Do you feel this treatment or service*is effective?

Question #13: How frequentlyfdo you read about eating disorders

or attend conferences or seminars on eating disordert?

&
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service Needs
Question #5: In your opinion, what other forms of treatment or
service are important for clients with eating disorders?

Question #7: Are these services adequate to meet the demand for
service from this client population?

Service Utilization -
Question #8: Approximately how frequently do you receive
requests for service from clients with gating disorders?

Networking of Services

Question #6: To your knowledge are these adjunct treatments or
services available in the Waterloo region?

Question #9: If you are unable to meet a clients treatment
needs directly dv you feel yow have adequate resources to
refer the client? -

4

Professional Mail Survey

The third phase, a mgiled survey to professionals in the
Waterloo region including: Medical Doctors, Psychiatrists,
Psychologists, Counsellors, Social Workers, Public Health Nurses,
Guidance Counsellors and Mental Health Agencies was employed to

assess the availability of accessible, affordable and acceptable

services for clients 'with eating disorders; the degree of

networking among professionals who treat these disorders; the

experienced demand for service from this client population and
the service needs of clients with eating disorders as defined by
community professionals. Three hundred and sixty one hea&th care
pfofessionals were identified through the key informant interview

process and/or an examination of the local telephone directory
- ; 4

1 -
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and were mailed a four page questionnaire (see Appendix B). To
increase the response rate a follow-up telephone call to
non-respoﬁ%ents approximately ;wo week s after the initial
mail-out was used._ In addition, in exchange for participation
potential participanis were offered a list of resources available

in the Waterloo region for the treatment of eating disorders,
[

which was developed from the survey 1tself. The criteria

utilized 1in assessing the themes identified above and the

corresponding survey questions we;& as follows:

Service Availability

-

Criteria: the service exists in the community and is accessible,
affordable and acceptable.

#1: Type of treatment or service you or your agency provides
clients with anorexia nervosa or bulimia (check any that apply):
medical monitoring

hospitalization

personal counselling

nutritional counselling

facilitative (self help)

family therapy

family support group

educational/preventive

other

I I I A

v
~

Note: This question was included fo assess the extent to which
various services exist in the Wal®rloo region, however, as
specified in the above criteria, this informat ion was

combined with informatio garding the accessibitity,
affordability and acceptaM®lity of these services in order to
estimate “actual" availability. The criteria utilized to assess
service accessibility, affordability and acceptability are
outlined below.
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$
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Criteria: service 1is located on a major bus route and
clients with ‘eating disorders readily meet the etigibility

criteria for service and clients with eating disorders would not
4pe placed on a waiting list for a period longer than one month.

!

#2: Is your service located on @ major bus route? _ Yes
__No

#3: Are their eligibility criteria for your service? __ Yes

__No

1f yes, please specify £
#4: Do you have a waiting list? — VYes
No

If yes, approximately how long?

Service Affordabilit
Criteria: service is covered by 0.H.I.P. (Ontario Health

Insurance Plan) or service is free of charge and if a client was
unable to pay he/she would not be denied service. .

v

#6: Fee Category:
qeared to income
subsidized by extended health care insurance
— O0.H.I.P.

other

A

—

#1: Please indicate on the scale the usual fee per one hour
session:

b oh i o o m e e e o s o e e e o om0 2w o e e o o o o e e o

$0 © 10 20 30 40 5 60 70 80 90 100

#8: If a client is unable t% pay would they be denied service?
) — Yes
__No
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0

Criteria: service provider reads materials on eating
disorders at least monthly and service provider attends

conferences or seminars on eating disorders at least yearly and

service provider feels he/she has the training and background
necessary to provide services to cliedts with eating disorders
and service provider recognizes the need for a multifaceted
approach to the treatment of eating disorders (including: 1.
megrical monitoring or hOSpitaliiation; 2. personal counselling or
fdmily therapy or facilitative (self help): 3. nutritional
counselling; 4. family support groups and ' 5.
educational/preventive). :

#9: 1 read materials on the symptomology .and treatment of
eating disorders:

week 1y

monthly

yearly

seldom 4

never

|
)
1

l
#10: I attend conferences, Symposiums, seminars or courses on
eating disorders:
—__ weekly
monthly %
yearly
seldom
never

—

-

#11: I have the training and background necessary to provide
services to clients with eating disorders:
3 __ strongly agree
__ agree
__ neither agree or disagree
disagree
strongly disagree

<#12: In my opinjon the followingwtreatments or services
are essential to adequately meet the needs of clients with
eating disorders: _

__medical monitoring

__ hospitalization

__ personal counselling

__ nutritional counselling

faciltative (self help)

family therapy

family support groups

educatijonal/preventive

other

&

B
otane
——
—
—

»

Note: The last of the four criterion specified above was based on

Py
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effective at treating

individuals with eating disorders a service provider would need
to be familiar with the 1literature on treatment. As noted above

in the section on treatment, there is a

clear consensus in the

literature that effective treatment requires a multidisciplinary

team approach ipcluding, at minimum,

medical monitoring,

psychological counselling, and nutritional counseiling. In

addition, family support 1is necessary
emotional trauma the family expériences

due to the extreme \
as a result of living

with an eating disordered sibling or daughter. Finally,

educational/preventive interventgons are

necessary to slow the

rapidly increasing prevalence of the disorders.

Seryice Needs

category is endorsed apnd a listing of
under "“other". , “

Criteria: direct measure of the number of times each service

any services mentioned

#12: In my opinion the following treatments or services
are essential to adequately meet the needs of clients with

eating disorders:”’
medical monitoring
hospitalization
personal counselling
nutritional counselling
faciltative (self help)
family therapy

family support groups
educat10nal/prevent1ve
other

Lrriirerr

o

Service Utilizati

!
|

'
'

Criterion: direct measure of the number of requests for servxce

from clients with eating disorders, including ali referrals, in a

one year period.

#14: In my practice I receive approximately __ requeé!g /

|
!

w
i

L]

for service from new clients with eating disorders (including

all referrals) per year.

Note: The total numgér of requests for service from clients with |

!
\

|

‘eating disorders in the Waterloo region .was estimated by adding

the reported requests for service. When

a _range was provided

(i.e. one to five requests per year) the highest number reported
was used since, as noted earlier in this paper, many individuals
do not reveal the fact that they have an eating disorder when

they first enter therapyi Derived in this

way, the estimate is
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probably quite accurate in light of the fact that all community
professionals were mailed the survey and presumably any
professional who had come across an eating disordered client in
his or her practice would have enough interest in the topic to
complete the survey in exchange for the resource 1list.
Furthermore, conceivably an eating disordered tlient may have
been counted more than once if she was simultaneously seeing a
‘medical doctor, counsellor and nutritionist or if she had changed
care givers within the one year period.

Networking of Services - :

Criteria: direct measiire of the number of referrals for
clients with eating disorders received from other community
agencies or professionals 1in a one year period angd service
provider feels there are accessible, affordable and acceptable
résources for the treatment of eating disorders in the Waterloo
region which he/she could utilize for referral purposes.

#

#5: In a one -year period, approximately how frequently
would you receive a referral for a client with an eating
disorder from another professional?

_ times per year

#13: Of the services you checked in question 12 above,
check any that: 1. you are not able to provide directly
through-your service and 2. you do not feel you have
accessible, affordable and acceptable resources to refer
clients in the Waterloo region:

medical monitoring
hospitalization

personal counselling

nutritional counselling
facilitative (self help)

family therapy

family support groups
educational/preventive

other

LErrern

L 4

Pg;gngig]bm_im Jelephone Survey

u

T™e fourth phase of the project involved a telephone survey
of potential clients in the Waterloo region withrihe.purpose of
corroborating and/or pointing out discrepancies in the data

' obtained from the professional mai ¥ survey. Participapts were
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obtained by posting flyers (see Appendix C) in various locations
around the community including the local college and university
campuses , eight highschools, thrée ma jor shopping centers, nine
fitness clubs and a few local pharmacies and convenience stores.
Wherg possible the posters were.displayed on the inner side of
public washroom stalls to provide maximum privacy. While this
procedure did not' permit an estimate of the prevalence of the
d1"sor)ders In the region, it did allow input from the client
populat1on. Furthermore, the; ‘obtained~ data 1is probably more
valid c;}\npared to the data that wou.]d have been obtained through
a randomized sample procedure since the participants were given
tlmedpto contemplate. participation and the freedom to call at a
time when ‘they were a;sured privacy. Kmsadvantage of this
method 3is the possibility of bias due to self selection.
Respondents may have diffe}“ed from non-respondents 1n some

s1gnificant way.

The survey was first pilot tested with a fellow graduate
student  familiar with the literature, on eating disorders..
Callers were asked a prepared = set of questions (see ‘Abpendlx D).
The first half of the survey permitted classification of the
respondents as 7anorex1c., bulimic or otherwise according to DSM
IIT R (1985) )criteri‘a for the disorders. Th_ese criteria are
presented in Table 2 on page 30. The weight cri‘teria used iA
classifying respondents as *_anorexic or bulimic is presented in
Appendix E. The Eecond "half of the survey was designed to

ascertain servike actessibility, affordability, and acceptability
B - ¢
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and the service needs of individuals with eating disorders from

the perspective of the potential client. In exchange for their”
participation callers were mailed a copy of the‘resource 1ist and

a summayy of the results of the survey 1n a plain brown envelope.

£
&

Services Utilized

To begin w{th 'survey participants were asked whether they
had sought -medical, psychological or nutritional help for their
eating problem. If they answered yes, they wg¥e asked a number
of questions to assess the accessibility, affordability and
acceptability of each service they had utilized (as outlined
below). -If they said no they were asked why they had not sought

Lhis type of treatment.

Reported Avai]abi]iiv

In order-to assess the degree to which specific services
that the chient popu]gtion felt wogép be useful in helping them
overcome their eating disorder, Qére available in the wategloo
region, they were asked the following question:

Is there any type of help for your eating problem that you have
found particuiarly difficult to find in the Waterloo region?

Service Accessibility

The accessibility of services from the clients perspective

was assessed by asking the following guestions:

i

1. Were you put on a waiting 1ist?~If yes, for how long?
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2. Na; the service easy to get to (i.e. located on a major bus
route)?

service Affordability

_Service affordability from the clients perspective was

assessed by directly asking the respondent whether the service

was affordab]e..

The acceptability of services from the perspective of the

client population was assessed by asking the following guestions:

1. Was the service provider knowledgeable about eating disorders?

2. Did he or she. recommend that you seek psychological
counselling, nutritional counselling, medical assessment?

3. Was the treatment helpful?

4. Are you still going? If no, why did you stop?

13

2ervice Needs

Service needs from the perspective of the client population
were assessed by asking respoﬁdents the following questions:
1. Which type of psychological counselling would you find most
helpful/would you be most comfortable using:

a) individual therapy

b) family therapy

c) group therapy (run by a professional) -

d) self help group (run by a recovered anorexic or bulimic)

e) telephone help line

2. Is there any other service that I have not mentioned which
you feel would be helipful? ;

. — e o . [—— - e N
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Networking/Health Education Conference

In order to faci]itage professional networking a conference
was held at one of the local un)versities at which the results of
the professional mail survey were presented. The conference was
extensively advertised throughout the Waterloo region and the fee
charged was considerak]y less than :he standard conference fee in
order to attract a maximum number of delegates. 1In addition,
permission for stugy credits was obtained from the College of
Family Physicians of Canada and Dr. David Garner, a renowned
expert in the area of eating disorders was invited to g{ve the

keynote address on prevention and early intervention. Following
Dr. Garner's presentation participants wé:e provided with a
buffet style lunch in a large comfortably furnished lounge. This
style of 1lunch was chosen with the goal of facilitating
interaction and promoting professional networking as delegates
from a variety of disciplines actively discussed their
profegsiona] interéﬁtsﬂ/);kills and limitations in relatidn to

eating disorders. Following lunch the data from the professional

mail survey were presented.

Apart from providing feedback from the professiondl mail
survey and providing an opportunity for professional networkdng,
two additrional goals of ffhe conference were to educate community
professionals on prevention and early detection of eating

disorders and solicit members for a task force of individuals

interested 1in utilizing the results of the needs assessment to
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improve services for clients with eating disorders in the

. i
Water 1oo region. ‘

A questionnaire asking delegates to evaluate several aspects
of the conference was included in the conference package (see
Appendix F}. The questionnaire was ‘designed to assess the degree
to which the four goals stated above had been achieved.
Specifically, delegates were asked whether they felt they had
increased their knowledge in the areas of@revention, early
identification and Waterloo region needs 9and resources. In
addition, they were asked whether they had had an opportunity to
network with other community professionals and were invited to

participate on a task force who would work toward the improvement

of services for clients with eating disorders.

The final phase of this project involved inviting
respondents to both the professional mail survey and client
telephone survey to join a task force who would uli]ize the
results of the needs assessment to improve services for clients
with eating disorders in the Waterloo region. Initial meetings
involved reviewing the results of the needs/resource assessment
to determine whether there was a need for restructuring of
;ervices" and/or‘th; development of new services. -Subsequently

the group attempted to implement the changes suggested by the

needs/resource assessment.

[ . e s © b e B e -
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RESULTS
Estimating Prevalence in the Waterloo Region

The gecial Indicators Approach was used to estimate the
prevalence of anorexia nervosa and bulimia in‘;the Waterloo
region. Ideally estimates based on a sample of the population
under investigation should be wused (Royce & Drude, 1982).
Earlier 1in this paper we reviewed several studies on the
epidemiology of eating disorders including a study which measured
the prevalence .of bulimia in highschool females in the Waterloo
reqgion and reported a rate of 2.4 per cept (Loomer, 1988}.
Although this was the only epidemiological study conducted in the
Waterloo region, several studies have ’examlned similar
populations and reported prevalence rates for bulimia in college
and university women and for anorexia’ ne;vosa in highschool
'+ females and coi]ede and university women. 0One study that looked
at the prevalence of bulimia ip a sample of.Canadian university
women reported a prevaience of 7.5 perLcent (Picfinin1(and Mitic,
1987). In a second study anorexia nervosa was estimated to
agfect 5.8 p;r cenf of highschoql‘fema]es' and between 1 and 4.2
per cent of collspe and universily womgn i the U.S. (Pope,

¢

. Hudson, Yurgelun-Todd & Hudson, 1984).

+

. There are t@o'uni@ersities‘and one col]ége in the Waterloo
region with a combined total of 14,413 females currently
registered (Wilfrid Laurier Univers%ty: 3,701; University of

g
wdtgrﬂqo: 9,362; Conestoga College: 1,350). 1In addition, there
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_are presently 11,688 highschool females registered in the
Watef1oo region (Public School Board: 9,390; Separate Schoo}
Board: 2,298). Using the most conservative of the incidence
and/or prevalence statistics presented above and a 95 per cent
confidence interval we c¢an extrapolate the following estimates
for the Waterloo region: anorexia nervosa affects between 101 and
788 highschool females and between 3 and 285 college and
university women. Similarly, we can estimate that bulimia
‘ affects between 97 and 464 highschool females and between 713 and
1,449 college and university women. Combining these estimates we
can estimate that there are between 932§iand 2,986 highschool,
college, and university women curre;tly su:}eéing from an eating

disorder in the Waterloo region.

While the majority of epidemiological studies have been
conducted in highschools or on college and university campuses,
one study which éxamined the incidence of anorexia nervosa and
bulimia in 300 female shoppers in a suburban Boston shopping mall
reported an incidence of .7<and 10.3 per cent respectively (Pope,
Hudéon & Yurgelun-Todd, 1984). Although the survey participants
included all #émales judged to be over }2 years of age, the

authors note that there were more eating disordered individuals

in the 13 to 30 years age group compared to those 31 and over and-

that this difference was significant for the 13 to 20 years age
group. These Vfindings support  the assertion that ea{ing
disorders primarily affect adolescenﬁ and young adult females.

1

1
Specifically, they reported: an incﬁdence -of 1.1 per cent for

b
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anorexia and 13.6 per-seent for bulimia in females 12 to 30 years
of age. According to the 1986 census there are 167,360 females
in the Waterloo region, 53,775 of whom are between 12 and 30

»

years of age. .These figures may be conservative however, since

-the census was conducted in June when many of the university

students would have gone home for the summer. Nonetheless, using
these conservative estimates and again a conf idence 1nterva1;*’
95 per cent, we can extrapolate the following estimates for the
prevalence of eating disorders in all femqles in the Waterloo

region: anorexia nervosa: between 469 and 2,812; bulimia: between
f

-11,498--and- 22979~ - Similarly, we can extrapolate the folro&lng

estimates for the prevalence of ~ eating disorders 1n all women 1n
the region who are between 12 and 30 years of age: anorexia
nervosa: bet;een 231 and -1,414; bulimia: between 4,592 and
10,034. Again by combining these figures we can estimate that
there are between 11,967 and 25,791 women of all ages and between
4,823 and 11,448 adolescent and young adult females in the

Waterloo region who currently suffer from an eating disorder.

Apart from using the most conservative estimates in these

calculations, these figures are very likely an underestimation of

actual prevalence since we have not included a figure to .

represent individuals who suffer from the disorders but are male.

Key Informant Interviews

Eighteen professionals who were selected on the basis of

haviﬁa lived and worked in the community for a number of years
) ;

Il -
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and/or having experience in treati}g;eating disorders served as
key informants. The purpose o} the interviews was to ascertain
tﬁe utility of conducting a full scale needs assessment, to pilot
test the questions to bg-included in the professional mail survey
and to provide data to assist in the interpretation of the data
obtained 1in the professional mail survey. Since the questions
used were open ended in fofmat the tape& interviews were analysed
using content analysis. Although this section 1is Jlengthy,
several attempts at summarizing resulted in considerable loss of

the richness of the data thus, we decided to present it in its

PR

entirety. ¢
Description of the Respondents

Question #1: What is your occupational title?

L4
Respondents  included four guidance counsellors, four

counsellors, two counselling psychologists, two medical doctors,
two social workers, one registered nurse, one guidance

consultant, one public health nutritionist and one public -health
I

f
nurse. .

service Availabilit
|

Question #3: What, if any, treatment or service do you offer
clients with eating disorders?

Two respondents stated that treatment would vary from client
to client but often includﬁg developing general coping skills and

or direct behavioral interyentions. Five provided individual
{

v

) J

———
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counselling which  variously included the provision of
information, relaxation training, ego supportive therapy and/or
cognitive~bebaviora] strategies. Two respondents provided

medical monitoring including. instruction in physiology. Other

Tservices provided included nutritional counselling,

hospitalization, family therapy and a psychiatric day center
program in the hospital. While three respondents mentioned group
thefgpy, further questioning revealed that none of the grgups
were‘specifica]1y geared to clients with anorexia nervosa and/or
bulimia. The highschool gquidance counsellors also mentioned
providing referrals to other“pommunity professionals and/or
agencies .and providing teachers’with information to be included
in the séhooP curriculum. Again, further questioning revealed
that ﬂthey,often experienced considerable difficulty mak'ing

appropriate referrals and that information provided t&izgézﬁérs

was en a request basis but was not a mandatory part gf\ﬁhe

curriculum.

