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ABSTRACT 

There are estimates that between 3-10% of young women between the ages of 15 

and 29 will develop a clinically diagnosed eating disorder in their lifetime (Keca, 2004). 

Prevention efforts in the schools may be helpful in reducing or minimizing the proportion 

of this growing problem. Studies have shown that eating disorder prevention programs 

can have a positive effect on deviant eating behavior (Fingeret, Warren. and Cepeda-

Benito, 2006). School psychologists are in an optimal position to lead in the efforts of 

prevention and identification of students who may be at risk or suffering from an eating 

disorder. This research paper reviews the literature on prevention efforts in the schools 

that the school psychologist can implement, as well as how school psychologists can be 

instrumental in identifying students who may be at risk for developing or suffering from 

an eating disorder. 
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Based on the literature reviewed, recommendations are provided to help school 

psychologists understand the roles they can play in helping schools address this growing 

concern. However, there is little research on what schools are currently doing to address 

these issues, and a paucity of research that specifically addresses best practice for school 

psychologists in leading prevention and identification efforts in the schools for children 

who are at risk or are suffering from an eating disorder. 
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Chapter One: Introduction 

The insistent pursuit to be thin along with self-destructive dieting behavior is a 

primary symptom of anorexia nervosa (Eliot, 2004). Girls have been socialized at a very 

early age to hate obesity and to have an extremely high expectation for thinness in order 

to be beautiful (Eliot). Schools need to be aware that this expectation causes many young 

girls as well as boys to struggle with their weight, and some may even feel it is necessary 

to restrict their eating or even use other means to get their ideal physical appearance. 

Much ofthe research on eating disorders has been focused on females; however both 

females and males can be affected and this review will cover both when possible. 

Statement ofthe Problem 

Estimating the prevalence of eating disorders can often be problematic due to 

various factors such as the secretive and shameful nature of the disorder (Imber-Black, 

1993). There are estimates that between 3-10% of young women between the ages of 15 

and 29 will develop a clinically diagnosed eating disorder in their lifetime (Keca, 2004). 

Research also suggests an estimated 0.5% to 3.7% offemales who suffer from anorexia 

nervosa in their lifetime, and an estimated 1.1% to 4.2% of females who have bulimia 

nervosa in their lifetime (National Institute of Mental Health [NIMH], 2001). Females are 

not the only ones with such difficulties. Although females are much more likely to 

develop an eating disorder than are males, males account for 5 to 15% of people with 

anorexia nervosa, and an estimated 35% of those with binge-eating disorders (Keca; 

NIMH). 

Although these percentages may not seem alarming, we do know that there are 

many adolescents who struggle with eating, but are not clinically identified. There are 
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many cases in which children and adolescents demonstrate disordered eating behavior, 

but would not qualify according to the Diagnostic and Statistical Manual of Mental 

Disorders: Fourth Edition-Text Revision (DSM-IV-TR). Current estimates suggest that 

disordered eating is a drastic problem, and may be occurring in 30% of girls and 16% of 

boys (Kcca, 2004). Disordered eating includes eating behaviors that may be undiagnosed, 

such as: restrictive dieting, excessive eating (bingeing), or behaviors to get rid of food 

(purging, Keca). 

Research indicates that eating disorders are most common between the ages of 7 

to 25 (Phelps & Bajorek, 1991). Clearly this is a problem among school-aged children. 

Given these are the ages when kids are in school, school psychologists have an 

opportunity to lead prevention efforts, help teachers identify students at risk for eating 

disorders, and refer students during this time. School psychologists need to be educated 

in this area due to the fact that eating disorders can be a complex problem caused by a 

variety and combination of behavioral, emotional, psychological, interpersonal, and 

social factors (National Eating Disorders Association, 2004). Unfortunately, to the 

detriment of students, school-based eating disorder prevention programs have been 

controversial across the nation (Fingeret, Warren, and Cepeda-Benito, 2006). Prevention 

refers to efforts made by school-based professionals to inform and educate all students, 

irrespective of their current eating behavior, in an effort to decrease the prevalence of 

eating disorders in the school. There have been mixed feelings regarding their importance 

and effectiveness ofprevention programs targeting eating disorders. It is also 

questionable to some schools and professionals as to what the school psychologists' role 

is in working with students who may struggle with eating disorders. 
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Therefore, given these prevalence rates of eating disorders, we need to have 

systems in place to prevent and identify children and adolescents early. The earlier 

students receive services for this problem, the better their outcome. Unfortunately, the 

literature is limited on prevention efforts in the school, as well as what we have available 

for school psychologists. 

