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ABSTRACT

Three groups of children and adolescents aged between 11 and 16 were recruited for this 

study, dancers and musicians attending specialist schools for the performing arts and a 

third group of students from "non performing arts" schools. It was hypothesised that the 

dancers would have higher rates of eating disorder and eating disorder symptomatology 

than non dancers. It was also hypothesised that all of the dancers with a diagnosis of 

Anorexia Nervosa would be classified as "neurotic perfectionists" as assessed by the 

Setting Conditions for Anorexia Nervosa Scale (SCANS: Slade and Dewey 1986) and 

that significantly more dancers would be classified as "neurotic perfectionists" than non 

dancers. It was further hypothesised that the musicians would have higher rates of non 

eating disorder diagnoses and symptoms than controls. Finally, it was predicted that the 

specialist students whose perceived performance expectations exceeded their perceived 

performance in the specialist subject would have a greater number of symptoms than 

individuals without this discrepancy. Two cases of Anorexia Nervosa were found in the 

dance group and no such cases were found in the non dancers. Similar rates of Bulimia 

Nervosa were found in both the dancers and non dancers. Chi-square analysis revealed 

that there was no association between group membership (dancer/non dancer) and an 

eating disorder diagnosis. There were also no significant differences between the dancers 

and non dancers in terms of eating disorder symptomatology. One of the two dancers 

with Anorexia Nervosa was classified as a "neurotic perfectionist". There were also more 

"neurotic perfectionists" in the dance group in comparison to the non dancers, although 

this was not statistically significant. The musicians did not have a greater number of non 

eating disorder diagnoses or symptoms than controls. Finally, the specialist subjects 

whose perceived performance expectations exceeded their perceived performance had 

significantly more symptoms than individuals without this discrepancy. However, 

perceived performance alone appeared to be the most important variable in terms of 

psychopathology. The implications of these and other findings are discussed.
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INTRODUCTION

This research began with the referral of a 14 year old ballet dancer to the Eating 

Disorders Team at Great Ormond Street Hospital. This particular team specialises in the 

assessment and treatment of children and adolescents with eating disorders. At the time 

of presentation, one of the main classification systems of mental illness was that of the 

American Psychiatric Association (1987), namely the Diagnostic and Statistical Manual- 

Third Edition, Revised (DSM 111-R) V This recognised two major types of eating 

disorder. Anorexia Nervosa and Bulimia Nervosa (see appendix 1 for diagnostic criteria).

The patient in question was diagnosed as suffering from Anorexia Nervosa according to 

the DSM classification system. She was an extremely accomphshed ballet dancer 

studying at an elite specialist school of dance. Such schools aim to provide basic 

academic education while training students for careers in the dance profession. They are 

mostly highly focused competitive institutions and usually students must audition for 

entry and again each year to remain within the school. A case study of this young dancer 

is presented in Chapter 1. Her referral prompted a number of questions which came to 

form the basis of this thesis;

1)Are dancers at greater risk o f developing eating disorders and other psychological 

problems than the general population?.

2) What are the risk factors for the development o f eating disorders for dancers? Are 

these problems simply a reflection of the rigid requirements of a thin sluxpe and low 

weight?

2)How do children and adolescents attending specialist dance schools such as the one 

mentioned above compare in terms of psychological problems with other "specialists".

‘Other classification systems of mental illness will be discussed in 
Chapter 4.
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such as specialist musicians, a group who do not have the same weight and shape 

requirements placed upon them?

The layout of the thesis is as follows:

Section 1:

The purpose of this section is to set the scene and give the reader an insight into the 

origins of this research. The first chapter of this thesis is a case study of the 14 year old 

ballet dancer.

Section 2;

This section explores the background literature which has a bearing on this research. 

Chapter 2 examines the academic literature on dancers, with particular focus on the 

prevalence of eating disorder and eating disorder symptomatology in these groups as 

well as risk factors for their development. A review of the literature on music students is 

presented in Chapter 3. The aim of this chapter is to determine whether these groups are 

also considered to be at risk of developing psychological problems. The research 

presented in this thesis has included the assessment of psychopathology in children and 

adolescents, namely, dancers, musicians and non performing artists; Chapter 4, therefore, 

is a presentation of the issues which surround the assessment of psychopathology in 

children and adolescents and a review of the various diagnostic interviews which may be 

used in these age groups.

Section 3;

This section describes, in detail, the present research. Chapter 5 sets out the aims and 

hypotheses, the methodology used for the investigation, details of subject selection and 

recruitment, assessment methods and the way in which the research was conducted. The 

results of the study are also presented in this section.
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Section 4;

Chapter 6 is a discussion chapter which aims to interpret the findings of the present study 

and finally Chapter 7 contains proposals for future research in this area.
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Section 1
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Chapter 1 

A case study of a voung ballerina with Anorexia Nervosa

Background

Emma B. was referred to the Eating Disorders Clinic at the age of 14 by her GP with a 

preliminary diagnosis of Anorexia Nervosa. At this time Emma was studying at a 

specialist ballet school in London. The school in question provided a basic academic 

education alongside training in classical ballet. The aim of the school was to train dancers 

for entry into professional dance companies.

At the time of referral Emma weighed 40.5kg and was 153cm tall. This translated to a 

weight for age ratio of 79%, a height for age ratio of 96% and a weight for height ratio 

of 85%. These ratios are calculated on the basis of the Tanner and Whitehouse (1960) 

norms of height and weight for British children. The weight for height ratio provides a 

measure of the child’s weight according to the Tanner and Whitehouse norms adjusted 

for sex, height and age. A ratio of 100% indicates that the child’s weight is average for 

his or her sex, height and age. A weight for height range of between 90% and 110% is 

considered to be normal. Emma’s difficulties had first been noticed by her mother 

approximately 6 months before her referral to the Clinic. Mrs B. described how Emma 

had become increasingly concerned about her weight and preoccupied with the calorie 

content of food. She had continued to restrict her intake despite her mother’s attempts to 

encourage her to eat. Emma’s mother also suspected that she had been abusing laxatives 

and had self induced vomiting in order to control her weight. Emma denied this at her 

initial assessment.