Service Accessibility

Question #2: Do you accept referrals for clients with eating

disorders?

A1l 18 key informants wstated that_they did accept referrals
for clients with eating disorders with the exception of the
public health nurse and public health nutritionist. The public
health nurse stated that she would, on occasion, encounter

individuals with anorexia nervosa and/or bulimia through home

visits, in which case she would do some preliminary and brief °

[ 4
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nutritional counselling and refer the individual to a community
agency for full_assessment and treatment. The public he;1th
nutritionist stated that her role was consultant to oté;r health
care professionals and .thus she was not involved in direct
treatment of the disorders. The fact thai these two respondents
were nof involved in direct treatmeht of the disorders influenced
their ability to answer other questions, thus, their data were
eliminat%g from the analysis leaving a sample of 16 key.
informa&ks. The gquidance person had just t®ken her position as
centra!g office consultant but had previously been  involved in

direct counsell’ g for several years and thus was able to answer

the survey questions retrospectively. ,

Three respondents fr;)m the 1local hospital (a‘counsellin?
psychologist, a social worker and a registered nurse) stated
that, although they acceﬁted referrals for clients with eating
disorders, all potential clients went through a prescreening
process and generally only the most severe cases were accepted.
Ten of t%emkey informants worked in an educational setting. Six
were employed at one of the local universities including two
medical doctors and four cansellors while four were guidance
counsellors at a localf/ highschool. In all cases stude;t
referrals werejfccepted. Nhilé the - two medical dtoors stated
that they had to limit referrals to students ;nd would refer
faculty and staff elsewhere due to their heavy caseloads, three
of the four university counsellors stated that they accepted

referrals from faculty and staff but would only see alumni for

A d
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short term counselling. Finally, the four highschool guidénce
counsellors and the remaining university counsellor stated that

o
they accepted referrals from students, faculty, staff and alumni.

QueStion #11: Are there eligibility criteria for your
= 4 service?

W

' As noted‘above, the ten education based practiticoners stated
that services were limited to students, faculty and staff and in
some cases alumni. The key informaqts who were employed at the
tfocal hospital reported that the outpatiént psychiatry department
required a clearly defi;ed psychiatric disorder (i.e. clinically
depressed, a serious emotional state and/&n_meeting a DSM III
criteria for a disorder) in addition to an ability to use verbal
outpatient therapy and no major current substance abuse for at
least six months. Two key informants stated that they had no
eligibility criteria and a third that the only criteria was that

they could not be in therapy elsewhere to avoid doubling up of

services.

>

que¥ion #12: Do you have a waiting list? é’

Two key informants stated that they did not have a waitiﬁg
1ist. The remaining fourteen rn’;rted waiting lists ranging from
one week to six months, although most stated that a serious
eating disorder would be prioritized and that the length of the_

wait varied throughout the year. "

%
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B

Question #10: Is there a fee for your service?

¥,
~,

N
Three of the " sixteen key informants reported that their

service was free of charge and.fdur qiﬁ;ri stated that they were
subsidized by government funding souﬁ%é%lg The nine remaining key
informants reported using a sliding scale fo; those who could pay
but added that, they would not turn anyone away. In addition,
several key informants noted that Regional Social Services paid

for individuals who were on social assistance.
service Acceptability ¢

Question #4: Do you feel this treatment or service is
effective?

«

Three key informants felt the treatment they offered was

effective with clients with eating disorders. Most felt it was

" effective with some clients noting that it depended on a number

of factors iqgluding “the motivetion level of the client”,
"whether or not they stick with it", “the severity of the
disorder", and "in some cases the severity of the underlying
personality disorder".  One key informant»noted that, although it
was not cua;tive, it was effectivi to the extent that it proyjded
monitoring, support and provision of information (in light of the

fact« that these are 1life threatening disorders this may be

considered an effective intervention). The three 'key informants

“from the local hospital stated that their inpatient program was
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not as effective as they would like it to be and that, due to the
fact that they only accept the most severe cases for outpatient
treatment, "it might take two to three. years to see even minor
improvements®. " Another respondent noted that although their
supportive counselling was effective it'was not® meant to be the

£

only treatment for these c¢lients dand they qften experienced
difficulty obtain{ﬁg appropri;te referrals. Fina11y.“one key
informant noted that a lot of individuals with eating disorders
don't seek treatment jn the first place.

Question #13: How freduent1y do you read about eating

disorders or attend conferences or seminars on eating

disorders?

Most of the key informants stated that they read about
eating disorders quite fzequently from weekly to monthly
depending on what came out in the literature., Three of the
highschool guidance counsello;g stated that they rarely read
about the disorders because they saw students for such a wide
variety of problems. The fourth guidance person had a special .
interest . in eating disorders and read about them on a regular
basis. One key . informant Ustated that she "averaged two
conferences on eating disorders peﬁ year. Four attended about
one per year and four had not attended a conferente or seminar on
the topic of éating disorders in the 1last year. One well read:
key informant stated that she attended any seminar that she felt
might. ‘offer h‘r something beyond where she was af. Two others

i

had recently given a talk on eating disorders.
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seryice Needs

Question #5: In your opinica, vhat other forms of treatmen

_In response to this  question most of the respondents

“\menjuoned group therap'y, not ing that it should be free of charge.-

Three individuals felt there was a need for nutritional
counselling, family physicians who were know Fedgeajle about the
"disorders and preventative informat ional programs: (both in the

schools and n t:e larger community). "~ Several of the key
1nforman:5 ment ioned the need for an effectwg inpat ient program
in. the hospital. While one key }nformant felt an eating
disorders Jchc located in the bospital would be, usenful & second
felt a live-in, non-medical _mo‘del eating disorders centre located
outside of the hospital would be more' effective. Two individuals
#felt there was a heed for a oetwork of ﬂl."ecovered and recovering
anorexics and bulimics who’ c\ouid contact one another for support,

if in need, between week 1y counselling sessions.*  Two key

inférmanfs felt there was a need for individual therapy

(?ﬂcluding “behavior modif i cation and long-ternm psychotherapy)

that would be covered by the Ontario Health Insurance Plan

(0.H.I.P.). There was-also anexpressed need for easier access

" to referral, especially referrals to‘tr_{e hospital.

¥

3
v

es.  Question #7: Are these services adequate to meet the demand

for service from this < ¥ient population?

Five of . the sixteen key informants stated that services in

s the Waterloo region were not adequate to meet the ::}I\emand for

N
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or service are important for clients with eating disorders? -
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service from this c11en£ population. Three others felt that
adequate services were available to meet the present demand but
not the potential demand since a lot of individuals do not seek
treatment for several years. Several key informants stated that
there were presently no self help groups for individuals with
eating disorders. Two others claimed there was a lack of
coo%dina}ion.of services énd that it was difficult to match the
right approach with the individual. In summary, services were
perceived to be inadequq}e, In some way, by all sixteen key

informants.

-

Service Utilization

Question #8: Apprbximate]y how frequently do you receive
requests for service from clients with eating disorders? -

Responfs ranged from "not o;ten" to "30 per year". Two key
.informants noted that this was difficult to estimate becauge,
although they saw many women who were- preoccupied with food and
weight, endaged in binge eating and/or suffered from Tow self
es;eq:, these clients did Wnot state that they had an\eating
disorder uﬁon admission. Anothef echoed the earlier observation
ihat many do not seek treafment so * these numbers do not reflect

2
the seriousness of the disorder. One respondent who reported

‘freating a relatively low number of these clients noted thai,

although they had considerably more requests for service, due to

their three month waiting 1ist many of them went elsewhere.

- b »

.
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Networking of Jervices

Question #6: To your knowledge are these adjunct treatments
or services available in the Waterlookregion?

Two of the sixteen key informants felt the necessary
services were available with the exception of support groups.
One noted‘that, "while psychological counselling was available,
the waiting lists were generally quite long and most were not
covered by 0.H.I.P., and thus not affordable. Two-key informants
felt medical services were more accessible than psychological
serv1cés but a third felt that few family doctors were interested
in  and capable of treating the disorders? Two key informants
felt there was & need for a specialized inpatient proéram. One
felt there was a need for a visible ééting disorders center in
the community which would provide accessible information ther?by
promoting acceptance of the behavior and encouraging individuals
with the disorders to seek help.

Question #9: If you are unable to meet a clients treatment

needs directly do you feel you have adequate resources to

refer the client? .

One key informants felt she had adequate resources. Two

others also felt the resources were adequate for the present

-

demand for service but noted that there were many individuals

"hiding in the closet" who were not getting needed ffeatment.
Two key informants felt waiting lists for mental health services
were to§ ldhg‘ Two others felt ft was difficult to find someone
who was expe}ienced in treating the disorders in the Water Too

region and mentioned that, as a result, they frequently referred
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clients to services in Toronto. Another key informant felt that
no service was adequately available while a second felt medical
and nutritional services were adequate but there was a need for
group support. One Kkey informant stated that medical services
were morev accessible than mental health services. In contrast,
two others reported difficulty | getting medical referrals,
especially for anorexics who were at a dangerously low weight.
In addition, referrals to the hospital often required lengthy
waiting &permds' except 1in the’most severe cases. Finally, one

key informant felt medical services were available but questioned

whether the treatment provided was apprépmate.

Closing Comments

Question #14: Do you“ have any other thoughts or ideas
regarding service needs or the availability of services for
this client population that I have neglected to mention?
Several of the key informants broughtJup the issue of early
identifhicatxon' and prevention in answering this question. Some
suggested tha1ﬁ: preventive interventions could be implemented in
the school system through providing students starting qfn grade
seven with information on the detrimental effects of dieting and
the importance of proper nutrition and informing them about the
types of treatment u that are available in the Waterloo region.)
Althéugh some of this )is already incorpora‘ted into health
classes, one key &nformant noted that it varied from school to

school and that Health Education was not a mandatory part of the

curriculum. Others sugges;e’d that there was a need ﬁ;o educate

Ao S« W e e 4 < —— - e e A
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teachers as to early warning signs -and appropriate refer}al
resources. Suggestions for prevention at the community level
included making changes in the media and the general emphasis on
body shape and size for women, and educating "at risk" groups.
One key informant mentioned that she had just received a j;urnal
from Jake Epp (the Minister of Health at the Federal level)
entitled "Aéhieving Health for All.- A Framework for Health
Promotion”. While she was pleased to see health moving in this
difect1on, she questioned whether things were really any
different noting that presently there is no area“in which health
promotion is funded. She went on to(explain: “it is funded on an
ad hoc yearly grént basis which limits its potential for success
since hea1th'promotion has to be long term to be effective." She

felt the present system of funding health promotion frustrating

and depressing.

A second topic §ﬁ3cussed by several of the key informants °

was the need for coordination of nutritiopal, medical and

qualified therapy skills for - information sharing and -

consultation. One respondent sfated that ﬂhe knew the team
\ )

approach was best but that ”this wasn't facil%tated by fhe»way

health care is funded" (i.e. me&ica1 is covered by government
funding b;t nof nutritiénal or psychological counse]l?ng). The
" community nutritionist stated that she "did not feel capable of
treat{ng .an eating disorder on her an" and, although she
received a 1§t of calls from these individuals quuesting

referrals, she was “"unsure where to send them".

. o
¥
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s I

Two key informants talked abou£‘ the need for an eating
disorders clinic which would prqyider épucation on ndzrition.
homework witp moni%oring, psych61odica1 chUn;elling and group
experience. One suggested that the "center would need to be
visible in order to br}ng people out of the closet but that the
ideal setting Qas'\prﬁbab1y a resiaence out in the country.
Specific suggestions for appropriate treatment included treating
individuals oﬁ\ an outpatient basis except for ex£neme ca;es and
utilizing non-professionals as peer sqpporgs to reduce the amount.
of professional tMme necessary to tregt these disorders; Iﬁ
addition, recognizing that eating d1sordgrs vary greatly in-their E
severity and in the structure of the person with the eating
disorder’ Qas thougbt to be important in planning services for
this client population. One key info;mant caut ioned against the

f
use of scare tactics but a second stated that it was important%to
emphasize the fact that- some behaviors can cause permanent
physical damage. One key informant noted thag the destruction to
families was untold and that, although F.R.E.E.D. (Friends and
Re?attves of Individuals with Eating Disoraers, the local family
subport group) was helpiné in'this area, there was. a need for a

more active program. Finally, one key informant felt it would be
. ‘ 3

interesting to compare women who leave highschool to enter the

work force and those who continue as academics.

L
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Summary

At the beginning of this section we noted that the purpose

of thé key informant interviews was threefold: first, to
. ]

ascertain the uti]itj?bf conducting a full scale needs assessment

study; second to pilot test the questions to be included in the
professional mail survey; and third to provide rich data to
assist in tﬁe interpretation of the data obtained in the
prﬁfessional mail survey. The data obtained from the key
informant interviews clearly supported th; utility of a full
scale needs assifsment. To begin with, a comparison of the needs
attributed to this client population by the key informénts and
the perceived évailability of services for ;lients with eating
disorders in the Waterloo region poi;ts to both an inadequacy of

extant services and an absence of specialized services. _In

addition, most of the  key informants felt that {here were many

individuals who were in need of treatment but were not receiving

it (the service gap).
: £

All of the key informant interview questicns werg retained
for use in the professional maif survey, although the format used
was forced choice as opﬁbsed to open endgd in order to facilitate
analysis Q}, the data. Furthermore, “ﬁhe data obtained in the

interviews provided valuable insights into the true status of

service needs and resource availability, which - will be useds ’

. LT L . Lz R .
extensively in interpreting the professional mail survey data.

Finally, and most impprtantly, several of the key informants
w ' . . " A

SN
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indicated an interest in the results of the survey. The three
key informants who were employed at the local hospital indicated
that they were in the process of reviewing the services they
offered clignts with eating disorders and ?hought “that the
results of the assessment would be helpful to them in planning
hospital services. 1In addition, one key informant indicated that

she would be interested in becoming involved in any pragram

planning activities that evolved out of the assessment .

Professional Maijl Survey Results -

Based on the findings of @he key informant interviews we
decided to conduct a full scale needs assessment study including
a mailed survey of 315, health care professionals in the Waterloo
region. O0f the 361 surveys that were maileq out 82 were
returned. Twenty two additional surveys Qere ;eceived after
follow-up phone calls were conducted for a total samp le o% 104.
In‘aadition to*{hcreésing -the respoﬁ!b rate, the follow-up phone
call procedure also ‘he]ped to identify a large portion of the
original sample who were inappropriate to the stuqy. ‘Of the 257
non-respohdents we were able to re-contact 253. 0f these, 134
.(83%) indicated that they - were either a specialist (i.e.
dermatologist or surgeon) and therefore.would never see an eating
disorderéd client in their practice orithat theq did not previde
a treatment service. The remaining 11§ (46%) nonJrespondedts
either stated tha%‘they were  too busy, that they Eid’ﬁot receive

" -the survey or that they never received requests for service from

‘ w , "
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clients« with eating disoraers. Those in the latter two
categories were asked if they would consider completing the
survey if we mailed them & second copy since information on
unde}utijized services was of equal 1importance. Theoretica]fy
one would expect that the 119 non-re;pondents who did not state
that the survey was inappropriate for them probably doynot see a
large number of indi&?dua]s‘w{th these disorders, however, we
cannot make such an a55umptio% without data to support it. Thus,
based on the foregoing discussion we can estimaﬁe that there are
approximately 227 (361 furveyed, minus 134 found to be
inappropriate) service providers in the Waterloo region who offer
treatment for clients with eating disorders. In this light our

sample of 104 (46%) can be kdnﬁidered a representative sample.

5 .
The results of the survey are included in Appendix G.
Reported Availability of Services

The first question asked respondents to indicate the types
of treatmenﬁ or service they offer clients with eating disorders.
Eigﬁt types of t;eatment weFé listed along with an “other" option
andﬂreSponden;s were asked to check "all that applied” to them.‘
The eightrprovided service cafégories were der%ved frow a review

of the literature on treatment and an examination of the services

+the key informants stated =~ were necessary in treating the

[

disorders.’ A1l 104 respondents completed this question and a
frequency distribution indicated that the following sgrvices were

being offered in the Waterloo region:

Ayt
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Medical Monitoring = 51 (15%)
Hospitalizaton = 39 (12%)
Personal Cowwselling = 78 (23%)
Nutritional Counselling = 49 (15%)
Self Help = 20 (6%)
Family Therupy = 43 (13%)
Family Suppgrt = 11 (3%)
Educational/Preventive = 35 (10%)
Other = 9 (3%)

Note: Since respondents were asked to check "all that applied”
these numbers and percentages represent services checked rathetr

Z than individual respondents.

'Of‘ the nine who responded to the “other" option six indicated

referral to other professionals. The three remaining services
mentioned were case finding, peer support and nurse visitation.

An examina?ion of the above data suggests that all eightwof the

provided service categories are available in the Waterloo region. -

As noted above in the procedure section, these data were combined
with information on service accessibility, affordability, and

acceptability to provide an estimate of "actual” availability.

Service Accessibility

Next an "accessibility" score was obtained for each
réspohdent by summiﬁg the responses to questions 2, 3 and 4 (see
Appendix“ B) vhich asked‘ for information on service locatiqn;
eligibility criter{a and waiting 1lists respectively. Again all
104 respondents completed these questions: Ninety-eight of the
one hundred and four respondents indi;ated that their service was
located op a m@jor bus route (receiving a score of 2). Sixty-two
stated that there were no eligibility criteria for their-service.