Purpose ofthe Study 

The purpose of this review is twofold. First, this review will explore best practice 

for the school psychologist's role in leading prevention efforts for eating disorders in the 

school. Understanding what schools and school personnel can do in terms of prevention 

will be discussed. Primary prevention in the schools will also be evaluated, and particular 

attention will be paid to the measures used in prevention efforts and the ways in which 

prevention programs benefit students. For example, Varnado-Sullivan & Horton (2006) 

argue that prevention measures depend upon the extent to which an intervention is seen 

as important and if it is appropriate by the targeted group. Thus, prevention acceptability, 

or the amount to which an intervention is viewed as appropriate, fair, and reasonable, will 

also be considered in this review. 

Second, the role of the school psychologist and school personnel is discussed in 

terms of what they can do as far as the early identification of students who may already 

be struggling with an eating disorder. School psychologists can play both direct and 

indirect roles in the identification process. For example, identifying students who may be 

at risk or struggling with an eating disorder is a direct role that school psychologists can 

be involved in. An indirect role they can have in the schools is assisting teachers to 

identify and refer students who may be at risk. 
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Rationale 

This study can help inform and guide school psychologists in leading prevention 

efforts and identifying students with disordered eating behavior. Prevention strategies for 

the school setting, as well as how to best identify students who may be at risk for eating 

disorders will be investigated. 

Research Questions 

There are two research questions this study will attempt to answer. They are: 

I.	 What is the school psychologist's role in leading prevention efforts for eating 

disorders in the schools? 

2.	 How can school based professionals and school psychologists be instrumental 

in helping to recognize students who may be at risk or suffering from an 

eating disorder in the school setting? 

Definition ofTerms 

There are four terms that need to be defined for clarity of understanding. These 

are: 

Disordered Eating- In this paper, disordered eating refers to deviant eating 

behavior, such as excessive or insufficient food intake, or binge eating, that is both 

diagnosed and undiagnosed. 

Eating Disorders- In this paper, eating disorders refers to clinically diagnosed 

eating disorders including Anorexia Nervosa and Bulimia Nervosa, as defined by the 

DSM-IV -TR. The major features of each are: 

Anorexia Nervosa: The individual refuses to maintain a minimally normal body 

weight, is intensely afraid of gaining weight, exhibits a significant disturbance in 
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the perception of the shape or size of his or her body, and are amenorrheic 

(American Psychiatric Association [APA], 2000). 

Bulimia Nervosa: The individual is excessively influenced by body shape and 

weight, binge eating and the inappropriate compensatory behaviors must occur, at 

least twice a week for 3 months (APA, 2000). 

Identification- In this paper, identification refers to people taking notice of a 

person's qualities and behaviors that associate them with being at risk for or having an 

eating disorder. 

Prevention- In this paper, prevention refers to efforts made by school-based 

professionals to inform and educate all students, irrespective of their current eating 

behavior, in an effort to decrease the prevalence of eating disorders in the school. 

Assumptions and Limitations 

The assumption of this study is that a thorough review ofthe literature has been 

conducted on prevention and identification of eating disorders in the school. 

There are some limitations of this study. First, there is a lack of research available 

that discusses the necessary steps for school-based professionals to intervene with 

children who have eating disorders. We know little about best practices for school 

psychologists in assisting other school-based professionals to help with disordered eating 

behaviors or an eating disorder. 

Second, much ofthe available research is written from a medical perspective. 

More research on effective prevention programs and assessments that can be used in the 

schools by a school psychologist would be beneficial to the field. 



6 

Finally, researchers appear to have a better understanding of the factors in girls' 

development that put them at risk for developing an eating disorder. However, there is 

not as clear of an understanding of how boys get on this pathway. Having a better 

understanding of the factors that place both boys and girls on this developmental pathway 

would be helpful in planning prevention measures that can be effective. 



7 

Chapter Two: Literature Review 

Introduction 

Due to the high prevalence rates of eating disorders among school-aged persons, 

this is an issue that cannot be ignored by school psychologists. Eating disorders are most 

commonly affecting adolescents, but are prevalent among people between the ages of 7 to 

over 25 (Phelps & Bajorek, 1991). Children and adolescents are attending school during 

many of these years. Therefore, schools are in an optimal position to be instrumental in 

providing prevention programs to eliminate these staggering numbers. 

Eating disorders have been viewed as a preoccupation with food and weight 

(National Eating Disorders Association, 2004). When a child or adolescent is suffering 

from disordered eating behavior, they are consumed with thoughts offood and weight 

(Keca, 2004). This concentration takes their thoughts away from what they are learning 

in school. Moreover, research shows that any type ofdieting impairs a person's ability to 

think and learn (Keca). Therefore, it becomes a problem that needs to be addressed in the 

schools. 