Mrs B. reported that Emma' difficulties occurred soon after she had been told by one of 

her ballet teachers that she was starting to look a little overweight. Emma was described 

by her school as an extremely accomplished dancer with every chance of becoming a
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professional ballerina. However, the school also reported that she was an extremely 

sensitive individual who was frequently tearful if she could not master a new dance 

technique immediately. The school acknowledged that although students were 

encouraged to strive for perfection in their dancing, Emma appeared to take this more 

seriously than most. As a result of Emma’s low weight for height ratio and her 

preoccupation with weight and calories, the preliminary diagnosis of Anorexia Nervosa 

was upheld. The controversy surrounding the application of this diagnostic label to 

dancers is discussed further in Chapter 2.

Exirlv medical history

Emma had been monitored by her GP since the age of 4 because of her mother’s fear that 

she was not growing properly. Extensive investigations revealed that Emma was small 

but within the normal range. For example, an x-ray of Emma’s left hand and wrist 

revealed that her bone age was 11 years. This compared to her chronological age at the 

time of 11 years and 11 months. The specialists who carried out this investigation felt 

that this discrepancy was entirely normal. At referral to the Eating Disorders Clinic her 

mother reported that Emma had become increasingly worried about her height. She has 

been told that she needed to be approximately 162cm in order to ” make it” as a 

ballerina. However, she had already reached her adult predicted height of 153cm.

The rest of Emma’s medical history was unremarkable. She was diagnosed as having 

migraine after an incident where she reported feeling sick and having blurred vision. On 

one occasion, Emma reported experiencing a tingling feeling in the lips and limbs. No 

neurological problems were found. However, her GP reported that these symptoms were 

commonly associated with hyperventilation. His observations were that Emma was a 

nervous child and he, therefore, felt that hyperventilation could explain her experiences.
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Family history

Emma was an only child. Her father was an electrician and her mother had been 

unemployed for some time. Family relations were reported to have been difficult for 

some time. Mr B. was an alcoholic and had been violent to both his wife and his 

daughter. On one occasion he had broken his wife’s jaw in a quarrel. Mr B. had been 

removed from the home and prevented from contacting his family through a Court 

injunction. However, Mrs B. had allowed him to return to the home following a family 

death, after which she felt in need of her husband's support. Mr B described his daughter 

as difficult and attention seeking. He said that he found it impossible to discipline Emma 

because of the "special" treatment she received at school. In her individual sessions 

Emma described how she was sometimes fnghtened of her father when he was drinking 

and how she felt that her mother did not love her. On one occasion Emma had taken an 

overdose of pain killers citing the fact that her mother did not love her as the reason for 

this action. Mrs B. described how she felt tom between both her daughter and her 

husband. She felt unable to ask her husband to leave the family home because she didn't 

feel that he could look after himself.

During the course of Emma's treatment the family situation remained unsatisfactory. 

Work with the family forms a central and important part of the treatment offered by the 

Eating Disorder Clinic. Mr B. refused to attend most of the sessions and was often 

disruptive of therapy. He also started to drink heavily again and had became increasingly 

violent. Social services made contact with the family in order to assess whether Emma 

was safe within the home. Appointments with social services were not kept and it 

became apparent that Mr B. had been intercepting the mail in which appointments were 

made. Father was finally removed from the home with a second court injunction
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Treatment

Emma was seen on an out-patient basis. The family were told, however, that she would 

have to be admitted to hospital if she did not gain weight or continued to lose weight. As 

mentioned before, family therapy was the primary focus of the work, usually taking place 

with Emma and her mother.

The setting of a target weight is standard practice in many eating disorder clinics. A 

weight for height ratio of between 90% and 110% is considered to represent a "normal" 

weight. The Eating Disorder Clinic at GOS makes use of pelvic ultrasound scanning to 

assist the setting of healthy target weights. Studies of adult anorectics have shown that 

weight loss results in the regression of the uterus and ovaries to the pre-pubertal or 

pubertal size (Treasure et al 1988). Individuals who are at a healthy weight for height 

and age should have reproductive organs which are age appropriate in terms of 

appearance and size.

Emma's first scan indicated that her reproductive organs were adult in configuration but 

were somewhat regressed in terms of size in relation to her age. By the age of 14 and her 

referral to the Clinic, Emma had still not reached menarche. This is somewhat delayed in 

comparison to the mean age of menarche in British females is 12.9. The long term impact 

of this regression on fertility is not well understood. However, prolonged periods of 

oestrogen depletion, as is seen in individuals with regressed reproductive organs and 

amenorrhea, is known to be associated with osteopenia and osteoporosis.

In people with Anorexia Nervosa weight gain, and in particular an increase in overall 

body fat, is essential for a return to normal reproductive fianctioning. The issue is 

somewhat more complicated for dancers, however. The ideal would be to establish a 

weight which allows full reproductive functioning but which is still considered 

appropriate for dance. The issue is further complicated by the fact that exercise also has 

a direct effect on reproductive functioning. For some dancers, therefore, full
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reproductive functioning is never going to be an achievable goal. The high frequency of 

menstrual dysfunction in dancers is described in Chapter 2.

Emma and her family were advised that she needed to put on weight. Extensive liaison 

between Emma's school and her therapist was considered to be essential if the treatment 

could be expected to work because of the potential for conflict between the medical 

advice given to the family and the school's expectations of Emma. The school was told 

that Emma should not be allowed to dance until she had reached a weight for height ratio 

of at least 90%.

Emma's weight slowly increased throughout the course of her therapy at GOS. Her 

anorectic ideas, however, remained strong. She menstruated for the first time at the age 

of 14.8 years at a weight for height ratio of 92%. She menstruated as usual for the 

following two months and then her periods stopped again. Emma's second pelvic 

ultrasound scan revealed little change in comparison to the first. This indicated that her 

periods had probably been anovulatory. Consequently, Emma was advised that she 

needed to put on more weight in order to gain full reproductive functioning.

Discharge

Emma and her mother moved out of London when Emma was almost 16. Emma was 

accepted to a well known residential ballet school and they had no more contact with the 

Clinic. Her discharge weight for height ratio was 94%, although she appeared to be 

somewhat less anorectic in her thinking. She continued to experience some menstrual 

dysfunction.