The remaining forty-two respondents who indicated that there were
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eligibility critefia for their service mentio%ed eight different
criterion, sevé; of which were determined to potentially-exclude
c¢lients with eating disorders (see Appendix I-l).~ As a resuit,
sixty-three respondents either did not have eligibility criteria
or had a criterion that would not eliminate clients with anorexia
nervosa and/or bulimia (receiving a score of 2). Thirdly,
seventy-four of the one hundred and four respondents reported
that they did %ot have a waiting list or that their waiting list
was less than one month (receiving a score of 2). All others
were assigned a score of 1 on the respective wvariables. The
three scores were then summed to obtain an "accessibility" score
for 'each respondent. The three groups that emerged were
des1gnaféd low, medium and high accessibility. The total for

eachﬁgroup was as follows:

10 (10.4%)
57 (59.28%)
37 (38.48%)

L Low Accessibility
“ Medium Accessibility
"High Accessibility

W a n

yThese data suggests that the services offered by the 104

mai]‘survey respondents who completed this question are, for the

most ' part, accessible with 59.28 per cent rated "medium" on
service accessibility and only 10.4 per cent rated "low" on this

variable. ¢ .
Service Affordabilil
Next an “affordability" score was calculated for each

respondent by summing the responses to quest}ons 6, 7 and 8 (see

Appendix B) which asked about the method of payment, fee per-one
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hour session and whether c]iegts who were unable to pay would be
denied service. The data from one respondent were excluded in
- calculating this variable since they did not indicate their fee
per one hour session resulting in a sample of 103. Eighty-four
of the one ghundred and three respondents indicated that their
service was covered by 0.H.I.P. or was gratis (receiving a score
of 2). Of the nineteen respondents who indicated that tﬁere was
a fee for their service, fifteen indicated ghat a client who was
unable to pay would not be denied. service (receiving a score of
2). A1l others were assigned a score of 1 on these variables.
Next, these scores were summed fo obtain an "affordab11ity“'score
for each respondent. The three groups that emerged were
designated low, medium and high affordability. The total for
each groub was as follows:

Low Affordability

Medium Affordability
High Affordability

5 (5.15%)
14 (14.42%)
84 (86.52%)

[ LI I 1]

According to these data affordability is not a major barrier
to service utilization since 86.52 per cent of the respondents .
were assessed to offer a service that is “highly" affordable and

only 5.15 per.cent were rated "low" on affordability.

Service / tabils

Next® a score for service "acceptability” was calculated

o -

based on responses to questions 9, 10, 11 and iz (see Appendix B)
which asked for information on the frequency with which

respondents read about eating disorders; attended conferences,
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seminars or courses on eatihg disorders; whether or not they feit
they had the training and background necessary to treat clients
with eating disorders and whether or not they recognized the need

i

for a multidisciplinary team approach to the treatment of eating
disorders, respective1y.. Fifty-six of the“ one hundred and two
respondents who completed the question indicated that they read
" about eating disorders at least "monthly” (r;ceiving a score of
3); twenty-five indicated "yearly" (receiving a score of 2): and
twenty-one indicated "seldom" or .'never" (receiving a score of
1). Forty-one of the ?"f hundred . and two respondents who
completed the question ind%cated;Jthat they attended conferences
or seminars on eatin&isorders at least ‘“yearly" (receiving a
score of 2) and sixty-one indicated “seldom" or ‘“never"

(receiving a score of 1), Fifty-eight of the one hundred and one

respéndents who compleﬁ,d the question selected “"strongly agree"

or "agree" in response to the statement "I have thevtraining and -

background necessary to "treat clients with eating disorders"
(receiving a score of 3); eighteen selected "neither agree or
disagree” (receiving a score of 2); and twenty five sdlected

“disagree" or "strongly disagree" (receiving a score of 1).

" The final criterion utilized to assess service acceptability:

.

was that the service provider rpcognjzed the need for a
mu}tidisciplinary team treatment approach. As noted above in the
‘ pr;cédure section, the 1ljterature iﬁdicates that appropriate
treatment of these disordgrs must include: medical monitoring;

psychological counselling, nutritional counselling, family
TN v //\\VL

#
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support and educational/preventive interventions. Since medica}
monitoring might occur either on an outpatiént hasis or in
hospital and psychological counselling might take any one of a
number of forms, respondents were only required to check at least
one of "medical monitoring” or "hospitalization" and at lea:t one
of "ﬁérsonal counselling”, "facilitative (self help)", or "family
therapy”. In addition, they had to have checked all three of
"nutritional counselling”, “family support"”, * and
“educational/preventive”.  Sixty-eight of the one hundred and
four respondents who completed the questioﬁ met the above

criteria (receivind a score of 2) and thirty-six failed to meet

the criteria (receiving a score of 1).

_The scores obtained for the four criteria outlined above
were then summed to obtain an "accepf%bi]ity" score for “each
respondent. The data for four of the respondents were eliminated
in ca]cu1atin§;service gcceptgbility since they had neglected to
answer one or more-of the questions which comp:ised this variable

~resulting in a sample of .100. The resultant frequency
distribution divided respondents 11nto seven groups. To
facilitate consistency these groups were ;}bitrar11y combined to
produce three groups which were designafed low, medium and high
acceptability. - A]though we attempted to d1v1de the groups into
three equal -groups eaéh consvst1ng of 33.3 per cent of the total,
due to the large pumbemof 1nd1v1duals scoring high on this
variab1e,‘the resulqgnt dis&ribution was skewed toward the high

- a‘ | o ,
group (see Appendix I). Twenty six individuals were placed in

0 *
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“the low acceptability group with scores randging from 4 to 6f

K

Thi}ty individuals were placed in the med ism acceptability group.

; o B
In this group, haif received & score of 7 and half a score of 8.

o

Final]é, forfy four individuals wer&-placed in the hign

acceptaEi]ity group. Twenty five received ggsq?re of 9 and 19 a

score of 10. The following distribution emerged:

.

) Low Acceptability = 26 (26%) * ’
Medium Acceptability = 30 (30%)
High Acceptability = 44 (44%)

Again, the majority of services were tated "high" on

1
acceptability, however, 26 per cent of the services were rated

" "low" on this variable, suqggesting that this is a-greater barrier

to uti]izat\anthan either accessibility or affordabiiaty.

§

Actual Avajlabilit

£ ' To obtain an estimate of “"actual"” availability (defined in-

this paper to be the exftent to w?ich a service is: "accessible”,
?afforé&ble" and "acceptable”) the obtained "accessibility",
"affordability"” and‘“acceptabi]ity" scores were converted to 1, 2
or 3 with 1 representing the low groups and 3 representing the
high groups. The three scoreg were then summed to obtain an
“actual” ~avaiﬁabi11ty score. Oéce again, it was necessary to
exclude the data from the four responQentg?who negliected to

L
answer all of the. questions used to calculate an acceptability

.\\ N 3 L .
score and the one respondent who did not provide information on
N v
the feegper one hour session.  Thus, the resultant distribution

was based on a sample of 99. As in the case of "acceptability”,

-
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“the five:groups that emerged were digided into three groups each -

5 represeniing' approximagely 33.3 per gent. Twenty three

L o ot
indl{lﬁfﬁ]s were placed in the low avaf]ab11§ty group. Five

received a score of 5 an 18 a score of 6. Forty individuals

ol

were Vp]aced in the mediyn- avai1abili}y group?”'gll receiving a
score‘ff‘ 7. ‘Finallyf‘thirty;six)inﬁividua1s were placed in the
high group. Twenty eightéreceiwed a score of 8 and 8 a score of
97 Th€ fact that 40 individuals received -the middle score of
seven resulted in a skew toward the mediuﬁ availability group

(see kppendix J}). The fo]lowiqg\distributpnremerged:

. Low Availability = 23 (23.2%)
Medium Availability = 40 (40.4%)
= 36 (36.4%)

High Availability

These data suggests that tdken together acc;ssibility,
affordability and acceptability are not‘major barriers éo service
utilization. The majority of~_5erv}ces were re}em “medium”
{40.4%) or ."high" (36.4%) on "actual” availability, Aowever, 23.2

. .
per cent did score "low" on this variable suggesting that one or

more of these barriers prevent utilization for almost one fourth

. our sample of services.' .
RS ——— {
. - i » M
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In order to determine whether servite availability differed
for thg eight 'provided service categories and four services
mentioned in response to the “other® option.a cross-tabulation
between service type and “actual® availability was performed.

“The data “from the five respondents who had not completed all of
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the questions included 1in calculating "actual® availability were
; - B
eliminated resulting in a sample of 99 and the following .

a

distribution:

-

TABLE 3

"Actual® Avéi]ability~by Service Type (survey respondents/all
- ’ services)

: Actual Availability
Service Type Low Med. High Total

1. medical monitoring 9 16 23 + 48
2. hospitalization 7 11 . 19 37
3. personal counselling 18 27 30 75
4. nutritional counselling 8 15- 24 a4t
5. self help 3 - b 10 19
6. family therapy 8 16 16 40
7. family support 0 2 9 11 ~
8. educational preventiv 6 8 20 34
9. referral 0 1 5 6
10. case finding 0 0 1 1
11. peer support 0 0 1
12. nurse visitation 0 _ 0 1 1
Total 59 102 159

Note: since most respondents indicated that they provided more than
one type of service, the numbers in this table are based on services
provided rather than individual survey respondents, and therefore
total more than 99.

Since our sampfe of 104 represegts 46 per cent of the services in
the Waterloo region which were considered appropriate for the
$
survey, on the assumption that our sample is representative, we
\

can estimate that the "actual” availabil}ty of all appropriéte

services is as follows:

— mmam e
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“Actual” Availability by Service Type (region wide/all services)

Actual Ava11ab111ty

Service Type Low Med. High Tofal
- N

1. medical monitoring 20 35 50 104

2. hospitalization 15 24 41 80

3. personal cqunselling 39 59 65 163 .
4. itional counsell1ng 17 33 52 102 - 4’
5. se)f help 7 13 22 41

6. family therapy 17 35 35 87

7. family support 0 4 20 24

8. educational preventive 13 17 43 14

9. referral <0 2 11 13

10. case finding 0 0 2 2

11.. peer support 0 0 2 2°

ﬁz nurse visita®ion 0 0 2 2

L 4 . _
Total . 128 222 345 n

Service Needs Identified by Community Professionals

The data from question 12: "in my opinion the following
treatments or services are essential to adequately meet the‘needs

of clients with eating disorders” were used to determine service

_ needs of this client population from "the perspective of the

comﬁﬁhity professional. Three respondents did not complete this

question resulting in a sample of 101 and the following frequency
a~

distribution regarding service nbeds: ) 3
Medical Monitoring = 94 (14%)
Hospitalization = 76 (11%)

Personal Counselling = 98 (14%)

Nutritional Counselling = 93 (13%),
. Self Help = 81 (12%)

Family Therapy = 89 (13%)

( Family Support = 77 (11%)
Educational/Preventive = 87 (13%)

Note: Since most respondents checked more than one service these
numbers and percentages represent services checked rather than
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individual respondents. K

This distribution suggests that all eight proyided service -
Ea&;:bﬁies weré'thoughy tp be necessary in the treatment of these
di; ders. Responses ‘to ,xhe “other" option .included: peer )
supp?rts, residential tr;atmént center, self hygnosis training,

and eating disorders clinic?

LY - -

Question 14 asked "respondents ;o report the number of
requests for Service from new clients with eating disorders per
year from all sources, including referrals. Five respondents did
not complete this qué;tion Msuiting in a sample of 99.
Responses to this question ranged from zero to 90. The raw data
for \this question are -included in Appendix K, however, to<
simplify the interpretation of ‘thesevdata responses were divided

into seven categories resulting in the following distribution:

> 4
Zero = 9 (9%)
"1to 5 = 62 (63%)
6-to 10 = 10 (10%)
11 to 20 = 14 (14%)
21 to 30 - 2 (21)
. 40 = 1 (1%) .
30 =1 (13)

Th’distributjon suggests that the majority (72%). of

A
. . : T .
service providers see between zero and five eating disordered
d |

_ clients per year and approximately one four;hfsee between six and -

twenty per year. The two respondents who reported seeing 40 and
96=eating disordered clients per year were both dieticians. The

total number of requests for service from clients with eating
. ]
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disorders in the Waterloo reéion was estimated by adding the
maximum requests for*service reported by the 99 FeSpondents who

completed this questign. The resultant estimate was: 606
4 ¢ v

requests per year. Ag{in, since this estimat&represents 46 per

cent of the services in the Waterloo region which were considered

appropriate for the survey, on' the assumption that our sample is
LD J

representative, we can estimate that service providers in the

region receive approximately 1,317 requests for service per year.

Finally, although F.R.E.E.D. (Friends and Relatives of
Individuals with Eating Disorders, the local family support
group) wasﬁ;ot involved in direct treatment of the disorders,
they ‘were contacted and asked to provide information on-the
number of telephone calls they received in a one year period from
individuals wifh anorexia orgbdﬁimia and/or their friends and
relat%ves. These data were obtained in order to further clarify
the magnitude of the need for services for this client population
in the Waterloo region. Despite the fact that F.R.E.E.D. was
without publicity from July 1986 to mid November 1986, between
June 1986 and June 1987 they receiveq 57 reqbests foruhelp or

information from sufferers, their friends or relatives or

community professionals (see Appendix l).

Question 13: “"of the services “youvchecked iﬁ question 12

above, check any that: 1. you are not able to provide directly

[ 4
through your service and 2. you do not feel you have accessible, -

R b -
- - o ey o e . - s e mrre

.
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affordable and acceptable resources to refer clidnts in the

- . - c 8 . .
Waterloo region" was designed to  provide a measure of

-

professional -networking around the pFob]em of eating disorders,

-

To begin with, in quest-ion 12 respondents were provided with the

list of eight service types pfus an “other" option and asked tf?

check all. services that they fe?@ were importanf fo;‘.the'*

treatment. of eating disorders.¢, Next, they were asked to
re-examine the list of services theyichecked in question 12 to
determine whether there were any that were %
Waterioo region. They were asked to rqté*a service as "not
available" if: 1. it was a service that they could not pﬁ&vidg
themselves and 2. they were not aware o#’anyone in the region who
pfoyided that service (ané was accessible, afqudable, and

acceptable). - -

—

#

»

Responses to the ‘“other" option included: peer sdpports.

v

residential treatment center, self hypnosis training, and edfing

*disorders clinic, however, none of these services were mentioned
1

in response to question 13. Although in the case of peer
supports and self hypnosts training an examination of the

services these two respondents provided revealed that they

themselves provided these services, the ommission of residentfial

treatment center and eating disorders clinic in question 13
-9

suggests that this question may have been misinterpreted, since

these services clearly do not exist in the region.

“not available” in the

-

’
)

1
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Frequencies for each -of the dight service types were

[

\obtained representing services thought to be “not ilgllﬂhlﬂ

Two 1nd1v1duals d1d not complete th1s question resulting in a

"sample of 102 and the following d1str1but1on.

Medical Monitoring = 33 (12%)Q

Hospitalization . .= 34 (12%)

Personal Counselling =21 (7%) . -

Nutritional Counselling =,30 (11%)

Self Help = 38 (13%)

Family Therapy = 30 (11%) - ’

®  Family Support = 36 (13%) o

., - Educational/Preventive = 30 (11%)

All Services Available = 30 (11%)° -

* -
Note: Since most respondents checked more than one these numbers
and percentages represent serv1ces -checked rather than individual

survey respondents

This distribution suggests that all eight prov1ded service

categories were thought to be "not available" by befween 7 and '#3
per cent of  the 102 survey respondents who gompleggd this.
question and that only 11 per cent feit all servxces,were'
available. When this data is compared to the data on "actual”

ayailabiliﬁy reported . above there appears to be a 1lack of

awareness of services rather than a lack of availability. No

services were mentioned in response to the "other” option.
o

A secon quest1on/~de31gned to obtain an estimate of the
degree of pr fe551onal network1ng around the problem of eating

. disorders was orest1on 5: "in a one year period, approx1mate1y

how frequently would you receive a referral for a client with an

" eating disorder from anothqi‘professional?“. Four re;pondents
did not complete this question resulting in a sample of 100.
¥ 3 .
: ¢
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Responses to this question ranged. from zero to 90. The raw data -

for this question are présented in Appendix M. Again to sﬁmbl{fy
- “ ¥
interpretation of the data the responses were « divided into.six

categories and the following distriputioqrgmerged:

. - - - My ’
‘ Zero = 32 (32%)
1% 5 = 53 (53%)
6 to 10 = 5 (5%)
11 to 15 = 6 (6%)
16 to 20 =, '3 (3%)
80 J =1 (%) -
IS

This distribution suggesys that approximately one third of

]
the respondents never receivg referrals for clients with eating

_ disorders and that the mgjority (53%) receive betweeh one and -

five:;gferrals per year. |\Only 15 per. cent reported receiving six

o

4

or more referrals per year. The one respondent who jndicapgg
that she received 80 referra
period was a dietician) total number of inter-abency
rgferrals;was esf{matéd by adding the maximum number of re%er?a]s
received fgr clients with;eating disorders as reported by the 100
respon&ents who completed this question. The resultant estimate
was‘391 referrals per year. Again, since this estimate is based
on a sample of 46 per cent, assuming our sample is
representative, we can estimate that there are approximately 850

inter-agency referrals for clients with eating digogders per year

in the Waterloo region.

for these clients in a one year

fe
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.Atu the end of the questionndire Eéspondents» were asked to
indicate- whether they wished to hagé their names intluded on a
resource 1ist of professionals- interested in and capable of
treating clients. with anorexia neréosa and/or bulimia.
;:ftyTSevén respondents indicated that they wished t; begincluqedv

in-this list~ 34 providing psychological &services; 3 prOviding
vmedical serV1ces, 3 prov1d1ng both psychological and med1ca1
services;. 5 providing nutritional services; 1 prOVJd1ng,a ‘self »
help group for overeatérs and 1 providing a family support group

for the parents and friends of individuals vq:h theSe”Hisorders

see ppend1x N vgl
( / ) a,\ H}y.
SJ.i.en.t Ielephone Survey w 9

Y
[}

Nineteen individuals ag}eed to participate in thé'§ﬁrvey.‘
To begin wifﬁA survey respondents were asked to fHQigéte where
they had seen the poster advertisement. Three resSonéents stated
that they saw it at their highschool, five on one of the “local
university campuses, three at 6ne of tﬂf local shopping centers
and one at a local health club. Tﬁé seven remaining respondents
were informed of the study through their counsellor, a local
professional who agreed to ask her eating diso;dered clients to
participate. Answers to thg first half of the survey (quéstiéns

@

1 to 11, see Appendix D) were compared to the diagnostic criteria
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for anorexia nervosa and bulimia as _set out in the Ame?ican

3

PsychoIog1cal Assoc1at1ons Dlagnost1c and Statistical Manual for
Mental Disorders (DSM III R, 1985 see Table 2). Seven

respondents met DSM III R criteria “for "Bulimic Disorder”, four

%
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met DSM TII R criteria for "Bulimic Disorder” plus a histgry of '

"Anorexia Nervosa”, ope met both the criteria fol "Bulimic

L3

~Disorder"” and the cri ria for _"Anorexia Nervosa" and three met

DSM TII R cr1ter1a for a history of "Anorex1a Netvosa™. The four

remaining part1c1pants did not meet the complete criteria for

( .
either disorder. Two of these individuals met all of the-

criteria for "Bulimie Disorder‘m with the exception of criterion
"D which specifies a minimum of 2 binge eat1ng ep1sodes per week
for‘at least 3 monthi.. Nh11e both had been b1nge eating for dver
four years, they reported a frequency of 2 to 3 times per monthi
The remaining two both " reported requiar vomiting for the pgrpose

of controlling weight. The first reported daily vomiting and

" responded "horrible"” to the question "how would you feel if you

ra

yeére to gain 10 1bs.?". The second reported vomiting twige a
‘Qeek dietiﬂb "all the Lime" and e?cessive e;ercising: “Despite
the fact that these fouﬂ respondents djd,n:! meet DSM 111 ﬁ
Jg:}ter1a for the disorders, all respondents wére included 1n the
analysis since all demgnstrated clearly disturbed eating patterns
and exhibited most of the behaviors typical of patients with

anorexia nervosa and/or bulimia. .0 ~
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0f the nlneteen telephone\survey respondents-six reported
that they had never sought profess1onal help for their problem.
A1l others reported that they had at least: consulted their fahfly

physician. The six respondents who had noEﬂJsought1%edici1'

Kl

treatment for their eat%ng’ problem ‘repor{Ed‘ the following
r“eason:s: "didn't “cog“sjder{ i'n illness",““not ready yet", "don't
trust them to te1].you the truth“ “my father would k11; me" and
"afraid my parepts will f1nd out“ Nine part1c1pants had gought
medical treatmefit from a_ famlly phy51c1an, three had seer a
‘ »

fami1y“phys1c1an-and had also been hospitalized for the dfsorder

and one had seen two different family phyeigians end had also

been hospitalized.