Prevention in Schools 

School-based professionals have the opportunity to get to know the children in 

their schools in a unique way. School systems are in charge of educating children, 

teaching them discipline, as well as providing rules and boundaries for children to learn 

from. School personnel have a unique opportunity to be surrounded by the same children, 

for typically five days of the week. Many children look up to school personnel and view 

them as a support system. Our daily interaction with students is one reason why school 
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personnel have the opportunity to notice changes in behaviors, mood, appearance, and 

specifically eating habits. 

School personnel have the best opportunity to notice the warning signs of 

disordered eating, from changes in students' eating behaviors to drastic weight 

fluctuation (National Eating Disorders Association, 2004). Weight fluctuation is gaining 

or losing weight in a short amount of time. Schools can bring about awareness, as well as 

screen for students who may be showing these signs of disordered eating. Although 

school personnel may not have the background knowledge on eating disorders, school 

psychologists can be instrumental to address concerns and refer when necessary; they can 

even help educate other school personnel on how to help with these endeavors. 

Due to the increase rates of eating disorders in the past two decades, the 

detrimental affects of eating disorders on those who suffer, as well as their families, and 

the rise of the costs of health care associated with eating disorders, it is most important to 

direct our focus on preventing eating disorders (Shisslak, Crago, Neal, and Swain, 1987). 

Prevention efforts may be helpful in reducing or minimizing the effects of this growing 

problem. One way to do this is to educate our children in the school system about healthy 

eating so they are informed and aware of unhealthy eating behavior. Prevention should be 

a system that is available to all students to address the issue of eating disorders, bring 

about awareness, as well as provide a screening technique to help identify children and 

adolescents who may be at risk for developing eating related problems. 

There are three types of prevention: primary, secondary, and tertiary (Kessler & 

Albee, 1975). Primary prevention targets everyone and addresses concerns before they 

occur. The goal in primary prevention is to prevent problems from arising. An example 
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would be lessons taught on healthy eating to all students. Secondary prevention aims to 

respond quickly to emerging problems in order to minimize long-lasting effects. This 

may include screening for children. Screening is a process that helps identify children 

who are showing early signs of problems so that they can receive some additional 

education and help before the problem requires intensive services. Tertiary prevention is 

more aimed at the long-term follow-up of those who are affected, and involves more 

intensive intervention efforts. An example may include providing a student with direct 

services, such as counseling. These various levels ofprevention all have their own aim 

and each level looks differently in practice. 

Primary prevention should be the focus of many schools, in order to prevent 

disordered eating from occurring at such high rates. We know that adolescents are most 

affected by this disorder (Phelps & Bajorek, 1991) therefore a prevention program in the 

schools, particularly junior high and middle schools, would reach the most people in this 

age group (Shisslak et al., 1987). However, in order to more effectively prevent 

disordered eating from emerging in the first place, elementary schools should include 

prevention efforts before adolescence. Many schools already have programs in place 

including health education, physical education, and home economics. A primary 

prevention program could be easily integrated into these existing classes (Shisslak et al.), 

Scime, Cook-Cottone, Kane, and Watson (2006) used a primary group prevention 

program called "Girls' Group" that was for fifth-grade female students. This study 

evaluated the impact on body dissatisfaction, drive for thinness, and media influence, as 

measured by the Eating Disorder Inventory-2 (EDI-2). Volunteers to participate in the 

group were recruited through flyers and teacher announcements at a public middle 
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school. This program included various components aimed at helping body image, self

esteem, coping, and competence (Scime et al.). Using a constructivist project, this group 

created a magazine in order to share their knowledge and information as an outlet. The 

format of this group set up the opportunity for these girls to feel open to discuss and learn 

various things that could improve their self-image and to be more comfortable with their 

bodies. The program was conducted by a licensed psychologist, a school counselor, and 

two graduate students and ran for ten consecutive weeks (Scime et al.). This study found 

that there was a significant decrease on EDI-2 scales measuring body dissatisfaction and 

drive for thinness on pre- and post-tests (Scime et al.). They also found that participants 

significantly improved in recognizing media's influence on body image (Scime et al.). 

This study supports the notion that providing early prevention efforts may be effective 

among preadolescent females. 