Discussion

Emma's referral to the Clinic prompted a number of questions about the potential causes 

of her problems. The literature on eating disorder suggests that they are multidetermined
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(Gamer and Oarfinkel 1980) and Emma's history points to a number of potential reasons 

for her difficulties. One salient factor in the development of Emma's eating disorder was 

that she was part of a highly competitive environment which places a high value on 

thinness. The academic literature on eating disorders in dancers and an exploration of 

the potential risk factors is presented in the next chapter.



24

Section 2
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CHAPTER 2: 

Eating disorders in Dancers

Introduction

This chapter aims to cover four main areas of the literature on dancers.

1 The first aim is to review what is known about the prevalence of Anorexia Nervosa and 

Bulimia Nervosa in dancers.

2.Secondly, to investigate what is known about the incidence of the characteristics 

associated with eating disorder, such as low weight and aversion to fat; bingeing and 

purging, body image disturbances and menstrual dysfunction.

3. Thirdly, an attempt will be made to present information on the risk factors thought to 

be associated with the development of eating disorders in dancers.

4.The final section of this chapter will focus on the implications for dancers of a 

diagnosis of Anorexia or Bulimia Nervosa.

The prevalence of eating disorder in dancers

Different studies have reported different rates of eating disorders amongst ballet dancers. 

Comparing rates of eating disorders across studies is a diflficult task as the various 

authors have used different methods of classifying eating disorder. A number of studies 

are based on the self report of past or current eating disorder (Hamilton et al 1985, 

Brooks-Gunn et al 1987, Hamilton et al 1988). In these studies subjects are asked to 

indicate if they currently have or have ever had Anorexia Nervosa and/or Bulimia 

Nervosa. Rates of past or current Anorexia Nervosa in dancers based on self report data
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range from 0% reported by Chinese dancers from highly selective schools (Hamilton et al 

1988), black ballet dancers, (Hamilton et al 1985) and dancers from regional schools 

(Hamilton et al 1985) to 23% in American dancers from less selective schools (Hamilton 

et al 1988) and European dancers (Hamilton et al 1985). With regard to Bulimia Nervosa 

the rates vary from 0% in black dancers to 29% found in European ballet dancers 

(Hamilton et al 1985). All of the dancers in the studies mentioned above were adults with 

an approximate mean age of 24.

It appears, therefore, that when the self report method is used to investigate eating 

disorder and when Anorexia and Bulimia Nervosa are considered separately up to one 

quarter of dancers may be affected by Anorexia Nervosa and up to one third may be 

affected by Bulimia Nervosa. It also appears that Bulimia Nervosa is slightly more 

common than Anorexia Nervosa which is consistent with general epidemiological 

findings.

A number o f other studies have used a two stage procedure for identifying individuals 

with an eating disorder. Subjects are usually given an initial screening questionnaire with 

an established cut off point indicating "caseness". Subjects that have scored above the 

cut off on the screening questionnaire are then invited to a psychiatric interview which 

serves as a way of verifying the initial data. Firstly, looking at the studies that have used 

the two stage method in investigations of eating disorder in adult dancers (ie. dancers 

with a mean age of 18 or above). Gamer and Garfinkel (1980) found Anorexia Nervosa 

in 6.5% of 183 dancers, with a mean age 18.6. This is slightly higher than 4% Anorexia 

Nervosa found by Le Grange et al (1994) in 49 dancers with a mean age of 18.9.

A number o f other studies have used the two stage method with younger dancers (i.e. 

dancers with a mean age below 18: Gamer and Garfinkel 1980, Smukler et al 1985, 

Gamer et al 1987). Smukler et al (1985) found Anorexia Nervosa in 7% of 100 dancers 

with a mean age of 15.6. This is similar to the figure found by Gamer and Garfinkel 

(1980) in a group of 49 ballet dancers, with a mean age of 15.4, from a highly
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competitive dance regime. In this study Gamer and Garfinkel (1980) found that 8% of 

the group developed Anorexia Nervosa during their training. A much higher rate of 

Anorexia Nervosa was found by Gamer at al (1987). They found Anorexia Nervosa in 

25% of their 35 dancers, with a mean age of 15.7, using the two stage method for case 

detection.

Only one study has reported the rates of Bulimia Nervosa, confirmed through the two 

stage procedure (Gamer et al 1987). These authors have reported that 2.8% of 35 

dancers, with a mean age of 15.7, had Bulimia Nervosa. These two stage studies have 

often also considered a diagnosis of partial syndrome. This is a term introduced by 

Smukler et al (1985), for cases where subjects do not meet full diagnostic criteria for an 

eating disorder but nonetheless appear to have considerable eating problems. The 

prevalence of partial syndrome ranges from 2% in 100 dancers with a mean age of 15.6, 

(Smukler et al 1985) to 11.4% in 35 dancers with a mean age of 15.7 (Gamer et al

1987).

It is important to note that the diagnostic criteria used for establishing eating disorder 

may vary from study to study. Gamer et al (1987) reported using DSM 111 criteria 

(American Psychiatric Association 1980) at interview whilst Le Grange et al (1994) used 

DSM 111-R (American Psychiatric Association 1987). Gamer and Garfinkel (1980) 

based their interviews around the Feighner et al (1972) classification system for Anorexia 

Nervosa. Smukler et al (1985) simply report that they used their own standard diagnostic 

interview and no additional details were made available about the criteria used for 

establishing caseness.

In summary, the two stage studies indicate that Anorexia Nervosa may affect up to one 

quarter of dancers. This is similar to the highest figures from the self report studies. 

There is also evidence that up to approximately one tenth of dance students may have 

substantial eating problems, but do not fully qualify for a diagnosis. However, the single 

two stage study which has provided data on Bulimia Nervosa suggests that Bulimia is far
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less common than Anorexia Nervosa. This is in direct contrast to the findings of the self 

report studies discussed here.

There may be a number of reasons for the discrepancies between the findings of the self 

report studies and the two stage studies. Discrepancies may be due to the fact that self 

report data are less reliable than objective confirmation by a clinician using operational 

criteria for a diagnosis. There is no way of knowing whether self report of a diagnosis 

would correspond with standard diagnostic criteria. It should also be noted that subjects 

participating in studies where self report is the method of choice are required to indicate 

both current and past eating disorder. Studies using the interview procedure as a means 

of verification tend to screen for current psychopathology, unless otherwise specified. 