0f the 19 respondents seven ’reported that {hey had never

sought psychological treatment for .their disorder. The rgasons

‘given were identical to those given above for medical treatment

— with the seven;ﬁ qespondent stating that her negatfve experience

. f" Ll —_
with a medical doctor “turned herloff“ the idea of seeking help.

Respondents,, vho 1nd1cated that they had sought psycholog1ca1
treatment were asked to spec1fy the service prov1der s title,
‘however, most were "unable to answer ‘th1s question se it/was
eliminated from the analys1s ReSpondents reported‘haVing seen
from one to three professionals for psycho]og1ca1 counselling for

a total of twenty client-counsellor contacts. The data for one

- A > - T
‘respondent was.gliminated for this quest%qn&becahse she stated

e
-
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that she was "tricke¥" into going ¥ her friends, only went for

one visit and "didn't give the therapist a chance".

. Ten of _ the nineteen respohdents reparted that they had not

souight hutritional counselling for their eating problem. Reasons
“given included: “didn't consider ‘it an illness®, “I am well
- iﬁf’ormed ig. the aaef' of nutrition", “my counsellor is well
informed ip the area of nu’éritiqn", 7':my fathevr)wouw k111 me",
“I'm afraid my p;?nts will find gut", “my negative experience

with a medical doctor turned me- off seeking any kind of
= O

v treatment”, "I am @ nursing student” and "1 didn't think of it".
Six respondents had sgen a nutritionist, two had been to Weight
Watchers, one to Overeaters Anonymous and one to the Weight Loss
Ciinic'. The respondént who reported going to the Wei1ght Loss
Clinic . admitted ~’ch:’t she rﬂd withheld information that ;ogul'd
allow them to identify her as bulimic, thus her data on this

4

question were eliminated. © &
- »

?

4 ) C
Next respondents were-asked the following question in &der
‘ - \
to assess the degree to which specific services which_they felt

would be useful in helping them overcome their eéting disorder

were available in the Waterloo region: ~

" Y

1. Is there any type of help for your eating problemthat you

[

have found particulgrly,difficiﬂt to find in the Waterloo region?

Six- respondentshrep“orted sthat they i}ad not tried to find"

help and four could not' think of anything. Two respondents said
P , .

4

4

.
S
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that they hadn't come across Jnything specifically geared?he

treatment of eating disorders such as an eating Hisorders nic,
One respondeen‘t mentiorjsl group therapy and two others felt there
was a peed for a referral service or resource list of
professionals who were knowledgeable about the disorders. Three
respondents felt there was a lack of professionals who were
knowledgeable about the disorders and don't have Tong waiting

' lists. ‘Another respohdent felt the waiting list for the hospital

¥ was much&,g‘oo, long. Finally, one respondent wanted to find

.

b ]

/ someone who cOuld "stop her totally” having battled the disorder

with only partial success for several years.

~

service Accessibility

¢,

- -

The following questions were designed to assess service

acces"gﬁbi]ity:

1. Were you put on a waiting 1ist? If yes, for how -1orig?

]

2. Was tﬁe service easy to get to (i.e. located on a ma jor bus
route)? - N

A1l 13 respondents who had sought treatrent froma ;:mily

physician reported that the seljvice was easy to get to (i.e.
located on a major bus route ar respondent Dad access to a car)

and all but one stated that ‘they were not placed on & waiting

list. The latter had seen two family physicians ar\:d had been
Nced on a waiting list in both cases (the first for 2 months

and the second for 1 month). A1l 4four responZents who had been

hospitalized for the disorders reported that tie-service was easy

- LI NS s e E a . —
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to get to and two stated that they were not placed on a waiting
list. The remaining two stated that they were placed on a two

week waiting list for the hospital program.

For thirteeﬁgof the client-counselior contacts there was no
waiting period, two had a waiting period of 1 month, one a
waifing period of 2 months, one a waiting perioé ot 3 months.
One respondent stated that she “never did get to see someone on a
regular bésis". Another respondent stated that the 1local
hospital services were not adequate and that she was on a wajting
1ist for Toronto General Hospital. All nineteen services were

described as easy to get to.

A1l six respondents who reported ;ee1ng a nutritionist felt
the service was easy to get to. One of the six reported being
placed on a waiting 1ist for one month while the others reported
that there was no waiting_ period. The three respondents who had
attended Weight Watchers or Overeaters Anonymous all reported
that these services were easy to get to and neither service had a

waiting list.
% Service Affordability

It was not necessary to assess the affordability of medical
services since all medical service$ are covered by 0.H.I.P. and
are therefore free of charge. 5fspondents were asked the
following question in order to assess the affordability of

13
¥,
psychological and nutritiona*?services:
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1. Was the service affordable? -

0f the nineteen ch‘ent-&seﬂor contacts only one was

reported to be not affordable. In this case the respondent had
N

s{oB_p?{ going to a local psychologist bgcause she could not
afford his fee of $75./hr. She stated tbét this was especially
annoying because, of the three therapists shd had been to he was
the most helpful.

'y w
T~ The six respondents who reported seeing a nutritionist all

stated that the service was affordable. One of the two
respondents who had attended Weight Watchers felt that the

service was to-o expensive. The respondent who had atteriqed

Overeaters Anonymous felt that this service was affordable.

Service A tabilit

The following questidps were designed to assess service
{ i
acceptability: ’

1. Was the service provider knowledgeable about eating disorders?

2. Did he or she recommend that you seek psychological counselling,
nutritional counselling, medical assessment? )

3. Vas the treatment helpful? _
4. Are you still going? If no, why did you stop?

When the fourteen respondents who reported seeing a family
physician were asked whether he/she _was knowledgeable about
eat“ing disorders,"nine said "no", one sa\d “"somewhat" and four
said "yes". When asked whethel; the family physician recommended

that thgy go for psychological and nutritional counselling eight

et
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respondentsl said "yes", five said "no” and one stated that she
was already in both psychological and nutritional treatmenmt. ;
When respondents were asked whether the sessions with the family'
physician were helpful five said "yes" and nine said "no". When
asked whether they were still gqoing to their familytphysic1an
four respondents said “yes" and sevequaid “no". Those @ho were
no longer going were asked why they had stopped. Nine
respondents reported that they had gone fof‘one visit only, seven
did not return because the service provider was not knoQ1edgeab1e
about eating disorders and/or tﬁey did not find the treatmeht
helpful. One respondent reported that spe had gone -with the sole
purpose of pbtaining a referral for psychological counselling.
Another had seen a medical doctor for over 3 1/2 years on campus
bqﬁ was no longer going because she had gréduate&ir 0f the four
respondents wha had been hospitalized for the disorder one felt
the hospital staff was knowledgeable about eating disorders, two
stated that they were not knowledgeablz, and the fourth felt they
were somewhat kné@ledgeable about the disorders. All four
respondents indicated that the hospital staff recommended and/or
provided both psycthological and nutritional counselling. One
felt the treatment was helpful but the three others stated that
tgﬁt was not helpful. A1l four reported that they had been

released from the hospital program.

For fourteen of the nineteen client-counsellor contacts the
service provideg was thought to be knowledgeable about eating

disorders. Of the remaining five, one was thought to -be
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"someyhat“ ;knowledgeéble and four "not knowledgeable". For
eleven of the nineteen client-counsellor contacts the respondent
reported that the counselior had recommended that they seek
medical and nutritional counselling. Ten of the counsellors were
considered helpful and niné“weré considered not helpful, Six
respondents reported that they . were still gging to a counsell%r,
six reported stopping because sthe treatment was not he]pful; two
had stopped going because they had moved, one because the
coun3e11br had moved and three because they felt they had
progressed to the point where they felt able to "do it on their

own". One respondent who had been in an inpatient program

reported stopping as 3“kg§u1t of family responsibilities.
. ™

¥

0f the six respondents who had been to a nutritionist fiye
felt - the servige proviaer was knowledgeable about ﬂeating
disorders but the sixth stated that he/she was not knmwledgeable
about the d{sg;ders. Five reported that the service provider

recomménded that they seek medical
- S

nd psychological treatmfnt
but again one did not. Foun, of the s counselling was
helpful while .two statedflsyat it was not helpful. Three
respondents reported that they were still going and one went for
one visit onlxwpecause it was not helpful. One respondent, who
was seeing a nutritionist in hosbﬁtal, was no longer going
because she haé been released and felt she knew everything about
nutrition anyway. The sixth'respondéﬁt had stopped going because

all her questions had been answé}ed. The two participants who

~had attended Weight Watchers both fe1tv their staff were not
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knowledgeable about eating disorders and noted that they did not

recommend seeking medical of psychological treatment. One felt
the treatment was not helpful jbut the second said it was helpful
to the extent that she learned about the four food groups and was
given support by the grouiﬁmembers. Bothrrespondonts had stopped
going, one’'because it was not helpful and the second because she
was under the weight criteria. The respondent who reported going
to Overeapers Ahonymous felt that they were not knowledgeable
about eatjng disorders and gtaéed that f“ey did not recommend she
seek medical or pﬁycho]ogica] treatment. Despite the fact that

she found the group support:helpful, she was no 1onga£jgoing.
*

[

&

Service Needs

Finally, service ne€ds from the clients perspective were

assessed by asking thg following questions:
s . - - )

1. Which type of psychological counselling would you find most
helpful/would ~yoy be most comfortable using?

a) individual thera - : A
b) family therapy
c) gr$¥p therapy. by a professional) ‘

d) selt help group (run by a recovered anorexic or bulimic)
e) telephone help line

2. Is there any other service that I have not mentioned which
you feel would be helpful?

Thirteen of the nineteen respondents felt individual ‘therapy

would be helpful, four said maybe, --ene said no and one said._ it
would be hg1pfuﬂ f the service provider was knowledgeable about

eating disorders. When asked whether they would be comfortable

-
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in individual therapy two respondents said ‘yes; eight said they

would be comfortable “after a while”, two said it would depend on

e -
the counsellor (i.e. one said she would be comfortable if the

. \ .
counsellor  was female) and two said they would not be

comfortable. Five re;pondents felt “that family therapy would be
helpful but thirteen said it would not be helpful and one said

maybe. Three said they would be comfortable Jutilizing family

therapy, one felt she would be comfortable after having first |

been in individual therapy, one felt she would be comfortable
after a few sessions, one said she might be comfortable and two
stated that they would not. Eleven respondentg thought group
therapy would be helpful, four said maybe a&d four said no. Five
said they would be'comfortable using group therapy, six said they
you1d be comfortable "ifter a while", tyo thought thgy might be
comfortable and six said they would not be comfértable. ~Sixteen
respondents felt a self help group would be helpful, one said it
. might be and two said it would not be. Ten respondents thought
they would be comfortable in a self 'heip group situatidn, four

said they would be comfortable “after a 'while", one said she

might be comfortable and four said they would not be. Eight .

respondents felt a telephone heillp line would be helpful, one felt
it would be hg]pfu] on a short term basis and ten f21§*ﬁt would
not be helpful. Fleven said they would be comfortable uti]fzing
such a servicey (as long as it was confidential) two said they

might be comfortable using it and six said they wodld not be.
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When the respondents were asked whether_there were any other
services that hady not been mentioned which they felt would be
Relpful fourteen said "no", one adding that it was ‘"self
attitude”. Five respondents provided suggestions. including: “I
would 1like, someone to talk to between counselling sessions.
Close friends are helpful but it's easy to lie to them", “maybe
something spiritual or church related”, “we need a better
hospital program or clinic. I- shouldn't have to go_tovLondon or
Toronto for help", "We need to.educate kids in gighschool" and

“education for the family and public awareness”.
Networking/Health Education Conference

In order to assess whether the ﬁetworking/hea]th education
conference was effective at promoting networking of professionals
.from a variety of disciplines and at increasing professiona}
gn;wledge about 'prevention and early identification of eating
" disorders and the availability of services for clients with
eating disorders in the Waterloo region, an evaluation
qhestionnque was inc]udea in the conference package. A summary .
of the results of the evaluation is included in Appendix O.
Eighty-seven evaluatibn questionnaires were completed. Although'
37 respondents,failed to identify their professional_title, there
appedred to be representation from a wide variety of disciplines .
including: psychométrists, psychologists, psychiatrists,
counsellors, social workers, family therapists, consultants,

med¥cal doctors, nurses, school counsellors, teachers, students,
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dieticians, I recovered suffgréfs, parents and  other
non-professionais. ;ixty eight per cent of the respondents
indicated that they were “able to meet and dialogue-with other -
professionals”. Ninety five per cent said that they “"enjoyed the
conference in ;enera1” and eighty five per"cent felt that they
"learned something that would be useful in their work". When
asked whether they ' feit they had increased their kﬁﬂwledge in
séecific areas sixty three per cent in&icated yes to "diagnosis
and g§}1y identification", seventy nine per cen£ to “"prevention",
eighty 'seven per cent to “"education", seventy nine pe} cent to
"treatment”, and fifty three p;r,cent to "Waterloo region needs
and resources". The latter assessed information 'which was
presented at the end of the day by which time many‘délegates had
already left, thus thnty nine per cent of the delegates fort
this question blank compared to two ber cent which was the next
highest per cent of ﬁqn-responses to a single question. Finally,
fespondents were’provﬁﬁed space for further comments. Most made
use of this option and some very useful information resulted. A;
summary of these comments is contained in Appendix P. 1In general
most respoﬁdents 1ndic;ted that David Garners presentation (the
keynote address) was excellent. Mgny indisated that they would
have preferred a longer question and answer period and/or more
information on early warning- signs and treatment. Also,

constructive criticisms were offered as to how the conference

could have been made more effective.

—
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Perhaps - thé most construactive outcome of the
networking/health education conference was the fact that it
facilitated the formation of a group bf community professionals
who were interested in utilizing the results- of the

needs/resource assessment to improve services for clients with

=

Qeatinéﬁ disorders in the Waterloo region. There are presently

tWET;é task forcermembers including: two recovered bulimics.,—two

psychologists, two wurses, a social worker, psychémetrist,

medical doctor, nutritionist, college guidance counsellor and a°

mental health coordinator. Thus far the group has met seven
times. The initial meeting included member introductions’ and the
presentation of the findings of the ngeds/resource assessment
study. Based on the findings of the needs/resdﬁrce assessment
the group identified five themes to be discussed at the next
meeting. These themes included: 1. how can we enkourage those
who are afflicted with the diéorders to seek help; 2. how can we
ensure that “intlividuals who are afflicted with eat1ng disorders
get in contact with profeSSIOnaIS who are capable of treat1ng the
disorders and facilitate networking of community profg;sionals 3.
how can we.best facilitate the development of selff;eip groups
;gt/,EEZEE“Thdiv:guals; 4. how caﬁ Wﬁ’ increasefawareness of fhe
local family support group; and 5. how gah'ye prevent these

. %
disorders. :

b o g gy >4 S——— [EPwNer FEEE |
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After muchud%scuésion the group arrived at the consensus

that these se;v1ces cou]d best be provided by opening an eating
disorders res%urce center in the reg1on Having 1dent1fted our

purpose we then attempted to Iist the goals and objectives of the

"~ proposed center. Consistent with the five themes identified

above, the group came to the consensus that the objectives of, the

R

proposed center weré to: 1. increas;ﬁ‘ébﬁc awareness and

N

acceptance of the disorders and educate risk groups as to the
dangers associated with eating disorders and the importance of
early intervention in order to incourqge sufferers to seek help;
2. provide referra]s to community professionals who are capable
of treating the disorders; 3. provide self help groups for
individuals who cur?ently suffer:from the disorders; 4. provide

referrals ‘to the 1local family support group; and 5. employ

~ preventive fnférvention; aimed at reducing the prevalence of

'these disorders. Further discussion .resulted in the

identification of two additional objectives. irst, the
suggestion was made that we also facilitate the education of
community professionals regarding effective treatment strategies
for "clients with éating disorders since,. alihough 47 of the

professional mail survey respondents felt they were able to treat

4

these disorders, we had no way of knowing whether or not they

were in fact effa:tive. Secondly, fund raising would have to be
included in our 1ist of program activities to ensure that the

s ) ) ‘v .
center would continue to exist in the event that we were not able

to secure a grant. -At this point the group was asked whether
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e

there were any additional objectives that had been missed or
whether they felt any of the sql@n identified objectivés were

inappropriate. A1l of the task force members indicated agreement

with the proposed objectives.

Subsequent meetings consisted of brainstormigg sessions
around varibus‘possib1e sources of funding. One member suggested
that, since our mandate was primarily prevention and health

#
promotion we might be e]igiQQE for one of the grants currently

béing made available by the Ministry of Health for this purpose.

A second suggestion was that we ask the Canadian Mental Heal%h
Association (C.M.H.A.) who currently sponsored the local family
suppdgt group (F.R.E.E.D.) to fund an embellishment of F.R.E.E.D,
Thirdly, it was sugdg:ted that we might ask to be part of the new

womens center that was currently opening in the region. We

decided against the latter suggestion since this would make our

-service inaccessible to males who do suffer from the disorders,
that it would Hé appropriate for a 'fey task .force members to
+approach C.M.H.A. to find out how they would feel about fund{ng
an embellishment of F.R;E.E.D. and report lhehzutcome to the rest
of the group. Unfortunately, the outcome was not positive.
Basically C.M.H.A. said they would not be in a position to take
on any new pr&grams or expand any of their existing programs for
at least two years since they Qéré' already understaffed and had
recé%tly turned down other excellent proposals. As a result, we

decided to pursue a graqﬁ\ from the Ministry of Health. One

albeit to a much lesser extent. 1In fﬁgh} of this it was decided'
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| 4 .
\ member, who.is also a member of theDistrict Mealth Council,

sugdested that he could bring f'gnant proposal to the next

‘meet ing " and go through the" steps - involved in applying for a

~grant. ' . ] ’

* .