The education that prevention provides is vital in reducing the incidence and 

severity of eating disorders (Peters, Swassing, Butterfield, and McKay, 1984). A meta

analysis was conducted to examine how helpful prevention programs are that address 

eating disorders. Effects of prevention programs on female participants were analyzed 

due to a limited number of studies including males as participants, as well as gender 

differences in the prevalence and nature of eating disorders. The study was conducted by 

Fingeret et al., (2006), which used 32 published and 14 unpublished studies and found 

that eating disorder prevention programs had the largest positive effect on increasing 

participants' knowledge related to eating disorders. When they looked at symptoms of 

eating pathology, dieting behavior, and thin-ideal internalization, they found a positive 

effect size ranging from d=.I7 to .21 at posttest and from d=.I3 to .18 at the follow-up 
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(Fingeret et al.). This suggests improvement in symptoms of general eating pathology, 

dieting behaviors, and internalization of a thin-ideal body standard immediately 

following intervention and for some period of time afterward (Fingeret et al.). Taken 

together, the results of this meta-analysis are promising, indicating that prevention 

programs for eating disorders can be helpful for changing students' knowledge about 

healthy eating, and may even change actual eating behaviors. More research should be 

conducted that can duplicate this support of prevention programs. Overall, the findings 

from this study suggest that prevention efforts have a positive effect on eating attitudes 

and behaviors that can lead to developing an eating disorder (Fingeret et al.). 

Therefore, the evidence thus far suggests that increasing student knowledge may 

be an important step in helping children and adolescents from developing disordered 

eating difficulties. Programs that bring about awareness and information that is presented 

to the whole student population would be helpful. If prevention efforts start before 

adolescents, it may decrease the prevalence of disordered eating at later ages. 

Keca (2004) gives three helpful tips for providing prevention and intervention for 

eating disorders at school: discipline those who harass peers based on body size, ensure 

that information and plans are available to help those in need, and encourage personnel to 

seek help as appropriate. First, it is important for teachers in the schools to have a zero 

tolerance on comments made about a student's weight. School should be a place where 

students are free from harassment. Second, school personnel should have information and 

access to resources that are available for students who may be struggling. Finally, 

according to Keca's last tip, it is important that if teachers suspect a problem with a 

student's eating habits, that they come forward and tell a school student support team. 



12 

These tips should be followed and enforced by schools to help in the prevention and 

intervention efforts for eating disorders. 

Some teachers may think that bringing attention to these disorders may make it 

seem more popular or glamorize the situation. For those who do not want to address the 

issues of eating disorders, a wellness approach would be beneficial. A well ness approach 

prevention program focuses on overall issues of well-being, addressing self-esteem, 

problem solving, stress management, and goal setting, and there would be no special 

attention on eating disorders (Vamado-Sullivan & Horton, 2006). For example this may 

look something like a wellness week with lessons on healthy eating and exercising, rather 

than a specific lesson on anorexia. Phelps & Bajorek (1991) believed educators should 

focus on risk factors and societal pressures rather than fasting and bingeing behaviors. 

Phelps & Bajorek have found the best methods to include in a prevention program are: a) 

information that examines society's view of attractiveness, b) the use of pictures to show 

as examples of cultural pressure to fit inappropriate norms, c) information that addresses 

normal body fat percentages and height-weight ratios, d) show appropriate healthy eating, 

and e) promote being healthy and physically active. This information can open the door 

to discussions and allow a place for staff to answer questions. It also allows the 

opportunity to discredit the media images that our children and adolescents are seeing on 

a daily basis. 

Addressing Criticisms/Barriers to Prevention. Eating disorder prevention in 

schools has been a hard to agree upon issue. School personnel tend to shy away from this 

issue, due to the belief that eating disorders are a medical problem (Phelps & Bajorek, 

1991). Many teachers, nurses, and school counselors also find that they do not have the 
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time to address the concern of eating disorders. Despite these opinions, however, it may 

be important to understand how youth feel about prevention programs that address eating 

disorders. A study conducted by Vamado-Sullivan & Horton (2006) asked undergraduate 

students to rate the acceptability of various prevention programs. They responded with 

the opinion that prevention programs should be implemented in the school setting, but not 

by teachers, peers, or parents, but presented by a research team or trained professionals 

(Vamado-Sullivan & Horton). This study also showed a difference in responses by males 

and females. Females rated the prevention programs as more acceptable than males, and 

females were more likely to indicate that eating disorders were a considerable problem 

and that prevention was important (Vamado-Sullivan & Horton). 

Based on this work, it seems that youth and school-based personnel may feel 

differently about the importance and effectiveness of prevention programs. One reason 

for this discrepancy may be that school professionals do not believe prevention programs 

will work in the first place. This in tum, could affect the program's actual effectiveness. 

Indeed, research suggests that it is vital for school personnel to perceive the prevention 

programs and interventions used in the schools as imperative, or the program may fail to 

work as intended (Varnado-Sullivan & Horton, 2006). Therefore, those who implement 

the prevention methods in the schools must be supported by other school personnel for 

such programs to truly work. If a school psychologist, school counselor, school nurse, 

health teacher, or whoever is in charge, does not have the approval of others from the 

school, it wiII be challenging for the program to be a success. 