Only some studies using the two stage procedure have enquired about past history of 

eating disorder, for example Le Grange et al (1994) reported that 15% of the dancers 

they interviewed said that they had previously suffered fi’om an eating disorder.

Only one study has included non dancers (Gamer and Garfinkel 1980). The authors have 

shown a much higher rate of Anorexia Nervosa in dancers than in controls (Gamer and 

Garfinkel 1980). In fact, when one considers only the cases of Anorexia Nervosa that 

have developed during training, the dancers out-strip all of the other groups including 

models. The implications of these findings will be discussed under the section on risk 

factors.

A number of studies have utilised the Eating Attitudes Test (EAT), the original 40 item 

EAT (EAT-40 Gamer and Garfinkel 1979) and the EAT- 26 (Gamer et al 1982), to 

investigate eating disorder in dancers. These questionnaires were designed to assess a 

range of attitudes and behaviours associated with Anorexia Nervosa. There are six 

possible responses per item, "always", "very often", "often", "sometimes", "rarely" or 

"never". A score of three is awarded for an "always" response, two for a response of 

"very often" and one for "often". The other three responses, "sometimes", "rarely" and 

"never" receive no score. Consequently a high score is suggestive of high eating disorder



29

psychopathology. The purpose of these questionnaires is to give an indication of eating 

disorder, although they should not be used to give a diagnosis because of the number of 

false positives that the questionnaire yields. For example. Gamer and Garfinkel (1980) 

found that only 6.5% of their dancers had Anorexia Nervosa at interview, however, 38% 

of the population had scored above the recommended cut off of 30 on the EAT-40 at the 

initial questionnaire stage of the research.

Referring first to the studies using the EAT-40 with adult dancers (Gamer and Garfinkel 

1980, Schnitt et al 1986 and Le Grange et al 1994), the mean scores range from 

approximately 18 in ballet dancers and modem dancers (Smukler et al 1985, Le Grange 

et al 1994 and Schnitt et al 1986), to the one of the highest scores of 27.6 in a sample of 

103 highly competitive ballet dancers (Gamer and Garfinkel 1980). This score was 

second only to that produced by patients with Anorexia Nervosa included in the study. 

Only one study has used the EAT-40 with younger dancers. Smukler et al (1985) 

reported a mean score of 18.9 on this questionnaire in ballet dancers with a mean age of

15.6. The norms published by the authors are 58.9 (AN patients), 41.3 (BN patients) and 

15.6 (normal controls). A cut off of 30 is recommended as being indicative of eating 

disorder. It is clear from the dancers' mean data that all three scores are above that 

published for normal controls. However, the mean data in all of the studies are well 

below the scores for anorectics or bulimics. With regard to the percentage of dancers 

scoring above the cut off of 30, this has been found to range between 13% in modem 

dancers (Schnitt et al 1986) and 45% in highly competitive ballet dancers, (Gamer and 

Garfinkel 1980).

Some studies have used a variation on the EAT-26 with younger dancers (Brooks-Gunn 

and Warren 1988 and Brooks-Gunn et al 1988). The questions on this measure were 

slightly re-worded for use with adolescents, rated on a six point likert scale and the item 

average taken. The scores on this measure have ranged from 3.19 (Brooks-Gunn et al

1988) in dancers, with a mean age of 15, to 3.28 in dancers between the ages of 14 and
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17 (Brooks-Gunn and Warren 1988). The authors reported that a score of 4 was similar 

to Gamer and Garfinkel's cut off point, said to be indicative of eating disorder.

Studies which have included non dancing control groups have shown that the dancers 

score more highly than controls on eating disorder questionnaires. (Brooks-Gunn and 

Warren 1988, Brooks-Gunn et al 1988 and Gamer and Garfinkel 1980). For example, in 

the Gamer and Garfinkel (1980) study the dancers scored more highly than either the 

non dancing controls or musicians (both groups which are thought to experience much 

less pressure to be thin than dancers). The dancers are in fact more similar to the models 

in terms of their EAT-40 scores, a group, who like dancers, also have to focus on their 

weight and shape. Brooks-Gunn et al (1988) have also shown some interesting 

differences between dancers, controls and other athletes. There were no significant 

differences on the EAT-26 between dancers and skaters (both groups who have to focus 

on weight and shape as part of their discipline). There are, however, significant 

differences between skaters and dancers on one hand and swimmers and controls on the 

other. The latter groups are ones who do not have to conform to rigid standards of 

weight and shape. The implications of these differences between dancers, non dancing 

controls and other athletes will be discussed in the section on risk factors for the 

development of eating disorders.

Characteristics associated with eating disorder

A number of studies have also focused on the incidence of eating disorder 

symptomatology, such as low weight and fear of fatness, bingeing and purging, body 

image disturbances and menstrual dysfunction. The research that has a bearing on each of 

these areas will be discussed below.
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Low weight

One of the DSM 111-R criteria for Anorexia Nervosa is a refusal to maintain body 

weight over a minimal normal weight for age and height, e.g. weight loss leading to 

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

weight gain during period of growth leading to body weight 15% below that expected. A 

number of studies have reported weight for height ratios in adult dancers. (Gamer and 

Garfinkel 1980, Cohen et al 1982, Hamilton et al 1986, Schnitt et al 1986 and Brooks- 

Gunn et al 1987). Weight for height ratios have varied from between 84% WT/HT in 

highly selected Chinese ballet dancers, with a mean age of 24.7, (Hamilton et al 1988) to 

88% in highly selected American ballet dancers with a mean age of 24.6 (Hamilton et al 

1988).

Studies which have focused on younger dancers have reported that the weight for height 

ratios range from 80% WT/HT in ballet dancers, with a mean age of 16.1, (Braisted et al 

1985) to 88% WT/HT in ballet dancers vrith a mean age of 16.8 (Abraham et al 1982). It 

appears, therefore, that in a number of studies the mean weight for height ratios indicate 

that the dancers as a group are either at or below the weight at which they might be 

considered to be anorectic, assuming other diagnostic criteria are also fulfilled. It is 

important to note here that a direct comparison from study to study cannot be made as 

many of the studies have used different weight and height standards and involve different 

populations from different ethnic backgrounds who have different body mass norms.