Fy

The next }ask fo;ce meeting was spent going through the

A ey

1]
grant application attempting to assess the degree to which the

mandéte of our proposed center fit with the Ministries' mandate.

4

The group agreed that we appeared to fit quite well and each

gréup member agreed* to tale hoﬁé a page of the proposal to work

,,,__22;4__2295§quent meetings were spent going through the grant
proposal page by page and discussing individual group members'

©

. suggesfiops for various sections of the proposal and arriving at
groupilgnsensus around the'contenis of the proposal. By the end
of the seventh meeting a reasonably accurafé“and complgte

, application emerged. ‘Thisvéxercise also helped us to clarify our
Sbjectives by forcing us to define the program activities in

1

concrete terms as follows:

Education/Prevention
1. Information library ) s
2. Speakers bureau
3. News lptter
Support - ™
4. Self help groups.
. One to one support
. Family support
7. Telephone help line
Outreach

8. Referral service
9. Professional netwo{king/education

- - - e aa h ———— er

*



Eating Disorders ,Resource Centre 2

Other

10. Fundra{sing
11. Training volunteers

Having developed a satisfactory grant application we decided
to set the issue of funding aside temporarily, and fove to a
discussion of suitable sponsoring agencies. There was a ¢lear

consensus in the group that, although it would be desirable to be

l

- * -
sponsored by a credible organization in the community, the center 7

should be phy§icaily separaﬁe from other mental health services
- | '

to avoid problems of stigma. One task force member, who is
employed at the Waterloo Regional Health Unit; indicated that she

had mentioned the activities of the task force to the sen{or

administrators and they had indicated an interest in the proposed

center. All group members agreed that this would be an
appropriate sponsoring agency and that.we should arrange to make

a formal presentation to the administration.

e

\.‘h‘-
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DISCUSSION
N v ' » ~
Needs/Resource Assessment

-

At the beginning of this paper we stated Tour research

questions to be investigated in this study: 1. approximately how

many individuals_in the Waterloo region currently suffer from an

eating,disorder but have not sought treatment? (the service gap);

4

2. what sei'vices, deemed necessary in the treatment of eating

disorders, do not exist in the Waterloo region? (missing

L

services); J. to what extent are available services in the

N/
Waterloo region sufficient to meet the service needs of clients

with eating disorders? (sufficiency of extant services); and 4.

+

to what degree are community professionals aware of specialized

. “ H
services for individuals with eating disorders in the Waterloo

region and to what extent do they wutilize these services for

. “referral purposes? (networking of services). -

~

Earlier in —this paper in discussing the definition of
“needs" assessment - we talked about four types of social need as
defined by Bradshaw (1977).  These included: 1. normative need -
needs as defined by community prpfessiona]s; 2. felt need - needs

as defined by the client population; 3. expressed need - demand

for service; and 4. comparative need - an inferred measure of
need which is arrived at by noting characteristics of individuals
who seek treatment and determining the number of individuals in

®

the population who have thesescharacteristics. In addition, we

"also listed three measures of Med as defined by Seigel et al.,

4
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1978, which are- consistegt with our first three research
questions. We also demoﬁggfated howv Seigel et al.'s tHFgEe
measures of need could be obtained by combining énd comparing
various measures of néed based on Bradshaw's (1977)4ﬂgﬁdnitions.
Specificé!]y, a measure of the extent of the seévice gap is
obtained by estimating the comp;?%t1ge need and contrasting this
with an estimate of expressed need. Second1y,\?ﬁéaidentification
of missing services 1S accomplished by combining normative and
felt needs and comparing this to a 1list of available services.
Finally, an assessfient §f the sufficiency of extant services in
relation to estimated serzﬁce needs 15 obtained by comparing the
availability of-services in quantitative terms to an estimate of
comparative need. Our fourth research question - a measure of
the degrée of inter-agency networking - can be obtained through
an assessment of professional awareness of services combined with
an estimate of the frequency of interagency referrals. The
formerié obtained by comparing a list of available services to a
1isting of services thought to be "not available" by community
professionals and the latter by directly measuring the number of
interagency referrals. Having defined the techniques used in

assessing these research questions we will now briefly discuss

the obtained results.

To begin with, there was a clear consensus among the key

informants that there were many individuals in the Natergoo

A

'
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region who were currently suffering from an eating disorder but
for various reasons had not sought treatment. In addition, as a
group ' they indicated that there was an absence of specialized

services for individuals with eating disorders in- the region and

that the extant services were inadequate. Specifically, the

specia]izeé services mentioned included: group therapy (free of
charge), inpatient hospital program; eating disorders clinic;
peer supports; and preventive informational programs. ‘In
addition they felt there was a need for the coordination of
services and easier access to referrals to medical, psychological
and hospita]‘services. Although, 1in general, they reported that
accéssib]e, affordable and acceptable medical and‘bsychologicaT
services verg available in the region, some felt family
phyéi;}ans in the commun{ty were not knowledgeable about the
disorders and others felt psychological services were not

»
affordable or  accessible since they were not covered by

-

government insurance and often had long waiting lists. Finally,
one key informant felt there was a need for a more active family
[}

support group in the region.
- Professional Mail Survey Essential Findings

The data from the pqgfessional mail survey indicate that
there are approximately 1,317 - individuals in the region who have

sought treatment for an eat1ng, disorder. The majority of

Vd

services .were rated “"high" or “"medium" on measures of

accessibility and affordability. Although most services were

»

- .. - e .
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also rated - "high" or “medium" on measures of acceptability,
approx imately one fourth of the services were rated "low" on this
variable, suggesting. that it 1is a greater barrier to service
utilization compared tow accessibility a;d affordability. When
the "actual” availability of services was cslcu1ated (by summing
individual scores on accessibility, affordability and
acceptability) 23.2 per cent were rated "fow" on this variable.
Although . this represents a minority, it again-suggests that
nearly one fourth of all services are not available to this
client population. When a cross-tabulation was performed to
determine whether individual service types differed 1n "actual®

availability, again the majority of services were rated "high" or

"“medium” on “actual” availability, regardless of service type.

4

Service needs ‘identified in the professiénal mail survey
inc];ded the eight provided service categories in -addition to
peer szporgﬁ; residential treatment center; self hypnosis
training; and eating disorders clinic. Based on the survey
results we estimated that service providers in the Waterloo
regijn receive approximately 850 ref%(rals for clients with
eatHng disorders per year. *

Client Telephone Survey Essential Findings

e

Of the 19 client telephone survey respondents 6 indicated
that they had never sought treatment for their eating problem.
Their reasons for not seeking treatment suggest that they were

unaware of the dangers associated with eating disorders, were



3 f,
I u"k‘ :

i
‘:«m;gaéﬁﬁg Disorders Resource Centre 126
'@&f& e

embarraﬁsed about ‘t%;ir behavior or did not feel prepared to
_ enter trgatment (possibly because they were resistant to the ided
of gainiﬁé ‘weidht). A§ a ‘ﬁroup the client telephone survey
pggﬁicipants indicated that services in the region were
affordable.  While the majority felt Waterloo Fegional services
were acces§ib1e, a few reported being placed on lfngthy wéiting
lists for psychological services. Service accepéability again
emerged as ’the major barrier to servicé' utili}ation. The
majority of respondents reported that the family péysicians they
had been to were not knowledgeable about eatiné disorders and
_ were not-he1pfu1. Similarly, the majority of those who had been
hospitalized for the~disarders felt that the treatment was not
helpful and only half of the client-counse]lor\contacts we}e
thought to be helpful. The three respondents who had attended
Weight Watchers or Overeaters Anonymous all stated that the group
leaders were not knowledgeable about eafing disorders‘and neither
organ%zation had recommended that the client seek medical or*x
psycﬁo]ogical help. Althpugh the question of ethics is beyond
the scope of this paper, one cannot help but question the ethical
acceptability of organizations such as these knowingly treating
individuals with serious psychological disorders such wes anorexia
nervosa ahd/or bulimia without referring them for professional

treatment.

In addition to identifying problems with the accessibility
and acceptability of extant services, telephone survey

respondents also indicated that there was an abseﬁce of

) -
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special{zed service for the treatment of . eating di
Specifically they indicated a need for: an eating disorde
clinic; group therapy; a referral service; peer supports;
spiritual supports preventative interventions; 1nf6rm%tion far

family members; and increased public awareness.

Ihe Service Gap

Question: . Approximately how- manyg individg’ls in the Waterloo
region currently suffer from an eating di
sought treatment? '

Using the fjcial indicators‘approach we estimated that there
are between 932 and 2,986 highschool, college and university
women; or between 4,823 and 11,448 adolescent and young adult
females; or between 11,967 and 25,791 females of all ages
currently suffering from ‘gn eating d{sorder in the Waterloo
region, using a 95 per cent confidence interval. It is important -
to note here” that the statistics used in calculating these
estimates are from similar populatioﬁs, howevér, apart fr9m the
one study that was conducted in the Waterloo region and reported
an estimate . of the prevalence of bulimia in highschool females,
these esiimates are not based on a sample of our population.
Furthermore, as indicated in the 1iterature reYiew, the Social
Indicators Apﬁroach‘ should," where possib]e& be used 1n
conjunction with other assessment techniques. Unfortunatel‘, due
to time and funding constraints, it was not possible to conéj;t a

sample survey of the Waterloo region. 'In the present

investigétion the estimate for adolescent and young adult females

sorder but ha??‘ﬁ?f**a\\\“

b3
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n

(women between 12 and 30 years of age) will be used in all
subsequent calculations since the reported statistics are
comparable to the prevalenc§ rates reported in several

]

epidemiological studies (as reviewed at the beginning of this

paper) and the fact that eating disorders primarily affect

adolescent and young adult females has been well documented

(Garner. & GarfinkeV,. 1980; Muuss, 1985). The tota]lnumber of

requests for service from clients with eating disorders in the -

Waterloo region was estimated ﬁo be 1,317 per year. It should be
kept in mind, Wéwever, that this is probably an overestimation
since non-respondents may have not completed the survey because
they rarely treated clients ,with eating disorders (we noted

earlier that this was, in fact, one of the reasons provided for

not completing the survey in the follow-up phone call procedure)f’

In addition, since eating disorders “are best treated using a
multidisciplinary approach, individuals who are simultaneously
seeing a“médical doctor, psychoiogist and nutritionist would havé
been counted three times. Similarly, clients who switched
counsellors or dottors within the year would  have been counted
twice. Thus, using Qur prevalence estimate of between 4,823 and
11,448 of adolescent ﬁnd young adult females, we can estimate
that <ﬁere are between 3,506 and 10,131 individuals in the
service gap (4,823 - 1,317 and 11,448 - 1,317 respectively).
Although it s possib1g thét these individuals do not want
treatment, a more likely explanation is that they are hesitant to

seek treatment because they are embarrassed about their behavior

4
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(in the case of- the bulimic) or are resistant to gaining weight
(in the case of the anorexic) (Vandereycken & Meerman, 1984).
For instance, when the six client telephone survey respondents
who had not sougﬁ?Ktreatment for their eating problem were asked
why those classified as - bulimic made stateme&is 1ike: “afraid my
parents will find out"‘and "my father would ki1l me" while those
classified as anorexicvmade' sfgtements Tike: "not ready yet" and
“don't trust them to tell you the truth". Alternatively, it
might reflect the fact that the c]ienf population is unaQare of
the availability of services for the treatment :of eating
disorders in the Waterloo region. The degree to which client
telephone survey participants were aware of the availability o%
services was indirectly measured by asking thém: *is tberg any
type of help for your eating problem -that you have found
particularly difficult to find in the Waterloo region?”. Their
responses indicated that they were -aware of_gvai]ab1e‘services

since the services they mentioned were services that do not exist

in the region.
Ihe Identification of Missing Jervices

Question: What services, deemed necessary in the treatment of
eating disorders, do not exist in the Waterloo region?

As -noted above the identification of missing services is
accomplished by combining normative needs (nheeds as defined by
the professional) and felt needs (needs as defined by the client

population) and compaéing this to a 1ist of available services.
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In ghe present investigation twa methodologies were employed in
order to assess normative needs. To begin with, key informants
‘were asked to report Fﬁe"-types of treatment or gesyice they felt
were importaqt for clients with!.eating disotyers. §econd1y,

respondents to the profegsional mail survey were provided with a

-

. list of eight types of service that are important in the

“treatment of edtingwdisordefs (we noted earlier that this 1ist
was derived from a review of thg' literature on the treatment of
eating disorders and an examiﬁation of treatment needs‘as def imed
by the ke& informants) along with an "other" option ana asked to

check those that they felt were important.

4

An assessment of the felt needs of the client population was
conducted based on the data obtained from four questions incTuded

in the-client telephone.survey. First, respondents were asked

whether they hid utilized medical, psychological and nutritional -

services and whether or not they found these services helpful.

Secondly, they were asked whether there was any type ofthelp that

they had found particuiarly difficult to find in the Waterloo
region. Thirq, they were provided withs list of five different
types - of supportive counself}ng and askéd whether Ehey thought
they would be helpful. Finally, respondents nere asked if there
was any other service that had not been méntioned which they felt

would be helpful.

When responses to the two queétions measuring normative

L 4
needs and four questions measuring felt needs were combined the

L3
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foliowing 1ist- of service needs emerged: 1. medical monitoring by
professionals who are inow]edgeab]e about the disorders; 2. a
better hospital program and easier access to the hospital; 3.
psychological counselling that is affordable by professionals who
are knéwiedgeab;e about the disorders and do not have 16ﬁ§'
waiting 1ists; 4. family therapy: 5. group therapy; 6.
nutritional counselling; 7.'fami]y sﬁpport/education; 8. eating
disorders clinic; 9. téﬁephong help 1line; 9. easier access to

referrals; 10. peer support; 11. one to one support; 12.

educational/preventive interventions; 13. case finding; 14.

spiritual support; 15. nurse visitation; and 16. increased public

awareness. Having identified the services necessary in treating
eating disorders we can now identify missing services by

comparing this list to a 1ist of available services.
F

In order to~ obtai; information on the availability of
services respondents to the p:ofessional mail survey were again
provided with a 1list of the eight service types along with an
“other"” option and* asked to check the services they offered. In
addition, a seq&ps of éuestions were included to assess the
degree to Lyhich these services were accessible, affordable, and
acceptable, sin service that is not at least moderately
accessible, affordable and akceptable will not be utilized and
thus should not be included in a 1ist of availabie'Services.
Despite th fact that the _criteria employed in measuring
accessibility,baffordabi]itx and acceptability were quite strict,

no service was eliminated from the list of available services as

\ L
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A y 4 - ’ -
a resylt of this addi{ional criterion. Thus, the following 1ist '

of  available services emerged: 1. medical monitoring; 2.
hospitalization;y, 3. personal céunselling; 4. nutritional
counselling; 5. se]f»he]p;« 6. family thefapy; 7. family support;\

8. educationa{/preventive; 9. referral; 10. case f%nding; 11.
o peer support; aﬂﬁ 12. nrurse visitation. Finally, by comparing
thig 1list to our list of service needs we can identify the
following missing »services: 1. eating disorders c;inic; 2.

telephone help line; 3. one to one support; 4. spiritual support;

,and 6. increased public awareness.

p An inspection of the data obtained from the key informant‘
interviews and cligyt telephone survey revealed several
contradictions in -the data. To begin with, although the
professional mail survey data indicated that medical monitoring,
hagpitalization and personal counselling “were accessible,
affor&ah)e and acceptable, both key informants and cHent~
telephone survey respondents made statements to the contrary.

FThere was concern expressed over the lack of medical doctors who -
were knowledgeable about the disorders (acceptability); the long *°
waiting list§ (accessibility) andr high fees (affordability) for
psychological counselling by professionals who were knowledgeable
about %}he disorders% (acceptabiaity); and —the ineffectiveness
(acceptability) and difficulty getting access to (accessibility)
théjxpcal hospital. Secondly, although several.professiénal mail
surve& respondents indicated that they offered group therapy and

family support, several key informants had noted that'?here were

- v
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]
currently no groups specifically for clients with anorexia

nervosa and/or bulimia in the community and that there was only

. one family support group of which many people were not aware.

- Thirdly, a theme#that contiquousl§ emerged in the kew informant

interviews was the difficulty making appropriate referrals yat 6
of the 104 mail survey respondents indicated that this was a
service they provided. Similarly, 35 of the 104 mail survey
responHentsi indicated that a service they providey was
education/prevention. In contrast key informants réported that

o7,
there' was a clear need for educational/preventive interventions

in the community.

The discrepancy between the availability of accessible,

( Asﬂkmdable and acceptable medical, psycholog1ca1 and hospltal

services as measured by the professional mail survey and the
perceived ava{labi;ity of these services as megsured by the key
informant intervigws and client telephone survey may simply
reflect the fact that there is a 1lack of awareness of the
availability of services both on the paéi of the community

professional and potential clients, suggesting the need for a

" visible referral service. Respondents/who} reported'offering a

self help group were most likely referring to a weight control
group or a gfoub for women with a wide range of emotional and/or
psychiatric prob1em§. Those yho iqdicated that they offered
family su;port were likely referring to family support on a case
by case basis as opposed to a family support group. These

conclusions seem warranted in light of the fact that the key

~

&
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informants, who were s!ﬁected on the basis of having special
knowledge of the community and/or the treatment of eating
disorders explicitly stated that there were currently no self
help groups and only one family support grdup in the commqnity.
Furthermore, the local family support group was u;aware of any
self‘help groups in the community. -
Pd
The six survey respondents who included referral d4n the list
of services they provided did not indicate whether or not they
experienced difficulty making these referrals or whether or not
they felt confident that the referrals they made were appropriate
(since tke questionnaire did not ask for this information)
»howeve?? an examination of the key igformant interview data
reveals that the highschool gquidance counsellors, who had
indicated that one of the serV1ces they offered was referral to
community professionals, reported exper1enc1ng d1ff1cd‘&y mak ing
referrals -and were unsure of the appropr1ateness of the referrals
they were . able to make. Furthermore, direct measures of the
A extent of inter-agency networking also indicaté a lack of
awareness of specializéd services for these cliients. This

L
question will be explored in more detail in the section on

inter—agéncy networking. Fina]ly,: as in the case of family

o

support, the large number of respondents who reported that one of

the services they offered was educational/preventive

interventions may simply reflect the fact that they 1nterpreted
this to ﬁaﬁn on a case by case basis. wh1le this is a useful and

important service, it cannot replace the more efficient method of

* :‘
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primary prevention at Ethe wcommunity level.