A Model to Guide Prevention. The Attuned Representation Model can be a 

convincing demonstration that we need to approach risk factors, which directly relate to 
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eating disorders, in a more holistic manner (Cook-Cottone, 2006). This model can guide 

in prevention and treatment by looking at a more global picture in terms of the biological, 

psychological, and social aspects of a person suffering with an eating disorder (Cook

Cottone). The model has two separate systems, the External System (Ecological Context) 

and the Internal System (Real Self). Both of these systems contain "spheres of influence" 

in each system that directly affects the core of this model, the "Representation of Self' 

(Cook-Cottone), The "spheres of influence" include things such as cognitive, emotional, 

and physiological in our internal system; and the microsystem (family), exosystem 

(community), and macrosystem (culture) in our external system (Cook-Cottone). 

According to this model disordered behavior, such as an eating disorder, emerges when 

certain spheres are not in harmony (or attunement), such that our balanced system 

changes. 

This model that Cook-Cottone (2006) presented takes a preventive approach in 

keeping the systems "attuned" and can assist the school psychologist in developing 

preventions and interventions for a child depending on what "system" they are struggling 

with. The Attuned Representation Model can aid in prevention efforts that are wellness

oriented where the focus is on the student's overall well-being. This model is a great way 

to look at how eating disorders may be developed in a person's life, Taking on a global 

perspective and seeing how the various aspects or "systems" can influence a person could 

open the doors to how we approach or help prevent disordered eating behavior. For 

example, if a child was having cognitive and emotional problems, intervention efforts 

could be aimed at group counseling with other students who feel the same. The student 
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could also start a diary to express her thoughts and feelings about her fears and 

insecurities. This could give her the opportunity to express herself in a safe way. 

The Attuned Representation Model can be used as a guiding framework, as it 

encompasses much ofwhat other prevention programs focus on. The prevention program 

that was earlier discussed from Scime et al. (2006) focused on body dissatisfaction, drive 

for thinness, and media influence. These components are similar to the Attuned 

Representation Model cognitive (thoughts), emotional (feelings), and macrosystem 

(culture) spheres. This model can provide school psychologists with a larger perspective 

on components that may be influencing an individual and require attention. Perhaps 

prevention programs should address all spheres whenever possible in order to be a 

holistic primary prevention approach that can benefit all children and adolescents. Many 

prevention programs already have parts of this model imbedded in them (Scime et al.; 

Fingeret et al., 2006). 

Summary. Evidence supports the use of prevention programs in schools, 

particularly for adolescent youth. However, school personnel appear to have mixed 

feelings about the use and importance of prevention programs. Some factors that appear 

critical to the effectiveness are to begin prevention at an earlier age (before adolescence), 

and gain the support of school personnel. Although more research is needed in this area, 

we cannot argue that the time and effort that is put into prevention programs may be 

much more manageable and worthwhile than having students suffer with disordered 

eating. Those with eating disorders will need more time and energy put into their 

recovery for years in comparison to the hours that would be needed to prevent such 

difficulties; the benefits seem to out-weigh the risks. 
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The Role a/School Personnel 

As we have seen, there are some positive effects of prevention programs. 

However, some children may require or benefit from more specialized help. It may be 

that as children go through a prevention program and are educated, students themselves 

may realize that they are struggling and need help. Therefore, it is important that schools 

have systems in place that allow personnel to identify and appropriately refer students 

whose eating behaviors are more destructive. 

Identification. There are some common signs, such as risky eating behaviors, that 

signal children and adolescent's need for help. Symptoms to watch for could be that a 

child or adolescent suddenly loses a noticeable amount of weight, they become isolated 

from peers, or they drastically raise their activity level or exercise habits (Peters et aI., 

1984). 

It may be difficult for the school psychologist to be in charge of identifying a 

child struggling with an eating disorder because they are not physically with students as 

are teachers. However, school psychologists are in a position to be of great value to many 

who are directly involved with children. School psychologists can be an advocate for 

prevention, instrumental in intervention, make student referrals, as well as educate 

students, parents, and school-based professionals (Peters et al., 1984). 