Studies which have included non dancers have shown that in all cases the dancers are 

lighter than non dancing controls (Gamer and Garfinkel 1980, Cohen et al 1982, Brooks- 

Gunn and Warren 1985, Braisted et al 1985, Brooks-Gunn and Warren 1988, Brooks- 

Gunn et al 1988). In a number of studies the dancers are slightly shorter than controls 

but most researchers have cited that these differences in height are not significant (Cohen 

et al 1982, Brooks-Gunn and Warren 1985, Braisted et al 1985). Dancers appear to be
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much leaner than controls, with differences between both groups of between 8% WT/HT 

(Braisted et al 1985) to 10% WT/HT (Gamer and Garfinkel 1980).

It is possible that the selectors for dance schools only pick individuals who are naturally 

very thin. With regard to ballet schools, anecdotal evidence suggests that many schools 

do try to choose those dancers who are likely to be most suited in physical stature. There 

are reports of some schools performing extensive investigations of both the child and the 

family including bone x-rays to estimate the child’s final height, in order to select those 

who will be genetically best suited to the dance world. However, whilst there is evidence 

that some dancers are well suited to the dance environment in terms of physical stature, 

there is also evidence that for many dancers low weights are achieved through dieting 

and engaging in other weight reducing practices.

Calabrese et al (1983) reported that the dancers’ desire to maintain a sylph hke body 

makes them unwilling to consume a sufficient number of calories needed for a healthy 

diet. It has been suggested that dancers diet so ffequendy because of the rigid weight 

demands of their discipline, and/or the fact that dancing cannot be relied upon as a means 

of suppressing weight because it is largely anaerobic. Calabrese et al (1983) estimated 

that the dancers in their research ought to have been consuming approximately 2,243 

calories per day. The dancers in this study, however, were consuming, on average, 350 

kcal less than was thought to be necessary for normal growth.

There seems to be no doubt that dancers engage in more dieting behaviour than non 

dancers. A number of researchers have compared dancers to controls on the ’’Diet” 

subscale of the Eating Attitudes Test (Brooks-Gunn and Warren 1985, Brooks-Gunn 

and Warren 1988 and Brooks-Gunn et al 1988). The diet subscale measures the extent of 

dietary restriction in its respondents. In all cases dancers scored more highly than non 

dancers indicating a greater degree of dietary restriction in dancers in comparison to 

controls.
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It is difficult to assess, however, whether this desire to maintain a low weight is 

psychopathological or whether it is analogous to the aversion to fatness seen in 

anorectics. Lowenkopf and Vincent (1982) assert that the ideal body weight for a ballet 

dancer is around 75% of what would normally expected. Although the consequences of 

dieting and continual weight suppression may be disastrous for the health of a dancer, the 

motivation may not be psychopathological given the sub culture to which the dancers 

belong. Schnitt et al (1986) have argued that thinness is not necessarily a reflection of 

psychological disturbance. They noted that all of their modem dancers scored below the 

expected percentage of normal body weight for their heights. Within their sample of 

dancers they found one group who were thin and had high EAT scores and another 

group who were just as thin but had normal to low EAT scores, i.e. they are a group of 

dancers who would appear to be anorectic in terms of weight for height but who have no 

other anorectic features. It is also possible that the latter group were denying their 

symptoms. However, Schnitt et al (1986) argued that the scores on the lie scale on a 

corresponding questionnaire were well within the normal ranges and thus dismissed the 

possibility of symptom denial.

In conclusion, therefore, dancers are considerably leaner than non dancing controls and 

many achieve this leanness through dieting. The motivation for weight suppression may 

not be anorectic in origin but an appropriate response to the demands of the dance 

world. This issue has not been adequately addressed in the literature on dancers.

Bingeing. vomiting andpurgins

A number of researchers also report a high prevalence of bulimic or purgative behaviours 

in dancers. Hamilton et al (1988) reported that 15% of the dancers from the less selective 

dance companies admitted purging behaviour. Although, chi square analysis revealed that 

this was not significantly different from the rates reported by the other types of 

companies (dancers from highly selective American and Chinese companies none of 

which reported purging), this is a high percentage of the total population of dancers Le
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Grange et al (1994) reported that 3 of the 6 cases that had been identified as either 

anorectic or partial syndrome engaged in at least occasional bingeing, 4 of the 6 cases 

vomited at least occasionally and one of the anorectic dancers also reported abusing 

laxatives. Only one of the 6 cases identified as either partial syndrome or Anorexia 

Nervosa cases did not report any bulimic behaviour. These data are similar to that 

provided by Smukler et al (1985) who reported self induced vomiting in 3 of the seven 

cases identified as anorectic and laxative abuse in four of the seven cases. These data 

imply that one might expect to see a high prevalence of bulimic type behaviours in 

dancers with Anorexia Nervosa or partial syndrome. However, neither Smukler et al

(1985) or Le Grange et al (1994) provided any data on non dancers and therefore it is 

difficult to assess if these behaviours are specific to dancers or are actually quite common 

in the general population.

Braisted et al (1985) have reported differences between dancers and non dancers in 

terms of bulimic behaviour. In this study dancers binged significantly more than non 

dancers, although the two groups were not significantly different in terms of frequency of 

vomiting or purging using laxatives or other pills. Brooks-Gunn and Warren (1985 and 

1988) reported that dancers scored significantly higher on the Bulimia scale of an 

adapted Eating Attitudes Test (EAT-19) than non dancers. In a study comparing dancers 

to swimmers, skaters and controls, dancers scored higher on the EAT-19 than both 

controls and swimmers. They did not, however, score more highly on this scale than the 

skaters, a group of athletes who also have to be thin for their discipline. The dancers, 

however, had significantly lower oral control scores than the skaters. This scale assesses 

perceived pressure to eat and ability to resist this pressure. A high score indicates high 

oral control. These data indicate that dancers, above all groups, found it difficult to 

restrict their intake and have more bulimic type behaviours than non dancers.
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Body Imase Disturbances

Body image disturbance is described in the DSM 111-R as a "Disturbance in the way in 

which one's body weight, size or shape is experienced, e.g. the person claims to "feel fat" 

even when emaciated, believes that one area of the body is "too fat" even when obviously 

underweight".