Provided these assumptions are cérrect, we are left with ithe
following list of missihg‘services ‘based on our list of services
identified as essential in the treatment of eating di;orders: 1.
eating disorders clinic; 2. telephone help line; 3: one to one
support; 4. spiritual counse]ling; 5. increased public awareness;

o

; : Y "W
6. self help; 7. educational/preventive . interventions; and 8.
. Pes ¢y
appropriate referrals.

Question: To -what extent are available services in the Waterloo
region sufficient to meet the service needs of clients with
eating disorders?

o>

Apart from identifying missing sgrviceS‘ﬁit is equally
ﬁﬁmportant to assess whether the services that do exist are'
sufficient to meet the service 'negds‘of the client population of
interest in quantitative terms. In discussf;g the service gap we
noted that there are between 4,823 and 11,448 adolescent and
young adult females.currently suffering from an eating disorder
in the Waterloo region. As noted fn the previous section, the
following serv%ces appear to be available in the Waterloe region:
1. medical monitoring; 2. hospitalization; 3. personal
counselling; 4. nutritional cgyﬁselling; 5. family therapy; 6.
family SUpport; 7. case finding; 8. peer support; and 9. nurse
-visitation. . In the results sééiion we estiq?ted the “actual”

availability of all services reported by survey respondents that
Y

4 (]
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might be utilized by clients with eating disorders by combining
reported availabj\lity scores with data on the accessibility,
affordabihx)//. %nd acceptability of services. Next, in order to
“assess the "actual" availability of individual servic‘é types a
cross~tabulation was performed between "actual” availability and
service type. Finally, the obtained data. which represénted 46
per cent of services in the ’Naterloo region thought to be
appropria;;e for the survey, was wused to estimate the "actual"
avallability of a‘ll sérvices in the region. The distribution
that emerged for the nine services listed above is pg\esented in
Table 5. . o
TABLE 5

"Actual® Availability by Service Type (region wide/selected
services)

Actual Availability

Service Type Low Med. High Total»
A -
1. medical monitorifig 20 35 50 104
2. hospitalization 15 24 41 80
3. personal counselling 39 59 65 ’ 163
4. nutritional counselling 17 - 33 52 102
5. family therapy 17 35 35 87
6. family support 0 0 2 2
7. case finding 0 0 2 2
8. peer support 0 0 2 .2
9. nurse visitation 0 0 2 2

o

“Total 108 186 28

Note: since most respondents indicated that they provided more than
one type of service, the numbers in this table are based on services
provided rather than individual survey respondents.

An examingx%n~\\of these data reveals that, although the

2N , N
—individual service types vary wid::{y in the number of respondents

-

%
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who provide them, most services scored high on ‘“actual"
availtability and there is-a consistent decrease in the number of
services rated medium and low on "actual" availability as one
moves from high to low "actualﬁ" availability regardiess, of -
service type. We arbitrariily decided that any service that
scored medium jor hjgh‘ on “actual® availability would be
considered “available". Using this criterion we ob;;1ned the

following estimates of service availlabiljty:

medical monitoring 85
hospitalization 65
personal counselling 124
nutritional counselling ' 85
family therapy 70
family support 2
case finding -2
peer support . 2
nurse visitation 2

An assessment of the sufficiency of available services 1in
relation to service needs must take into account the fact that,
while some serviées are essential, others may or may not be
needed depending on the individual clieni. Medical monitoring,
personal counselling and nutritional counselling, for example,
are essential services in the treatment of eating disorders.
Hospitalization %5 necessary in some cases, however, outpatient

{Garner & Dav1s, 1986). Similarly, dependmg on Jthe age of the

treatment 1§)often sufficient and in so\r\e) cases)rtnore effect;.ve
client and the family situation, family therapy can be either
very useful or totally inappropriate (Pallazzoli, 1978). Family
support is probably always important although again, the living

ﬂngements of the individual client will determine whether the
; &

~
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r
e,

person in need of support is a parent, sibling, spouse or close

friend. Case finding is of vital importance in treating eating
’ ™

disorders since a good prognosis has been shown to be associated

="

with early detection and intervention and individuals with eating

disorders frequently put off seeking treatment until the disorder

has become quite severe. Peer support and nurse visitation gre—"

e

useful services which are probably quite .effective, wit??ﬁ?’m
clients, however, they could not be considered essential services
in every case. Having prioritized the various service types we

are now ready to examine the sufficiency of services. L

By divid‘ng our estimated prevalence of betweep 4,823 and
11,448 adolescent and young adult females by the data ;)n service
availability listed above we can estimate that, of all service
providers in the Waterloo region who potentially offer services
to clients yith eating %disorders, each medical doctor will
receive between 57 and 135 requests for service from clientsiﬁth

eating disorders, each counsellor between 39 apd 92 requests$. and

" each ,nutritionist between 57 and 135 requests in a one year’

period. Furthermore, the one family support group cou]d
theéretica”y receive requests for service from the family and _
friends of between 4,823 and 11,448 sufferers. Unfortunately, it °
is not possible to estimate the “ sufficiency of hospital, family
therapy, case finding, peer support and nurse visitation services
in this way since we have no way ;{%f knowing the number of
individuals who would be in need of these services. It is

~
possible, however, to check the accuracy of the above conclus’ions

e o e o . A
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by again referring to our key informant interview da%a.

When the key informants ,were asked whether they felt extant
services were H sufficient to meet the demand for service f?om
clients wit;\ eating disorders most felt they were not. One of
the key informants felt they were sufficient to meet the present
demand but not the potential demahd since i1ndividuals wi::h these‘
disorders "often do not seek ®eatment. This statement in fact
provides a fairly e:icurate summary of the data. The needs of the
estimated 1,317 individuals who are currently utilizing services
in the region for trc;atment of an eating disorder could quite
easily be met by 85 medical doctors (an average of 15 eating
disordered clients each in a one yeary period), 124 counsellors
(an average of 11 eating disordered clients each in a one year

period), and 85 nutritionists (an average ’f 15 eating disordered

« Clients each in a one year period). On the other hand, it is

unlikely that one family support group is able to adequatély meet
the needs of the family and frienqs of this many clients. With
the implementatiop of community wide educational/preventive
interventions the number of individuals "coming out of the

closet" could potentially increase threefold. In 1light of this

there is presently no service that could be consid fficient
to meet the gestimated service needs of clients with ing
disorders.

Networking of Extant Services

Question: To_what degree are community professionals aware of
specialized services for individuals with eating disorders in the

£



% -

Eating Disorders Resource Centre 140

Waterloo region and to Qhat extent éo they utilize these services
for referral purposes?

Networking of services wa§9k§?%esséd by iéking professional
mail survey respondents about their awareness of services for
individuals with eating disorders in the region and secon;ly by
‘ agging them to report how frequent1y‘they received referrals for
these clients. Professional mail survey respondents were first
provided with “the 1ist of eight service types, including the
"other" option, and asked what types of treatment orﬁfervice they
felt were important in treating the disorders. Based on ;his
list they were asked to check those services that they were

unab]:,,dﬁr provide themselves and did not feel they had

%cces ible, affordible, and acceptable resources to refer the
client in the ‘Naigrioo region. Although peer supports,
residential treatment facility, eating disorders clinic gnd
hypnosis were mentioned in response to the "other" option, these
services were not mentioned in the 1list of "not avaifable%
services suggesting thgt the respondent either provided the
service™his or herself, was aware of an aCCG$Si6}E; affordable,

rY

“and acceptable resource for referral, or misinterpreted the

question.- The eight provided service categories were thoughtto
be "not available" by between 21 and 38 of the 102 respondents
who completed this question. Personal counselling with a score

of 21 was thought to be the most availabl7 and self help with a

scofe of 38 the least available, The fact/that between 21 and 39

per cent of the respondents were unaware of the existence of
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sérV?ces for individuals with these”disorders suggests a lack of
inter-agency networking in treating eating disorders. This
conclusion is further supported by the data on the frequency with
which respondents réceived referrals for these clients. While
all survey respondents indicated that they provided services for
clients with eating disorders, 32 per cent stated that in a one
year peribd they did not receive a single referral for an eating
disordered client and 53 per cent reported receiving between one
and five referra]s“ for clients> with these disorders per year.
Only 15 per cent reported receiving six or more referrals per

year, the majority of whom were nutritionists.

In the results section we estimated that there are
approximately 850 inter-agency referrals for these clients in the
¥

#

Waterloo region. When this estimate is compared to our estimated

&

2 )
1,31% individuals who are utilizing services for -the treatment of

an eating disorder, an estimated 467 clieﬁts are not being
referred. 1In light of the fact that adequate treatment of these
disorders requires a multidisciplinary team approach “ps finding”

is particularly worrisome.

Since key informants were selected on the basis of having
spec}a] knowledge of the community and/or the treatment of eating
disbrders, we expected that they would demonstrate a good
awareness of service availability. 19$ir responses to th
guestions assegsing the degree to wh?bn they were aware of

services for clients with eating disorders and whether they felt

T e o 7
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they had adequate resources to -refer these clients in the
‘Waterloo region were compared to the professional mail survey

data on these variables to assess its validity. One key

informant felt services were adequate to meet the present demand )

but not ‘the potential demand due to the 1large number \of
individuals in the service gap. Many‘felt there was a 1ac;>of
p}ofessionals who were knowledgeable about the disorders, were
affordable and did not have long waiting lists. While a few key
informants reported that hedical services were adequate but
psycho]ogical services were not, an equal number reported the

exact opposite observation. Specific services thought to be "not

available" by key informants included an eating disorders c]inic;

5 specialized hospital program that was accessible, and support
groups for the sufferers. While these data suggest a greater
awareness of service availability compared to professional mail
survey respondents, even the key informants demonstrate a lack of
awareness of services for this client population suggesting the

need for networking of services in the region. -~

‘\

Apart from the findings related to the research questions
stated at the beginning‘f’ this paper, t{\ere were a number of
other findings that were of interest. To begin with, the key
informant interview process and ‘c]ient telepﬁone survey data
proved to be invaluable in interpreting the professional mail

survey data. There were a humber of problems with these data,

v
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-«
most of which could have been overcome by having wonfed the

survey questions differently. For example, ‘the eight service
categories should have been defined to avoid misinterpretation
and the question asking respondents to identify missing services
should have been worded more c¢learly. This problem is not
uncommon with mail survey techniques as noted in the literature
review. Although; as previously noted, we were unable to conduct
a sample survey of Waterloo region residents to obtain an
accurate estimate of the prevalence of these disorders, in light
of the secretive nature of these problems, the technique used did
allow us to m;ke contact with a reasonable number of 1pdividua]s
in the community who are afflicted with the disorders. We
intentionally asked telephone survey regpondents where they had
seen the poster advertisement in order to assess the
appropriateness of tﬁgr various ]ocgtions. Apart from the
respondents who were referred by their counsellor ql] respondents
. indicated théf they came across the poster either at school or in
the w;ihroom at one of the local shopping malls. In addition,
several respondents added that they thought the idea of
displaying the posters on the inner side of washroom stalls was

t

appropriate. Perhaps the most important piece of information

=

that came qyt of the client telephone surgey data was the
importance of ’making sure individuals who are afflicted with
these disorQers have access to appropriate treatment. One survey
respondent indicated that she had sought treatment from a medical

doctor but that this experience had "turned her off" the -idea of

B R s "R L2 R PUFE R -
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P 3

seeking further treatment because the doctor was not
knowledgeable about the disorders. This - emphasizes the
importance of ensuring individuals with these disorders have easy

aéiess to appropriate treatment. \T
- /

Networking/Health Education Conference

The decision to use this methodology for providing feedback
to professio&al mail survey respondents) proved to be quite
fruitful. To begin with, there was representation from a wide
variety of disciplines and 68 per cent of the de]eggtes reported
that they were able to meet and dialogue witF other community
professionals. In addition, most delegates reported Haviné‘
increased their knowledge in the areas of diagnosis and early
identification; prevention; education; treatment; and Waterioo
region needs and resources. In our literature review we noted
thét early identification and treatment were associated with a
good Prognosis and that educational/preventive interventions were
essential to slog phe rapidly increasing prevalence of these
disorders. The results of the needs assessmgnt clearly indicated

a need for networking of community services. Furthermore, a

" quick examination of the information provided in response to the

invitation for further comments (see Appendix P) suggests that
community professionals would welcome the opportunity to further

develop their knowledge in all of these areas.
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Task Force Evelution

hd »

Apart from previdi an* opportunity for professional
netwonking‘ and educ(::i;ng;:;;:;ity professionals on various
topics ~ related to eating disorders, the Networking/Health
Eddzation conference facilitated the development of a task force
of community professionals. As in the case of the networking
conference there is representation from a wide rangé/«ET’
disciplines on the task force. In addition to demong&rating an
unrelenting Zommitment to the task force, members have provided
;aluable insights based on the unique perspective of their
various distiplines, which have helped to define the types of
servjces that would most‘likely be utilized by clients with tﬁese
disorders. Perhaps the most exciting part of this project is the
notion that the findings of the needs assessment will actually be
utilized to improve services for individuals with eating

disorders, provided we are able to secure funding.

In the procedure section we noted that we are presently in

the process of applying for funding for,an eating disorders

resource center in the Waterloo region that would: 1. encourage .

those afflicted with the disorders to seek help; 2. put these

individuals and other community professionals in contact with
on

professionals who are, know]edgeap}é/ about the disorders; 3.

. 3 . *%
provide self help griﬂﬁs for sufferers; 4. increase awarenesi69Q§»

the local family support group; 5. facilitate

educatignal/preventive. interventions in the community; 6. educate’

L
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community proféssionals on effective treatment strategies; and 7.
engage in fund raiging activities to ensure continuation of tpe

5

-center.

We are now in the process of identifying an approprigte
sponsoring agency. Although, as noted above, the group felt the
. resdurce center should be physically separate from pkisting
mental health services,‘jt was also tqsyght important that we be
associated with a reputable community agency in order. to
establish .credibility. Presently we are investigating the
possibility of being spoqiored by the Waterloo Regional Health
Unit which has expressed an interest in‘our projeét.

B

Lonclusions g

Methodologically the decision to use multiple assessment
techniques proved quite fruitful. In combining data from various
sources, including data obtained from the client bopulation
itself, we obtained a clear and comprehensive picture of service
needs and resource availability in the region. One notable
limitation was the usegof the social indicators approach as the
sole measure of the prevalence of eating disorders in the
Waterloo regiﬁﬁi As pre;iously noted, this technique should
normally be used in comtMnation with other more direct
techniques. Due to the secretive nature of the disorders no
t>echnique can erdvide a truely accurate estimate of incidence,

however, had the time and resources been available it would haye

been preferable to difectly survey at risk groups within the

-
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region.

-

The results of this study taken as a whole represent an
effective model for the deVelopment of a community resource. In
particutar, the fact that the research was undertaken in
fulfillment of the thesis requirerpnt of a 'Maste;rs program in
Community Psychology is particularly apprgpriate since, in
addition to providing the cgmmunity with vallable information, 55
a student I yas prbvided with an invaluable learning experien;e.
The key informant interbiew process, Networking/Health Education
conference and Task Force involvement p;OVided me with practical
experience in relating‘ to professionals from a wide range of
disciplines. In addition, the Netwﬂrking/Hea1th Educatiion

coﬁference proved to be an effective tool for coordinating

community'professionals and forming a committed multidisciplinary
]

group interested in utilizing the results of the survey to

improve services for this client population through program

development efforts.

At the Beginning'og this paper we noted that this study,wﬁs
conducted in response to a university health centers request for
as;istance in meeting the needs of the increasing number of
students ré:uesting help f6r eating disorders. We also noted’
that the proposgy; needs/rggource assessmght study required a
paradfgm, shift from the traditional individualsitic treatment

paradigm from which the centers director viewe& the problem

toward a community level competency framwork. While the utility
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S
of utilizing this non-traditional paradigm is apparent from the

scope and richness of the obtained data, it can be arqued that
the very act of studying the availability of ind?vidualistic
treatment services perpetuates the person blame ideology.
Feminist theorist Dawn Currie (1986), for example, states tﬁat
the physiological symptoms of eating disorders are secondary to
the social and that health care professionals currently treat the
symptoms rather than the caﬂse of the disorders. Feminist theory
is based on the assumption that the devalued positjén of women in

our society is a causal factor in the development of’eating

"disorders and  thus assenfiwqihat treatment must involve

consciousness faising as opposed to changing the individual.
While recognizing the validity of this arqument, we felt it was
important to investigate the availability of treatment services

given the large number of individuals currently suffering from

these potentia]]y fatal disorders.
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APPENDIX A

“-KEY INFORMANT INTERVIEW QUESTIONS

»
Name

Facitity Address ! i :

1. What is your occupational title?
¥

-

2. Do-you accept referrals.for clients with eating aisorders?

3. What, if any, treatment or service do you offer clients with
eating disorders? .

4. Do you feel this treatment or service is effect1ve?

5. In your opinion, what other forms of treatment or service are
important for clients with eating disorders?

6. To your knowledde, are these adjunct treatments or services
available in the Nat%r]oo region?

7. Are they adequate to meet the demand for service from this
population?

8. Approximately how frequently do you receive requests for
service from clients with eating disorders?

9. If you are unable to meet a clients treatment needs directly
do you feel you have adequate resources to refer the client?

10. Is there a fee for your service?

Y
11. Are there certain eligibility criteria for your service?
12. Do you have a waiting list?

13. How frequently do you read about-eating d1sorders or attend
seminacs or conferences on_eat ing disorderg?

14. Do you have any other thoughts or ideas regarding service
needs or the availability of services for this client population,
that I-have neglected-to mention?

!

”
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APPENDIX B
PROFESSIONAL MAIL SURVEY QUESTIONNAIRE
Dear Professional:

I am a masters degree student at Wilfrid Laurier University
in the Social Community Psychology program. I am presently
working with my thesis and practicum advisor, Dr. Steve Chris; on
a study that may be of some™ interest to you. I am conducting

“this.research as part of my Masters degree thesis requirement and
also in conjunction with my practicum placement at Health and
Safety Services, Un1vers1ty of Waterloo.

The study involves a needs assessment/networklng proJect
related to services available for individuals with the eating
disorders  anorexia nervosa and__ bulimia in the University
communities and the Waterloo region. The first segment of the
project is a mail survey of servite providers in the Waterloo
region (please see attached). I am aware that most professionals
carry extremely heavy caseloads, thus I have attempted to keep
rwéf"the attached questionnaire as brief as possible. I would be very
. \gratefu1 if you would take approximately fifteen minutes to

“gomplete this questionnaire and return it to me +in the enclosed
postage paid, self-addressed envelope by September 1, 1987.