Assessments. The use of assessments in the school system is one way to identify 

students who may be at risk or suffering with an eating disorder. Available eating 

disorder assessments are still relatively new, and have only fairly recently been used to 

identify students who are at risk or who are struggling with an eating disorder. Many 

informal interviews are used regularly at treatment centers (Phelps & Bajorek, 1991). 
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Interviews provide professionals with many details that could lead to a better 

understanding about the person and hislher struggles with eating. Questionnaires are also 

used by psychologists and health professionals. and have many advantages to them, 

including providing a more specific/quantitative understanding of the problem, as well as 

having reliability and validity data to support their use (Phelps & Bajorek). Finally, 

questionnaires can easily be used in the schools (Phelps & Bajorek). However, there are 

some limitations in using questionnaires and interviews. Eating disorders are a secretive 

and often shameful disorder that may cause the respondent not to answer truthfully. 

There are many inventories that propose to identify at-risk individuals for eating 

disorders. The Eating Disorders Inventory (EDI) and the Eating Attitudes Test (EAT) are 

the two standardized measures most widely used to assess the attitudes and behaviors 

characteristic of eating disorders (Phelps & Bajorek, 1991; Rosen, Silberg, and Gross, 

1988). They were both created for adult women; however they are now being used to 

assess high school-aged adolescents. The Eating Attitudes Test (EAT) has been most 

widely used for assessing eating disorders with adults and adolescents in a variety of 

cultures and samples (Sancho, Asorey, Arija, and Canals, 2005). The EDI or the EAT 

would not be best utilized with children in elementary school. 

The Eating Disorders Inventory-3 (EDI -3) is a self-report measure for English 

speaking individuals. This is the newest version of the Eating Disorders Inventory, and 

has recently shown to be an improvement from the EDI-2 (Cumella, 2006). The EDI-3 

includes a symptom checklist, which can give information concerning symptom 

frequency and history (Cumella). It also provides a referral form, which is used to 

identify individuals in non-clinical settings who may need to be referred for a 
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professional eating disorder evaluation (Cumella). This may be a beneficial assessment 

tool for school psychologists to use to make decisions about referring students. The uses 

of the assessment are broad and may be used as a screening tool for the school 

psychologist to decide if a referral is necessary. Due to its length of 9 I-items, it would 

not be best used as a screener for all students (Cumella). This assessment has a lack of 

information concerning its use with males, and would not be the best choice for that 

population (Cumella). Considering the rate of eating disorders is higher with women, this 

has shown to be a useful tool for the majority of those who suffer from an eating disorder 

(Cumella). School psychologists could use this for high school-aged adolescents. 

The Children's Eating Attitude Test (ChEAT) is an assessment that was 

developed from the Eating Attitudes Test (Sancho et al., 2005; Smolak & Levine, 1994). 

Like the EAT-26, it is a 26-item self-report questionnaire (Smolak & Levine). The 

ChEAT is standardized and measures eating attitudes and behaviors in children under 15 

years old who are concerned with eating disorders (Smolak & Levine). The only essential 

difference is its simplified language of the widely used 26-item form ofthe Eating 

Attitudes Test (Smolak & Levine). The ChEAT is a scale that assesses various attitudes 

and behaviors that are associated with anorexia nervosa and bulimia nervosa (Smolak & 

Levine). Each item is rated on a Likert scale from I (always) to 6 (never) and for each 

question the clinician assigns a score of 1,2, or 3 for each item based on the respondent's 

rated frequency, such that symptoms experienced at a higher frequency are given a 3, and 

so on (Sancho et a!.; Smolak & Levine). Therefore, ChEAT scores can range from ato 

78. 
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Like other assessment tools described (e.g., EDI and EAT), the ChEAT does not 

allow a psychologist to diagnose an eating disorder, but can be used as a screening and 

research instrument (Sancho et al., 2005). Smolak & Levine (1994) report that the 

ChEAT is a promising instrument for measuring disturbed eating attitudes and behaviors 

in middle school-age girls. Smolak & Levine also found adequate internal reliability 

(0.87) and demonstrated a concurrent validity that was statistically significant but only 

moderate in size. 

Others have also examined the ChEAT's utility as a screening instrument and 

have found promising results. A modified version of the ChEAT was used in a study of 

Croatian adolescents (Knez, Munjas, Petrovecki, Paucic-Kirincic, and Persic, 2006). 

There were 480 students from grades five to eight, ages 10 to 16 years, who fully 

completed a Croatian version of the ChEAT-26 questionnaire. Participation was 

voluntary and the test was given during one of the regularly scheduled school hours. 

Findings from this study indicate that of the 480 Croatian students assessed, severely 

disturbed (scores of20 or more) was present in 36 students, and predominantly in girls. 

However, further research is needed to examine the extent to which these findings are 

affected by cultural factors and can be generalized to US populations. 