Druss and Silverman (1979) interviewed 4 dancers of the Jofffey School of Ballet in New 

York City. They reported that one of the most striking things about interviewing these 

dancers is that the girls continued to see themselves as too heavy despite all evidence to 

the contrary. Again, it is difficult to assess the significance of the observation by Druss 

and Silverman (1979) as the dancers may indeed be too heavy for the dance world.

Braisted et al (1985) examined body size over estimation in dancers and controls as a 

way of investigating body image distortion in the two groups. The researchers reported 

that body size overestimation was significantly more common in dancers than in controls. 

The technique used to measure body image distortion is described in table 1.

Table 1 : Definitions used to assess distorted bodv image in dancers

SELF AND STANDARD 
DESCRIPTIONS

STANDARD DEFINITIONS

VERY OVERWEIGHT > 20% ABOVE MEAN WT/HT
OVERWEIGHT 10-20% ABOVE MEAN WT/HT
JUST RIGHT 10% OR MORE OF MEAN 

WT/HT
UNDERWEIGHT 10-20% BELOW MEAN WT/HT
VERY UNDERWEIGHT > 20% BELOW MEAN WT/HT

Subjects were asked to categorise their weight from very overweight to very 

underweight. These categories corresponded to standard definitions of what would be 

considered to be very overweight, very underweight etc. Subjects were then also
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categorised by the investigators according to their actual weight. The self estimated 

categories were then compared to the objective categories and a deviation of two levels 

above or below were considered to be a distortion of body image. As a group the 

dancers were 80% of standard weight for height and yet 47.1 % of the dancers described 

themselves as a "little overweight" or "very overweight". The controls on the other hand, 

were 88% of standard weight for height and described themselves as being "just right or 

a "little underweight". The dancers with body image disturbances estimated their weight 

to be 36-46% above their calculated relative weight. Controls, on the other hand, 

estimated on average 23.6-33.6% above their relative weight. It would appear therefore, 

that body image disturbance, as measured by this method, occurs in both dancers and 

non dancers, however, dancers appear to exhibit this disturbance to a greater degree than 

non dancers.

These findings have been confirmed by other authors; Le Grange et al (1994) reported 

that 53% (26 of 49 dancers) presented with a BMI of below 20 (i.e.within the 

underweight category). However, approximately 40% of the students in the underweight 

category (10 of 26 dancers) thought of themselves as "fat". Smukler et al (1985) 

reported that 37% of their dancers thought they were "fat" and 35% thought they were 

of normal weight, 8% were satisfied with their weight and 6% wanted to weigh more. 

The authors reported that most of these girls weighed less than 80% MPMW (Mean 

Population Matched Weight). The researchers commented on the fact that nearly all of 

the girls were preoccupied with their body shape and those who were already thin 

wanted to be thinner.

The research carried out by Brooks-Gunn and Warren (1985) does not appear to support 

the hypothesis that dancers experience body image disturbances. They asked dancers and 

control subjects to estimate whether (i)they were heavy, thin or about right, and (ii) 

whether they were heavier, thinner or about the same as other girls. Dancers did not 

perceive themselves to be thin (despite the fact that they were underweight), however, 

they were realistic in their assessment that they were thinner than other girls. The authors
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suggested that these findings indicate that dancers do not have body image distortion 

(which was demonstrated by the fact that they knew they were thinner than other people 

their age) but were aware of the rigid weight demands of the dance world and the 

difficulty in maintaining the required weight (i.e., they may be thin but not thin enough 

for dance).

Menstrual dysfunction

DSM 111-R specifies that one of the diagnostic criteria for Anorexia Nervosa in females 

is the "absence of at least three consecutive menstrual cycles when otherwise expected to 

occur (primary or secondary amenorrhea)". This section will focus on three areas of 

menstrual dysfunction, 1.Delayed menarche 2.Primary amenorrhea 3.Secondary 

amenorrhea. The precise definition of each of these terms will be given in the context of 

each study.

A number of studies have shown that menarche begins in dancers between the ages of 13 

(Frisch, et al 1980, Brooks-Gunn et al 1988, and Le Grange 1994) and 15 (Warren 

1980). Researchers who have not included non dancing controls in their studies have 

indicated that the age of menarche for dancers is later than the published norms for the 

country in which the study took place. (Frisch et al 1980, Abraham et al 1982, Calabrese 

et al 1983, Hamilton et al 1986, Brooks-Gunn et al 1987, Hamilton et al 1988, and Le 

Grange et al 1994). Studies which have included control groups have also shown that 

menstruation in dancers is much later than in controls (Warren 1980, Cohen et al 1982, 

Braisted et al 1985 and Brooks-Gunn et al 1988). All of the controls in these studies 

menstruated before the age of 13. Overall dancers reached menarche between a mean of

0.47 years (Brooks-Gunn et al 1988) and 2.9 years (Warren 1980) later than non dancing 

controls.

A number of researchers have looked at delayed menarche in groups of adult dancers 

(Cohen et al 1982, Brooks-Gunn et al 1987 and Hamilton et al 1988). Both Hamilton et
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al (1988) and Brooks-Gunn et al (1987) considered menarche to be delayed if it had not 

occurred by the age of 14. Using this definition they found delayed menarche in between 

56% (Brooks-Gunn et al 1987) and 64% (Hamilton et al 1988) of ballet dancers with a 

mean age of approximately 24. Cohen et al (1982) considered menarche to be delayed if 

it had not occurred by the age of 16. They reported delayed menarche in 23% of their 

dancers also with a mean age of 24. Cohen et al (1982) found no cases of delayed 

menarche in non dancing controls.

Other researchers have looked at delayed menarche in younger dancers (Frisch et al 

1980, Braisted et al 1985 and Brooks-Gunn et al 1988). Brooks-Gunn et al (1988) and 

Frisch et al 1980) referred to delayed menarche as the absence of menses by the age of 

14. They reported delayed menarche in between 12% of ballet dancers, with a mean age 

of 16, (Frisch et al 1980) to 40% in ballet dancers with an age range of 14-17 (Brooks- 

Gunn et al 1988). Brooks-Gunn et al (1988) found delayed menarche in only 24% of non 

dancing controls of the same age range. Braisted et al (1985) considered menarche to be 

delayed if it had not occurred by the time of their study. They reported that delayed 

menarche in 14% of their ballet dancers with a mean age of 16. Braisted et al (1985) 

reported that only 9.8% of their non dancing controls, with a slightly lower mean age of

14.7, had delayed menarche.