In the first section I have asked for some general

sinformation for identification purposes Once the data from the
remaining Sections has been 1nputted in the computer this
information will be destroyed in order to ensure absolute
confidentiality. If, for any reason, you do not Lwish to answer a
question  simply 1eave it blank. In exchange for " your
participation I will be send1ng you a list of resources available
to clients with eating disorders in the Waterloo region which
will be derived from the survey itself.

The preliminary results of the survey will be presented at
an upcoming conference at the University of Waterloo. The
conference will feature an internationally known expert in the
area of eating disorders, Dr. David Garner. For further details
please see the attached fiyer and registration form. If you have
any questions please do not hesitate to contact me. I can be
reached at Health and Safety Services Mondays: 885-1211 ext. 6277
or at home anytime: 747-0218. Thank you for your assistance!

Sincerely,

Tammy Lee Morrell

N Steve Chris, Ph.D.
’ Thesis Advisor




R

I1.D. Number

Name

Eating Disorders Resource Ce@ire - 163

APPENDIX B (CONT.)

Business Address

.4

\
Business Telephone

1. Type of treatment or service you or your agency provides .
clients with anorexia nervosa or bulimia (check any that appl¥):

2. Is your service located on a major bus route?

3." Are there eligibility criteria for your service? __
- . No

%

1f yes, please specify__

Livrbrind

medical monitoring
hospitalization

personal counselling
nutritional counselling
facilitative (self-help)

family therapy

family support gron
educational/preventive

other

@

e

_ Yes
_ No

Yes

-

If yes,.appfoximately how long?

4. Do you have a waiting list?

— Yes
___No

5. In a one year perlod approximately how frequently would

from another professional?

[

o

v
6. Fee Category:’

“w

__ Limes per year

—_ Other

__ Geared to income

-you receive a refefral for a client with an eating disorder

Subs1d1zed by extended health care insurance
_. 0.H.1I.P.

[4
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APPENDIX B (CONT.)

*The following information is necessary in order to assess the
availability of affordable services for young women with limited
incomes. If you feel information -regarding fees is confidential

please omit this question.

7. Please indicate on the scale the usual fee per one hour

‘session:

T kT Y 0. g PR

$0 10 20 30 40 50 60 70 8 90 100

8.-1f a c11ént is unable to‘pay would they be denied service?

- _ Yes
~ oy

A P __ No
9. T read materials on the symptomology and treatment of
eat ing disorders: :

-~ Week 1y
Monthly
Yaarly
Seldom

P _ Never

NER

10. 1 attend conferences, symposiums, seminars or courses on
eating disorders:
: Week ly
Monthly
Yearly
Seldom
Never

1

IR

11. I have the training and background necessary to provide
services to clients with eating disorders:

‘. strongly agree
agree
neither agree or disagree
disagree
strongly disagree

—
—
——
—
—

12. In my opinion the following treatments or services are
essential to adequately meet the needs of clients with eating
disorders: ’

medical monitoring .

hospitalization

personal counselling

nutritional counselling

facilitative (self-help)

family therapy

family support groups
edycational/preventive

other

THErrri
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APPENDIX B (CONT.)

13. Of the services you checked in question 12 above, check any
that: 1. you are not able to provide directly through your
service and 2. you do not feel you have accessible, affordable
and accessible resources to refer clients in the Waterloo
~region: )
: medical monitoring
hospitalization
personal counselling
nutritional counselling
facilitative (self-help) ~
family therapy
family support groups
educational/preventive
other

P et

.‘

14. In my practice I receive approximately __ requests for service
from new clients with eating disorders (including all refexrals) per
year.

-

¥Thank vyou once again for taking the time to complete this
questionnaire. As noted @&arlier, I will be presenting the
preliminary results of this ‘study in an upcoming conference, the
details of which are included in this package. If you are unable
to attend the conference but are interested in the results of the
study please indicate so below and I will forward a copy to you
as soon as they are available. In addition, I will be mailing
out a list of resources available to clients with eating
- . disorders in the Waterloo region. If yos’would like to have your
name included on this list please indicate so below. Finally, if
you have any additional comments please feel free to use the back
of this page.
~1 will not be attending the conference but would 1ike a copy of
the results of the study:
. Yes
___ No

I woqid 1ike' to be included in the resource list:

__ VYes
__No

— e~ F— e - =y
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PENDIX C
FLYER USED TO OBTAIN CLIENT SURVEY PARTICIPANT
‘Do you avoid eating when you are hungry?
~ Are you constantly preoccupied with food and weight gain?
Do you go on edting binges where you feel unable to stop?
Do you vomit after eating to prevent weight gain?
Do people tell you that you are toeo thin?
Do you avoid fattening foods and eat diet foods?

If you answered yes to several of the questions above you
may be suffering from anorexia nervosa or bulimia. I am doing
research on the availability of services for individuals with
eating disorders in the Waterloo region. If you have been
diagnosed as ancrexic or bulimic or feel you may have an eating
disorder I would appreciate your participation in my research.

In exchange for your participation in my brief telephone
survey I will send you a brochure listing the resources available
to clients with eating disorders in the Waterloo region. The
interview is completely confidential and I will send the resource
list in a plain brown envelope. .

Please call Tammy at: 884-1970 ext. 2929 or 747-0218
If you are ' unable to reach me at either. of these numbers please
leave your first name and telephone number and the best time to
reach you at this number. I will return your call as soon as
possible. If you are not in when I call I will either leave my
first name and telephone number without indicating the pui'pose of -
the call or will call you again. Thank you!
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APPENDIX D % ‘
CLIENT TELEPHONE SURVEY QUESTIONNAIRE
Contact

Poster Locat1on -

First I would like to ask you some questions directly related to

your

éating behavior. I realize that these are very personal

questions so if you feel uncomfortable answering any of them just
ask me to go to the next duestion.

1.

10.
11.

- >
Do you ever go on eatihg binges where you feel unable to stop?
If yes: How frequently does this occur?
How long has this been going on?
What would you eat in a typical binge?
How long would a typical binge last?
g‘,? .

. “ Do you do anything to: counteract the effects of a binge?

OR control your weight?
Such as: Vomit after eating?
Use laxatives or diuretics? .
Fast or go on an extremely stringent diet? '
Exercise excessively? P

¥

!
How tall are you?

. \ﬁow old are you?

. What is your current weight?

Do you feel comfortable at this weight or would you like to gain
or loose weight?

Approximately what is—the most youv'e ever weighed at your '
current height? .

Approximately what is the least youv'e ever we1ghed at your

current height? f

. .What is your most stabjle weight (the weight you remember having

stayed at for the longest period of time at your current height)?

@

Do you menstruate every month? If no, when was your last period?

How-would you feel if/ you were to gain ten pounds?

Thank you. That is the end of the personal questions. I would now
like to ask you a few questions about the types of treatment youv'e
- had for your eating probiem.

e R R asaun . oe ST P SO,

/
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13.

14,

15.

16.
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APPENDIX D (CONT.}

Have you sought medical help for this problem?

If no: Why not?

1f yes: Where did you go (family doctor, hospital ...)?
Was the service provider knowledgeable about eating

M digorders?

Did he/she recommend that you go for psychological
counselling and/or nutritional counselling?
Was the treatment helpful?
Were you put on a waiting list? If yes, for how long?
Was the service easy to get to (on a major bus route)?
Are you still going? If no, why did you stop?

_Have you sought psychological help for this problem?-

If no: Why-not?

If yes: Where did you go (M.D., M.S.W., Psychologgst ...)?
Was the service prov1der know]edgeab]e about eat1ng
disorders?
Did he/she recommend that you go for nutritional
counselling and/or medical testing?
Was the treatment helpful?
Were you put on a waiting list? If yes, for how long?
Was the service easy to get to (on a major bus route)?
Was the service affordable?
Are you still going? If no, why did you stop?

Have you sought nutritional counselling for this problem7

If no: Why not?
Was the service provider knowledgeable about eatlng
disorders?
Did he/she recommend that you go for psycholog1cal
counselling and/or medical testing?
Was the treatment helpful?
Were you put on a waiting list? If yes, for how long?
Was the service easy to get to (on a major bus route)?
Was the service affordable?
Are you still going? 1If no, why did you stop?

Is there any type of help for your eating problem that you have
found particularly difficult to find in the Waterloo region?

Which type of psychological counselling would you find gost 5
helpful?/would you be most comfortable using? o

a) individual therapy

b) family therapy

c) ‘group therapy (run by a professionatl)

d) self help group (run by a recovered anorex1c/bu11m1c)
e) telephone help line o

AL . - eeebwrd ) eacpamsa — . b
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APPENDIX D {CONT.)

19. Is there any other service that I have not mentioned which you

feel would be helpful?

"
‘

Thank you for calling (agreeing to participate in the survey).
If you would like a copy of the resource list and/or the results
of the survey %gu can either give me your address or, if you
prefer, the na and address of your ({(counsellor, doctor,
friend), and I will forward this to you in a plain brown envelope
no later than February 15, 1988. Once this package has been
mailed I will destroy your name, telephone number and address to
ensure complete confidentiality.
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HEIGHT

411"
e

5' 1"
5' 2"
5' 3"
5' 4"
5' 5"
5' 6"
5' 7"
5' §"
5' 9"
5'10"

HEIGHT/WEIGHT CHART (Sheinin, 1983)

WEIGHT

95
100
106
110
115
120
125
130
135
140
145
150

1bs.
1bs.
Ibs.
1bs.
1bs.
1bs.
ibs.
1bs.
1bs.
1bs.
1bs.
1bs.
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.75
.00
.25
.50
.75
.00
.25
.50
.75
.00
.25
50

'
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1bs.
1bs.
1bs.
1bs.
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APPENDIX F
CONFERENCE EVALUATION QUESTIONNAIRE
In general I found this conference a rewarding experience:

strongly agree ,
agree

neither agree or disagree
disagree

strongly disagree

NERE

The information I obtained at this conference will be useful .
in my present work: J
strongly agree

agree

neither agree or disagree

disagree

strongly disagree

Ey

I was able to meet and dialogue with other community professionals

who are concerned about persons with eating disorders:
strongly agree

agree

neither agree or disagree

disagree ~
strongly disagree

NRRN

I feel I increased my knowledge with respect to eating disorders
in the following areas:

a) Diagnosis/Identification

strongly agree

agree

neither agree or disagree
disagree

strongly disagree

LT

b) Prevention

_ strongly agree

___—agree

— heither dagree or disagree
. disagree

. strongly disagree
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I
c) Education

NERN

d) Treatment

|11

e) Waterloo Region Needs

11T

5. Further comments?

APPENDIX F (CONT.).

strongly agree

agree

neither agree or disagree
disagree

strongly disagree

strongly agree

agree

neither agree or disagree
disagree

strongly disagree

and Resources

strongly agree

agree

neither agree or disagree
disagree

strongly disagree

172
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APPENDIX & 7
PROFESSIONAL MAIL SURVEY RESULTS
Services Provided by Respondents

~*104 Respondents

Medical Monitoring = 51

Hospitalization = 39

Personal Counselling = 78

Nutritional Caunselling = 49 -
Self Help = 20 )

Family Therapy = 43

Family Support =11

Educational/Preventive = 35

*does not total 104 because respondents were asked to check all that
apply

Service Accessibility »

1. Located on a major bus route: ‘ ‘ :
N Yes = 98
No = 6

] i
2. Individuals w;}h eating disorders meet eligibility cr%fthg:
63 *
41

Yes
& No

3. Individé&ls with eating disorgers would not be placed on a
waiting list longer than two weeks:

Yes = 74
No = 30
Low Accessibility = 10 _
Medium Accessibility = 57
High Accessibility = 37
Service Affordability ~

1. Service is free of charge or covered by 0.H.I.P.

84
19

- Yes
* No
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) APPENDIX G (CONT.) ~
2. 1f a client was unable to pay they would not be denied sgrvicé.y -
L “Yes = 14 .
- No = B
! | N/A = 84
Low Affordability = 5 )
Medium Affordability = 14
High Affordability = 84

Service Acceptability
1. How frequently read about eating disorders:
56

L. N
| Weekly or Mofithly =
. : ! Year 1y =25 ¢
¥ ’ Seldom or Never = 21 -

2. How frequently atteng conferences or seminars on eating disorders:

‘41 hd
61 9

Yearly
Seldom or Never

3. Feel has the necessary tra¥ging and background to treat eating
disorders:

Agree = 58

Neutral = 18

- . Disagree = 25
\

4. Recognize the need for a multidisciplinary approach to the
treatment of eating disorders (i.e. Medical Monitoring OR
‘igu~ Hospitalization AND Personal Counselling OR Self Help OR
Family Therapy AND Family Support AND Nutritional Counselling
AND Educational/Preventive).

. Yes = 68
No . = 36
Low Acceptability = 26 }/
Medium Acceptability = 30 ,
High Acceptability = 44
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APPENDIX G (CONT.)
“Actual” Availability

The sum of: Accessibility + Affordability + Acceptability

Low Availability = 23

Medium Availability = 40

High Availability = 36

S g
"Actual" Availability by Service Type
Actual Availability
Service ‘Type Low Med. High Total,
1. medical monitoring 9. 16 23 48
2. hospitalization 7 11 19 N 37
3. personal counselling 18 27 30 75
4. nutritional counselling 8 . 15 24 47
5. self help 3 6 10 19
6. family therapy 8 16 16 40
7. family support 0 2 9 o1l
8. educational preventive 6 8 20 34
9. referral 0 1 5 6
10. case finding 0 0 1 1
11. peer support 0 0 1 1
12. nurse visitation 0 0 1 1
Total 59 102 169

B

Note: since most respondents indicated that f%ey provided more than
one type of service, the numbers in this table are based on services
provided rather than individual survey respondents, and therefore
total more than 99.

Experienced/Perd¥ived Availability f

Medical Monitoring not available
Hospitalization not available
Personal Counselling not available
Nutritional Counselling not available
Self Help not available

Family Therapy not available

Family Support not available
Educational/Preventive not available
A1l Services available

wononou U 4 n n
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_ APPENDIX G (CONT.)
Service Needs

-

Medical Monitoring = 94
. Hospitalization =76
¢ Personal Counselling = 98
& Nutritional Counseliling = 93
Self Help = 81
. Family Therapy = 89 )
Family Support =71 7
Educational/Preventive = 87 g; . ®
A

Other Services-Suggested by Survey Respondent§“

Peer supports

. Hypnosis

Social Network

Residential Facility outside of the Hospital
Eating Disorders Clinic in the Hospital
Referral Service

O OF & W N\ =

Pemand for Service

. 4
Number of requests for service from clients with eating disorders per
year from all sources. Used the highest number indicated when a
range was provided: ' - )

lero = 9 .
l1to b =62
6to 10 = 10

11 to 20 = 14

21 to 30 = 2

40 = 1

90 = 1

Total from all respondents = 606/yr.

& Number of Referrals from Other Professionals

Zero = 32
4 to 5 = 53
6tol0= 5
11to 16 = &
16 to 20 = 3 .
§0 =

- iy - ovey A - e -
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APPENDIX H
PROFESSIONAL MAIL SURVEY - ELIGIBILITY CRITERIA CLASSIFICATION
3 -
Criteria That Potentially Exclude Clients with Eating Disorders

. Ability to pay or have extended health care

1

2. Under 18 yrs. or 16 to 21 yrs. or 12 to 15 yrs. of age
3. Must be a patient in my practice

4. Must be referred by another professional ¢ *
5. Faculty, staff, students or aTumni

6. Based on personal history

7. Willing to adhere to program e

,-"‘ >
Criteria That Would Not Exclude Clients with Eating Disorders

1. A clear cut psychiatric disorder (i.e. meet DSM III cr1ter1a

or have been in—tondon Psych1atr1c Hospital)

e P
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APPENDIX I ¢
PROFESSIONAL MAIL SURVEY - CATEGORIZATION OF "ACCEPTABLE™"

CVALUE FREQUENCY PERCENT
- 3 . & P
LOW 4 N 5 5
5 12" 12
| 6 9 9
o ;
MEDIUM 7 15 15 ~
8 15 15
HIGH ' 9 ’ 25 .25
. 10 19 19 * 5
. ) v
4 * ‘
&

. TSa
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APPENDIX J

PRbFESSIONAL MAIL SURVEY - CATEGORIZATION OF “AVAILABILITY"

VALUE FREQUENCY PERCENT
LOW 5 5 5.1
6 18 18.2
MEDIUM 7 40 40.4
HIGH 8 28 28.3
9 8 8.1
!
4
t \
! 4
’ »
* d > -
- ' )
s N . o “
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APPENDIX K
RAW DATA - NUMBER OF REQUESTS FOR SERVICE PER YEAR

Value Frequency Percent

0 9 9.1 t

1 15 15.2

2 21 21.2

3 12 12.1

/ 4 L2 2.0

5 12 - ; 121

6 5 [ s

7 1 . 1.0

8 1 1.0

10 3 3.0 -
12 2 2.0

13 1 1.0 ,
15 6 6.1

17 2 2.0

18 2 2.0

20 1 1.0

24 1 1.0

% 30 1 1.0 :

40 1 1.0

90 1 1.0

5 Missing Cases

w
\@n



DATE
28/06
15/07
17/07
. . 26/08
28/08
12/09
17/09
17/10
31/10
09/11
10711
11/11
19/11
25/11
25/11
25/11
25/11
26/11
27/11
06/01
13/01
20/01
22/01
03/02
09/02
10/02
11/02
v 17/02
19/02
. 25/02
25/02

REGARDING FRIEND/

TELEPHONE CALLS RECEIVED BY F.R.E.E.D.

Eé;ing Disorders Resource Centre

APPENDIX L -

FAMILY MEMBER

ANOREXIC BULIMIC

25/02 .

26/02
03/03
03/03
10/03
11/03
16/03
18/03
19/03
24/03
24/03
29/03
06/04
07/04
p8/o4

. ———

e e et

> > .

>x >

> > >

X
X
X
x‘
X
.
X
X
X
X
X
X
X
X
X
X (professional)
X "
X
X (professional)
X -
X
x -
X
X

REGARDING SELF

ANOREXIC BULIMIC

>

COo> X X X

REQUESTING
INFO. HELP
X X
X X

"X
X
X
X
X
X X
X X
X
X X
X X
X X
X X
X X
X
X
X
X
X X
X X
ﬂx x
X
X
X X
X X
- X
X
‘ X
X X
X X
X X
X
X
X X
X
X X
X X
X
X
X
X X
X X
X X
. XL
X

181
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APPENDIX

REGARDING FRIEND/
ANOREXIC BULIMIC

DATE
21/04 X
- 11705 .