The ChEAT and the EDI-3 are reasonable options to assess children and 

adolescents in the schools. These are questionnaires that could be administered to identify 

students who are at risk for an eating disorder. These questionnaires are self-report, so 

there is always the possibility that someone could not answer truthfully. However, some 

students may not self-disclose during an in-person interview but would on a self-report 
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measure, thus this could be a way to refer them to an eating disorder specialist who could 

get them the help they need. 

Schools that have higher prevalence rates of eating disorders or have certain 

students who are very secretive about their struggles with eating may find it beneficial to 

administer these assessments. Although it may be impractical and difficult to give these 

assessments school-wide due to the time it may take to complete them, they can be 

utilized for situations in which a teacher has noticed changes and has reasons to be 

concerned. For example, if several children are suspected of having eating difficulties 

during a prevention program, a school psychologist could ask teachers to refer those 

children and then have the children complete the ChEAT, or the EDI-3. 

Implementation ofServices. School psychologists have an instrumental role in the 

school systems. They have the opportunity to suggest that earlier mentioned prevention 

programs may be beneficial and effective in reducing the prevalence of eating disorders 

or disordered eating behaviors with their students. The school psychologist must also 

voice that identification of students who are struggling with this disorder is crucial. The 

earlier they receive the help that they need, the better off the student will be in their 

ability to recover. If students who are suspected of having this disorder go unnoticed, we 

may be sending those children and their families down a path of physical, social, and 

emotional strife. 

School psychologists can help by organizing and implementing training to 

teachers and other school personnel in the identification of eating disorders. Phelps & 

Bajorek (1991) suggest a team-taught in-service program that the school psychologist and 

even the school nurse could present on the topic of eating disorders. This could be 
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delivered as a part of the regularly occurring in-service trainings that all schools have. 

This may be the most beneficial in the schools and districts that have a noticeably higher 

prevalence rate of eating disorders. For those schools, it would allow teachers the 

opportunity to gain knowledge on the disorder and assist them in identifying students 

who show symptoms. If the teachers are trained to recognize the symptoms, they can 

more easily refer children of concern to the school psychologist or the school nurse. 

School psychologists also may be helpful in reintegrating students into the school 

setting when they return from hospitalization for eating disorders (Peters et al., 1984). 

These students may find it hard to transition back into the school setting and getting 

adjusted and caught up on schoolwork may be difficult. Peer responses to the student 

returning are going to be critical during this time. As mentioned earlier, keeping a policy 

in place and educating students on not harassing and teasing is an important component 

in reintegrating the student back in to the school setting (Keca, 2004). The school 

psychologist might want to talk with the student and his/her parents about potential 

concerns that they have regarding this transition. The family may feel better if issues and 

concerns are addressed related to eating at school, getting the student caught up, and even 

social concerns with the student's peer group. The student may feel anxious about how 

their peers will react, and unsure of what to tell people may be difficult. Addressing these 

questions and concerns earlier may make the transition easier. 
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Chapter Three: Summary, Critical Analysis, and Recommendations 

This paper evaluated the importance of prevention efforts of eating disorders in 

the schools. Primary prevention efforts implemented in the school system are seen as 

beneficial and manageable through existing classes such as physical education, health 

education, and home economics. The school psychologist has a key role in implementing 

these efforts. Identification of eating disorders is sometimes not easy, but is an important 

part of the process to improve the lives of those who struggle with eating disorders or 

disordered eating behavior. Identifying students and referring them to resources in the 

community can lead them to recovery. 

Summary ofMain Findings 

School psychologists are in an optimal position to implement a school-wide 

prevention program. Studies have shown that eating disorder prevention programs have 

positive effects on participants' knowledge of eating disorders, as well as show the 

improvement of actual eating disordered behaviors (Fingeret et aI., 2006). In order for 

prevention programs to be most effective, it is best to have support from school personnel 

and for them to see the importance of the program and interventions (Varnado-Sullivan & 

Horton, 2006). Group prevention programs are also an option for schools. Scime et aI., 

(2006) found that this can significantly improve students' ability to recognize the media's 

influence on body image, as well as reduce measures in body dissatisfaction and drive for 

thinness. 

The Attuned Representation Model should be considered as a model to follow in 

creating prevention efforts for disordered behavior. This model uses prevention efforts 

that are wellness-oriented and focuses on various aspects of a person, including their 



23 

interactions with family members, peers, schools, and the media, in order to prevent 

disordered eating behavior. This model could be used to help school psychologists and 

other school-based professionals to decide what elements the prevention programs should 

include. The "spheres of influence" (e.g., cognitive, emotional, physiological, 

microsystem, exosystem, and macrosystem) could be included in prevention programs in 

order to keep the individual attuned, and avoid disordered behaviors. 