None of the studies including adult dancers have reported rates of primary amenorrhea in 

these groups. Studies of younger dancers, however, have reported this information 

(Frisch et al 1980, Smukler et al 1985 and Abraham et al 1982). Frisch et al (1980) 

referred to primary amenorrhea as the failure to menstruate by the age of 16. They found 

that 10% of their ballet dancers, with a mean age of 16, had primary amenorrhea. 

Likewise, Abraham et al (1982) found that 10% of the dancers in their study, with a 

mean age of 16, had primary amenorrhea at the beginning of their course and again six 

months into their dance course, rising to 14% twelve months into their ballet training. 

Smukler et al (1985) reported primary amenorrhea in 21% of dancers, with a mean age 

of 15.6. However, neither Smukler et al (1985) or Abraham et al (1982) reported their
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definition of primary amenorrhea and thus it is difficult to compare their work to the 

work of other researchers. None of the studies mentioned here have reported rates of 

primary amenorrhea in non dancing controls.

Finally, numerous researchers have reported rates of secondary amenorrhea in adult 

dancers. (Gamer and Garfinkel 1980, Cohen et al 1982, Calabrese 1983, Hamilton et al 

1986, Brooks-Gunn et al 1987, Hamilton et al 1988 and Le Grange et al 1994). Both Le 

Grange et al (1994) and Calabrese et al (1983) have referred to secondary amenorrhea as 

the absence of menses for 90 days. Calabrese et al (1983) reported secondary 

amenorrhea in 44% of their dancers with a mean age of 21. A much lower rate of 10% 

secondary amenorrhea was found by Le Grange et al (1994), in dancers with a mean age 

of 18. Another definition of secondary amenorrhea, used by Brooks-Gunn et al (1987) 

and Hamilton et al (1986) is the absence of menses for five consecutive months. Brooks- 

Gunn et al (1987) reported secondary amenorrhea in 19% of dancers, with a mean age of 

24, which compared with the rate of 10.5% secondary amenorrhea reported by Hamilton 

et al (1986) in dancers also with a mean age of 24. Cohen et al (1982) found that 37% of 

dancers, with a mean age of 24, had secondary amenorrhea. In this case the absence of 

menses for three months or more was considered to be secondary amenorrhea. 

Interestingly, unlike the other studies, Cohen et al (1982) also reported the rates of 

secondary amenorrhea in non dancing controls. Only 4% of the non dancing controls, 

also of a mean age of 24, had secondary amenorrhea. Gamer and Garfinkel (1980) found 

secondary amenorrhea in 28% of a group of 103, highly competitive ballet dancers. 

However, as the researchers failed to provide their working definition of secondary 

amenorrhea, this work cannot be usefully compared to other research.

Finally, some researchers have reported rates of secondary amenorrhea in younger 

dancers (Frisch et al 1980, Abraham et al 1982, Smukler et al 1985 and Braisted et al 

1985). Frisch et al (1980) and Abraham et al (1982) referred to secondary amenorrhea as 

the absence of menses for three months or more. Frisch et al (1980) found secondary 

amenorrhea in 14% of ballet dancers with a mean age of 16. Much higher rates were
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found by Abraham et al (1982). They reported that 38% of dancers had secondary 

amenorrhea at the beginning of their dance training, rising to 69% twelve months into the 

dance training course. This highlights the way in which estimates can vary according to 

the time at which they are taken and give clues about possible etiological explanations of 

menstrual dysfunction in dancers. Both Smukler et al (1985) and Braisted et al (1985) 

reported comparatively low rates of secondary amenorrhea in the dancers included in 

their studies (6% and 6.7% respectively). As neither group of researchers provided their 

definitions of secondary amenorrhea it is difficult to compare the rates across studies. 

However, Braisted et al (1985) have reported information on secondary amenorrhea in 

non dancing controls. No cases of secondary amenorrhea were found in the non dancing 

controls in the Braisted et al (1985) study.

The causes of menstrual dysfunction in dancers are numerous and complex. The purpose 

of this section of the chapter was to review the frequency of menstrual dysfunction in 

dancers as menstrual dysfunction is one of the indicators of eating disorder. A full review 

of the literature on the risk factors for menstrual dysfunction for dancers is not, 

therefore, within the scope of this chapter. In summary, however, what is apparent is 

that, although there are large discrepancies in the estimates of menstrual dysfunction in 

dancers, even between studies using the same definitions, the trend that menstrual 

dysfunction is more common in dancers than non dancers is a consistent one.

Potential risk factors in the development of eating disorders in dancers

The different incidence rates of eating disorder and eating disorder psychopathology 

between dancers and non dancers may give us an insight into potential risk factors for the 

development of eating disorder. In the second part of this chapter an attempt will be 

made to review some of the literature on potential risk factors for the development of 

eating disorder within the dance population.
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The emphasis on weight and shape

It has been suggested that one of the reasons that dancers experience eating disorders 

more frequently than non dancers is that they must maintain a thin body shape in order to 

continue within dance With reference to ballet dancers, Lowenkopf and Vincent (1982) 

report the following "Thinness is truly part and parcel of the business of dancing, since 

technical proficiency and talent are meaningless if the dancer is deemed to appear too 

heavy on stage". Lowenkopf and Vincent (1982) have suggested that the ideal body 

weight for ballet dancers is about 75% of expected body weight. This is even lower than 

the diagnostic criterion regarding weight for Anorexia Nervosa For many this thin ideal 

is difficult to achieve and thus dieting behaviour becomes excessive and eating disorders. 

Anorexia Nervosa or Bulimia Nervosa may ensue Although many researchers suggest 

that there is a pressure on most females to be thin (Gamer et al 1980), the standards of 

thinness for non dancing women are in general thought to be less rigid than for dancers. 

The hypothesis that these standards of thinness are influential in the development of 

eating disorder in dancers has been investigated in the following types of studies;

1 A comparison of dancers to non dancing controls (Gamer and Garfinkel 1980)

2. A comparison of classical ballet dancers to other dancers who do not have to meet the 

same requirements of thinness (Schnitt et al 1986)

3.Comparisons of ballet dancers to other athletes who have more achievable targets in 

terms of weight and shape (Brooks-Gunn, et al 1988).