’ 12/0%5
12/06 X
22/05 X -
28/05 : X -
28/05
02/06 X
03/06 X
08/06
09/06 X - X

sy s vl

L (CONT.)

REGARDING SELF
ANOREXIC BULIMIC

>,

@

182

REQUESTING

> > < > DK XX X

INFO. HELP -

X
X

¢ X XK X< X >

>
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RAW DATA - NUMBER OF INTER-AGENCY REFERRALS PER YEAR h

Value

fe

*

Frequency’

P—‘O—‘Nt—‘g‘\wt—“—‘

s,
£

Ve

Eating Disordersﬁ&é&dﬁrce Centre

%
4 Missing Cases

APPENDIX M

Percent

—— R O W = e O

.t

-
s

B

.
€
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APPENDIX N
RESOURCE LIST DERIVED FROM PROFESSIONAL MAIL SURVEY

The fol1ow1ng is a 11st of health care professionals in the Water1oo
Region who have indicated an interest in treating the eating
disorders anorexia nervosa and bulimia. An asterisk (%) 1nd1cates
that these are certain’ cr1ter1a that must be met in

order to be eligible for treatment. A double asterisk (**) 1nd1cates
that .the professional is not involved in direct treatment.

PSYCHOLOGICAL SERVICES

1.

.
~

Ken R. Bénder, M.S.W., C.S.W.
33 Jackson Avenue, Kitchener
744-1351

Paula King, M.S.W.
K-W Counselling Service, 235 King Street East, Kitchener

743-6391

JoAnn Collins, M.S. M.

K-W Counselling Service, 235 Klng Street East K1tchener
743-6391 ‘ ] Co
Rosaline Adelberg, M.S.W. ’

K-W Counselling Service, 235 King Street ‘East, Kitchener »
743-6391 Lt

Shalom Counselling Services . §

131 Erb Street East, Waterloo . -
886-9690

Catholic Family Counselling Centre, Region of Waterloo
74. Weber Street West, Kitchener
743-6333 ¢

Dr. Charles H. P1erce Dr. Pierce and Associates~~ - o
7 Union Street East, Waterloo e
742-3101

Allan Goebel, Ph.D., C.Psych. T
7 Union Street ,East, Waterloo : .
742- 3101 :

Dr. Robert McKie, Psychologlst R
824 King Street West #204, Kitchener ‘
. - #

. §79-5473
10.

Melba Tanner, Counsellor oo v ’ . L
15 Yarmouth Street Guelph

1-836-8171 - y

# ‘ R o . . { i



11.

Je2.

« 13.

14.

15.

17.

18,

19

.

20.

21.

22.

16.

-
-
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APPENDIX N (CONT.) *

Dr. A. Waters, M.A., M.Div., D.D.” .
Interfaith Pastoral/Cbunsel11ng Centre, 127 Frederlck Street
Kitchener, 743-6781 .

Barbara Lawson, M.S.W.
Interfaith Pastoral Counselling Centre, 127 Frederitk Street
Kitchener, 743-6781

Elizabeth Huss, M.S.W.
Interfaith Pastoral Counselling Centre, 127 Freder1ck Street
Kitchener, 743-6781

Catherine E. Martin, Outpatient Psychiatry

Kitchener-Waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext. 2374 ) ]

**intake person for all psycﬁ\l?gical services at the hospital

Pametla Handford, M.S.W., Adolescent and Young Adult Team
Outpatient Psychiatry, Kitchener-Waterloo Hospital

835 King Street West, Kitchener »

742-3611 ext.2397 '

H11ary Bowers, R.N., Aduit Team !

Outpatient Psych1atry, Kitchener- Water]oo Hosp1ta1

835 King Street West, Kitchener

742-3611 ext. 2365

Mary Lennon, M.5.W. -

Kitchener-Waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext 2360 X .

Dr. Linda Butler, Psycholq91$t Adult Tedn
Outpatient Psychiatry, Kitchener-Waterloo Hosp1tal
835 King Street West, Kitthener

742-3611 ext.2367

Cheryl Gillin, Ph.D., C.Psych.
K1tchener-waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext. 2706

George VanderSchaaf, M.S.W. ;
Kitchener-Waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext.2363 o . |

Central Counselling Service
55 Queen Street South,’ K1tchener

743-6526 . . )
Denise J. Dolff, M.A. e

67 Owen Avenue, K1tchener

742 4841

R e - sas s - ﬂ



23.

24.

25,

26,

27,

28.

30.

31.
32.

33.
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APPENDIX N (CONT.)
-
Mary R. Adams, Head of Guidance
Eastwood Collegiate Institute, 760 Weber Street East Kitchener

743-8265
*must be a registered student at E.C.I.

Gail Freiburger, Counsellor, Student Services
St. Marys Highschool, 35 Weber Street West, Kitchener

745-6891
*must be a registered student at St. Marys Highschool

Carol Gregory, Counsellor,.Student Services

Conestoga College, Doon Campus, 299 Doon Valley Drive, Kitchener
653-2511 ext. 222

*must be a registered student at the college

Mr. Gord Lovsinger, Counsellor

Waterloo-Oxford District Secondary School, R.R. #2 Baden
634-5441

*must be a registered student at Waterloo-Oxford D.S.S.

Linda Holden, R.N, Nurse Therapist -

Young Adult Program, 75 Allen Street East, Waterloo

745-8340

*1imited to individuals between 16.,5nd 21 years of age i ;
Sunny Sundberg, R.N., M.A.~ ’
12 Margaret Avenue East, Waterloo

746-1525 (T., Th. & F.: 885-1211 ext.2655)

. Anna Ledbetter, M.S.W., C.S.W.

Health and Safety Services, University of Waterloo °
885-1211 ext. 3541 .
*must be a reg1stered student at the university

Stephen Chris, Ph.D., C.Psych

Health and Safety Servxces, University of waterloo
885-1211 ext. 3541

*must be a registered student ‘at the un1verslty
Debby Zwe1g, Ph.D., C.Psych.

University of Nater1oo PsychOIOgy C11n1c

885-1211 ext. 3842

3~-Malabar, Director of Nur51ng )
Waterloo Regxona1 Health Unit, 850 K1ng Street West, Kitchener
744-7387 . -

Jane Da]ey, Supervisor of Nurses =~
Waterloo Regional Health Unit, 850 King Street Nest K1tchener

744-7357
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APPENDIX N (CONT.)

34. Colleen Spaetzel, M.S.W.
911 Queens Boulevard South, Kilchener
749-6416 ext. 2-2511

MEDICAL SERVICES

1. Dr. W. Friday, M.D., Paediatrition
751 King Street West, Kitchener
743-1486

2. Susan M. Bowmanh, Head Nurse, Paediatrics
KKitchener-Waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext. 2711 -
*1limited to females 16 years and younger -
3. John R. Selh, M.D., Gynecologist
495 Park Street, Kitchener
744-8561

BOTH MEDICAL AND PSYCHOLOGICAL SERVICES

1. Joanne Brohman, R.N., Inpatient Psychiatry
Kitchener-Waterloo Hospital, 835 King Street West, Kitchener
742-3611 ext. 2230 .

2. Kitchener Educational and Counselling Services
86 Weber Street East, Kitchener _ ..
576-3977 ”
3. Health and Safety Services
University of Waterloo, Waterloo
885-1211 ext. 3541
*must be a registered student at the university

NUTRITIONAL SERVICES

1. Theresa Schumilas, Nutritionist
Watenloo Regional Health Unit, 850 King Street West, Kitchener
744-7357 v
**referral resource for teachers and professionals only

2. Sheila Jarvie, R.P.Dt.
Nutrition Counselling, Kitchener-Waterloo Hosp1ta1
835 King Street West, Kitchener
- 749-4212 -
*require a referral from a physvc1an and must currently be under
psythiatric Care-*

3. Mary Durnford, Senior Therapeutic Dietitian
700 Coronation Boulevard, Cambridge
621-2330 ext. 1224
*require a referral from a physician
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™

4. Trudy R. Bricker, R.D.N., M.H., R.N.C.
1454 King Street East, Kitchener
579-8960 or 579-8962

5. Kirsten B. Skafte, R.N.C.
15 Westmount Road South, Waterloo
886-1861

SELF HELP GROUPS

1. Overeaters Anonymous )
P.0. Box 491, Waterloo
579-3800

FAMILY SUPPORT GROUPS

I

1. F.R.C.E.D., Canadian Mental Health Association, Waterloo Region
607 King Street West, Kitchener
744-7645 -

§ b RS Arkerpto bt~ R T - - =
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APPENDIX -0
CONFERENCE EVALUATION RESULTS
F ie

Not Specified . . . . . . . . . . ..

Psychometrist, Psychologist, Psych1atr1st Counse]lor, ‘.

1.
2.
M.S.W., Family Therapist, Consultant . . . ..
3. M.D., Fam11y Physician, Nurse . . e e e
4. School Counselldr, Teacher . . . . . e e
5. Student, Graduate Student .. . . . . . . . . ..
6. Dietician . . . . . . . . . . oL L. e e e e
7. Recovered Bulimic . . . . . . . S e e e e e
8. Parent, Non-Professional . . . . . . e e .

Enjoved the Conference in General .

. Strongly Agree C e e e e e e e e e e e e
Agree . . . . . . . ... e e e e e e e e
Neither Agree or D1sagree e e e e e e e e
~Disagree . . . . . . oL Lo 00w e e e e

Learned Something that will be Useful in my Hork

Strongly Agree e e e e e e e e e e e e e e
Agree . . . . L e e e e e e e e e e e e e e
Neither Agree or D1sagree e e e e e e e e e
Disagree . & . . . .« « o o o v i e e e e e
Strongly D1sagree ................

Was Able Lo Meet and Dialogue with Other Professionals

Strongly Agree . . . . . . . . oL oo 0. .
Agree e e e e e e e e e e e e e e e e e e e e
Neither Agree or Disagree . . . . . . . . . . ..
Disagree /. . . . . . .. .. e e e e c e e
Strongly’Disagree . . . . 1. . . . 0o . 0.
Blank . . . . . . .. .. 4 ...........

Eelt I Increased My Kﬂgﬁlﬂdﬁﬁ in the Area of:.

Diagnosis and Earty Identification
\\

Strongly Agree e et e e e e e e e e e e e e e e
Agree . . . . i s e e e e e e e e e e e e e e
Neither Agree or D1sagree e e e e e e e e ..
Disagree . . . . . . « ¢ v v v vt et e e e e e e .
Strongly Disagree . . . . . . . . .. . . ...

ety deina G mn e 4 A e mem el i s g gt t ko

o o e s
= Ny on
PO = o WO

189

. 37

21

. —
SRR e = Y - )

. 32
. 51

. 20
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D23



D O T i T SR,

Eating Disorders Resource Centre

APPENDIX 0 (CONT.)

190

Prevention
Strongly Agree e e e e e e e e e .. 21
Agree . . . e e e e e e e e e e e e e e . 48
Neither Agree or Disagree c e . . . 16
Disagree . . . . . . . . . . . .. ... 1
Blank . . . . . . . . . .. 0. . 1
Education
Strongty Agree e e e e e e e e e e e e e e e .24
Agree . . L L L L L o Ll s e e e e e e e e . . . b2
Neither Agree or D1sagree ...... e e e e e .. . 10
Disagree . . . . . . o . . . . oo oL . 1
Ireatment
Strongly Agree . . . . . . . .. . .. . .. 18
Agree . T gt o . . . b4
Neither Agree or D1sagree OO
Disagree . . . . . . C e e s e e e e e e e e e e e e, 2
B]ank...........‘...;... .2
Waterloo Region Needs and Resources
Strongly Agree e e e e e e e e e e e e e e e e e 11
Agree . . . v e e e e e e e e e e . . |
Neither Agree or D1sagree e e e e et e e e e e e e e e 16
Blank R e e e eie v s . 25
L2
\
Pl - iwu
-
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- APPENDIX <P =

CONFERENCE EVALUATION - FURTHER COMMENTS

David Garner was excellent! Barb Carney had a hard act to follow.
Perhaps a different forum would have been better for her presentation
(i.e. a smaller select group). More specific methods which I, as a
counsellor and Health/Phys. Ed. Teacher could implement into my
program.

Exceptional presentation by Garner.

An area not directly addressed was early identification and
intervention, particularly regarding eating pathology (before a
full-blown disorder) as may be evidenced in schools. Overall, L
greatly appreciated Dr. Garner's presentation both for the content
of his-talk and for the style of presentation, thanks!

Very useful topic. Appreciated expertise of David Garner - excellent
resource. Notion of regional interest group helpful.

I was quite d1sappo1nted in the lack of information offered on how
to identify people with eat1ng disorders and how to help these
people. Much of Mr. Garner's lecture seemed to be based on
convincing us that being underweight is more harmful than being
overweight. Although this is an interesting issue, I question its
relevance to the topic of "Early Identification and Prevention”.

I think that David Garner should have gone intd‘more detail about
early warning signs, what to do with people who are exhibiting these
signs, what typical reactions of people will be etc. As someone

who is involved in a large student residence, I would have liked
much more practical,information as opposed to theoretical studies.

More time needed to tackle the area of treatment. Well organized
workshop - materials and information excellent, Dr. Garner is an
eloquent presenter and obviously well-versed on the subject of
eating disorders.

Wish I had been able to stay for the afternoon session.

Nice lunch! Need a follow-up conference to explore methods of
treatment and successful interventions.

&

I appreciated that you kept on time.

The morning session was adverj1sed'as Early Identification. ! didn't ¢
feel that Dr. Garner really gave us any handle on how to detect this
illness. He spoke about var1ous studies but didn't really say "these
are symptoms of the disease". , In that respect I was disappointed.

Excellent lunch. ’
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-APPENDIX‘ R (CONT.) .
S 1
Thanks to organizers! It was’a good day with an interesting
presentation! I expect the handouts will also increase my -
informat ion. N
N .

Since I wasn't here to relate what I learned, today to present work
~a lot of these questions don't really apply. My‘overa1l impression
‘of the day was that it was very good. I would say, yes, my
conscious was raised and I am more interested than ever to learn
more about eating disorders, so it was a very worthwhile day.
Parking was not _appropr te. Confirmation of pre-registration was
not made.

Great! Thank you. - ~

Strategy for small group question/answer time needed! Maybe a chance
to meet in a cross-section of professions or a chance to meet and
share with your'own profession. Possibly a questton box to be used
in the p.m. treatment session. Possibly too long a conference. Good
finish time would be 3:30 or 4:00 p.m. Possibly a p.m. choice option
\E\fa~ ,
] ‘ | .
Speaker for Windsor was not really necessary - she eve' commented
that our region 1s not like hers, so her info wasn't really
applicable. Dr. Garner was excellent. I would have liked more
‘11me for Q & A.

The B.A.N.A. speaker really didn't fit into tﬁe previous session.
I really would have preferred to have continued with Prevention
and Treatment, this would have been more beneficial to me personally.

As a Dieticion, I fSund this conference very confusing as to how the

research was presented by David Garner, Ph.D. Constructive criticism
and various approaches for counselling the obese to prevent anorexia

and bulimia would have benefited this audience.

As a recovered Bulimic 1 found many of the areas touched on’{sr

treatment by David Garner could have been expanded into a conference
- itself. ~

Very interesting chance to reflect oﬂ‘my awn attitudes and prejudices

towards obesity. Interesting to be made aware that all the personal

accounts of A.N. do glamorize/create SQmethlng of an "in group"

mentality and provide an identity.

More opgortunity for question/answer with Dr. Garner would have been
beneficial. Barb Carney's presentation would be more appropriate
for a smaller group whose prime concern is to establish a support
group or Community Information Centre - or perhaps have this portion
of the program earlier in the day.

Very worthwhile - especially enjoyed hearing David Garner. Would
have <1iked more time for questions.

<

S

»

\\»\



Y
3 (A . - N —

5

S . . Eating Disorders Resource Centre 193

. R ] .

- ] A&PENDIX P (CONT.) -«

. - s

» The{ resentation following Dr. Garner could have ‘been brief - may not

. have n appropfiately timed. Consequently many people left early
who might otherwjse have'remained. Personally I was concerned with

the study resultg. 4 .

>

Barb Carney - difficult for her to follow David Garner - In
compaison she was yery low key4,ﬁot\very interesting speaker. .
i

| 3
I am a ghade 13 student cgmplefing a study on the subject. This
¢ ce has helped me & great deal. Many thanks to Tammy Lee »
MorrelT and Dr. David Garner. i .

David Garner gave an excellent presentation. Perhaps he could have

spent less time on-the topic of obesity. The timing for BdPb Carney

was not good. She had an interesting presentation but perhaps could

have been offered as an gptional part of the program, for those who

would be interested in learning about the set up of B.AN.A. Llet's

bope K-W and Cambridge can effectively address and provide support *
- for this disorder. ‘ — .

Excellent!

Very good conference - lots of information. ~Hopefully helpful .in our
treatment of eating disorder patients. -Thank you. )

&

Perhaps more time could have been spent on methpds of approach re:

detection of disorders and actual intervention techriques. David
Garner was-excellent - very informative. - )

b
Garner is so very obviously anti-dietician or belittles any
contribution a dietitian could make that I now hesitate to offer my
services. Well organized facilities - hall very appropriate,

comfortable, ,

Well donel
‘At 1 lasti‘llip
ong ” ¢

-

Highschool survey very interesting. Unclear on how she separates
possible eating disorders and possible weight problems.
[ 2

—=——Presenter of high school surveys material interesting but slides

are inadequate and unintelligible. .
More time for questions and answers. To answer Regional question,
need regional report. Multidisciplinary approach necessary.
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APPENDIX P {CONT.) - 2
Would have preferred additional information on treatment. Most
present were mental health professionals who already had basic
information. David Garner excellent speaker. Would like to hear
him speak again - just on treatment. Would have appreciated it f
books re: topic had been available to examine/purchase. Lunch
excellent, not overfilling (how about brown breadl). Liked the
idea of juice at breaks. Not interested in background info on
B.A.N.A. - too much time spent, not important in my work at
present. Organization in Windsor not helpful in Waterloo, 15
minutes at most, not 45. Less time on info. re: student studies.

I am particularfy interested in self concept, particularly body
image. I would value more information aboyt presenting programs

to adolescents and younger children. Although todays speakérs -
provided valuable material, I ‘was surprised that there wasn't more
concentration on prevention strategies re: changing body image.

Excellent - thank you very much.

Is there a way ypf continuing the impetus of today —_sstabTishing
a network to megt the Community needs is probably one way, but
general conference that can be planned for local
people to shafe their talents, approaches etc.? -
More treatment emphasis would have been helpful - "hands on".

Would have appreciated more time for questions fielded by Dr. Garner.

»

<
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