School psychologists are also in an optimal position to identify students who may 

be at risk for eating disorders. Awareness by school psychologists, teachers, and other 

school-based professionals may help in these prevention and identification efforts. One 

way to do this is through an in-service training, in which a variety ofwellness issues are 

discussed. This training could teach school-based professionals to pay attention to cues 

regarding the identification of students who may be struggling. In addition, the ChEAT 

and the EDI-3 were found to be reasonable options to assess children and adolescents in 

the schools. This may be a good way for the school psychologist to decide if they need to 

make a referral for a child to see an eating disorder specialist. The EDI-3 should only be 

considered for high school-aged adolescents and the ChEAT for students 15 years and 

younger. 

In summary, school psychologists should playa leading role in providing and 

advocating for preventions, interventions, referral systems, and educating students, 

parents, and school personnel (Peters et al., 1984). 

Critical Analysis 

Overall, current research suggests that school psychologists can playa leading 

role in prevention efforts in the schools. However, it seems less clear as to what the 
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school psychologists' role is in the identification efforts for children who are at risk or are 

suffering from an eating disorder, as well as what eating disorder assessments are used in 

the schools, More specifically, there is little research available that addresses best 

practice that the school psychologist should follow when working with these students. 

There is also little research about what schools are currently doing to address these 

issues. There have been few studies that demonstrate efforts towards prevention programs 

in the schools. However, there has been a lot of speculation about the acceptance of such 

programs from those who work in the schools. It is also questionable about what schools, 

and more specifically school psychologists, are actually doing when cases of suspected 

eating disorders arise. There docs not seem to be a consistent process that is followed in 

helping to bring about change with these students. 

It would also be helpful if more studies were conducted that implemented primary 

prevention efforts in the schools, and more specifically mapped out the process of who 

should be involved, what age prevention should begin, and address how boys and girls 

may be affected by prevention efforts differently. It would be beneficial to see the affects 

after a program was implemented, and how these programs could be implemented in 

existing programs such as health education, home economics, and physical education. 

Long-term follow up of the effectiveness of these programs are also necessary in order to 

prove they are effective in the schools, and show a long-term benefit to children and 

adolescents who are involved. 

Much of the literature reviewed on eating disorders excludes males. This may be 

due to gender differences and the lower prevalence rates ofmales compared to females. It 
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is still questionable what prevention efforts will look like when including males. More 

research needs to be completed in order to address these issues. 

Recommendations 

It is recommended that school psychologists take a leadership role in addressing 

eating disorders in the schools. Given that eating disorders are a prevalent problem today 

with our youth, it is one that needs to be addressed. 

Implementing primary prevention programs can be beneficial in helping students 

understand what healthy eating is and may prevent or lessen the rates of disordered eating 

behavior (Fingeret et al., 2006). The school psychologist can take a leadership role in the 

schools to set up a program with the help of school counselors, the school nurse, or other 

school-based professionals who are willing to participate. 

School psychologists need to be prepared to identify, work with, and refer 

students who have or have had an eating disorder. When school psychologists have a 

better understanding of eating disorders, they will be in a better position to consult with 

teachers about these particular students who are seen to be potentially struggling with this 

disorder. The school psychologist may also be a consultant to families in this area and 

discuss a possible referral for outside resources. Information on eating disorders will 

better prepare school psychologists for these situations, and help provide students with a 

better chance at recovery. It may be helpful if school psychologists receive some training 

regarding eating disorders in their coursework, along with the many other 

psychoeducational disabilities that are discussed. It is important for school psychologists 

to have a basic understanding of the disorder, along with resources available to them if 

they need to work with a student who may be suffering. 
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School psychologists can also be instrumental in helping a child transition back 

into the school system if they have left for recovery. The student may have missed a 

significant amount of school and may feel overwhelmed and behind. These students may 

also be struggling to get back into social settings, especially around situations where 

eating is involved. Offering resources for counseling and other assistance may benefit the 

student for this difficult transition time. 

Conclusion 

Eating disorders are an increasing problem and have a large affect on those who 

suffer (Scime et aI., 2006). Eating disorders are very harmful physically, emotionally, and 

socially and can cause problems for the student at school. Many of those whom suffer 

from this disorder are school-aged children. This gives the school psychologist the 

opportunity to assist in preventing and identifying students with eating disorders. 

Prevention programs may assist in decreasing these numbers. More research needs to be 

done on the before and after effects of prevention programs to investigate the efficacy 

and usefulness in schools. 

Identification of eating disorders is not easy due to the secretive nature of these 

problems. However, with knowledge, training, and the use of available assessment and 

screening tools, school personnel will be able to offer assistance and referrals for 

treatment to children and their families. 
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