The emphasis on weight and shape: A comparison of dancers to non dancing controls

Gamer and Garfinkel (1980) compared rates of eating disorder in groups of females, 

who by virtue of their life styles had different requirements with regard to weight and 

shape . They argued that those that had the most stringent demands placed upon them
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with regard to weight and shape, such as ballet dancers and models would exhibit the 

highest rates of eating disorder. The results confirmed this hypothesis. The rates of 

eating disorder were higher in dancers and in models than in controls, 6% of dancers and 

3.8% of models were found to have developed Anorexia Nervosa during training. No 

eating disorder was found in non dancing controls. This hypothesis is also confirmed by 

the fact that higher EAT scores are found in dancers than are found in non dancing 

controls (Gamer and Garfinkel 1980, Brooks-Gunn and Warren 1988 and Brooks-Gunn 

et al 1988). This would suggest that individuals who have heightened weight and shape 

demands placed upon them are at a greater risk of developing an eating disorder or 

abnormal attitudes towards weight and shape.

The emphasis on weight and shape: A comparison of classical ballet dancers to other 

dancers.

Schnitt et al (1986) studied modem dance students, who they argued, were in a high risk 

category for eating disorder being of high socio-economic status, with high achievement 

expectations. Modem dancers also have to be thin for their discipline. However, such 

dancers do not have to be as thin as those participating in classical ballet. The modem 

dancers scored considerably lower on the EAT-40 than the ballet dancers in the Gamer 

and Garfinkel (1980) study (Mean EAT-40 scores were 18 for modem dancers and 25.6 

for ballet dancers). This would seem to support the hypothesis that as demands for a thin 

body increase or become more rigid eating disorder symptomatology also increases. 

However, the modem dancers EAT scores were very similar to the scores of ballet 

dancers fi*om other studies (Le Grange et al 1994 and Smukler et al 1985). The dancers 

in the latter studies scored 17.9 and 18.9 respectively.

It is possible that the modem dancers in the Schnitt et al (1986) study are more similar to 

the dancers of in the Smukler et al (1985) and Le Grange et al (1994) studies than they 

are to the dancers in the Gamer and Garfinkel study. This argument seems plausible 

when one considers that Le Grange et al (1994) report that the dancers in their study
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were from a less competitive school whereas the majority of the dancers in the Gamer 

and Garfinkel study (N=103 out of a total of 183) were from a highly competitive 

school. It is possible that the modem dancers are more like ballet dancers from the less 

competitive schools than they are to the dancers from the more highly competitive 

regimes. However, this argument doesn't hold if one considers the findings of Smukler et 

al (1985).

As mentioned before, the scoring profiles for the modem dancers were also similar to the 

dancers from the Smukler et al (1985) study. Smukler and his colleagues (1985) reported 

that the dancers in their study, like those from the Gamer and Garfinkel study, were from 

a highly competitive school. It is interesting to note that Smukler et al (1985) reported 

that 7% of their dancers, with a mean age of 15.6, had Anorexia Nervosa. This is almost 

identical to the rate of 8% reported by Gamer and Garfinkel for a sub sample of a similar 

age (mean age 15.4) from a highly competitive regime.

The final possibility is that the EAT is not a useful instrument for screening for eating 

disorder in this population and thus the scores reported by the different types of dance 

students are not a true reflection of the degree of psychopathology. This is supported by 

the fact that 38% of the dancers in the Gamer and Garfinkel study scored above the 

recommended cut off, but only 6.5% of these students reached diagnosis. There is also 

the problem of symptom denial and some groups may feel the need to deny symptoms 

because the discovery of problems could have deleterious consequences for their careers.

In conclusion, therefore, research which compares ballet dancers to other dancers who 

supposedly have less rigid demands placed upon them with regard to weight and shape 

have produced some confusing results. The fact that the only study using modem 

dancers as a comparison to ballet dancers has used a questionnaire measure of eating 

disorder further compounds the interpretation of the data. However, the data appear to 

suggest that rates of eating disorder are not necessarily directly proportional to demands 

for thinness and that other factors may have to be considered.
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Comparisons o f  ballet dancers to other athletes: Weight shape and energy expenditure

Brooks-Gunn et al (1988) compared dancers to two other groups of athletes, as well as 

to a group of non dancing controls. The authors argued that both ballet and figure 

skating had strict requirements with regard to body size. Swimmers, on the other hand, 

do not have to maintain very low weights in order to achieve in their chosen sport. The 

researchers reported, however, that the sports are not equal in terms of energy 

expenditure, and cited a study by Cohen et al (1982) which suggested that dancers 

expend only 200 Kcal per class, whereas weight matched swimmers and skaters, could 

be expected to expend approximately 500 kcal in the same period. Brooks-Gunn et al 

(1988) hypothesised, therefore, that the differences between the sports in terms of body 

shape requirements and energy expenditure would have the following results. Firstly, 

dancers and figure skaters were expected to have low weights and to have more negative 

attitudes with regard to weight and eating than swimmers who do not have these low 

weight requirements. Secondly, the dancers were expected to diet more than skaters 

given the low energy expenditure of sport.

Brooks-Gunn et al (1988) showed that the dancers, scored more highly on all of the 

measures of eating disorder and desire to lose weight than swimmers and controls. 

Skaters also scored more highly on measures of eating disorder than swimmers and 

controls. The authors suggested that these disturbed eating attitudes are a response to 

the requirements for low weights in both disciplines. The dancers also wanted to lose 

more weight than the skaters and as predicted the dancers scored more highly than the 

skaters on the dieting dimension of the EAT-26. However, the dancers scored 

significantly less on the oral control dimension These data together suggest that the 

dancers are dieting more because they find the low weights difficult to maintain. These 

low weights are difficult to maintain because of the low energy expenditure of their 

sport. These data also indicated that dieting can result in counter regulatory behaviour 

and cycles of dieting and bingeing
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Brooks-Gunn et al (1988) looked at the relative risk of developing an eating problem 

across different sports in relation to energy expenditure. Hamilton et al (1986) looked at 

which individuals within a ballet population might be at a greater risk of developing an 

eating problem again in relation to energy expenditure. The authors compared 2 groups 

of dancers, one group was 4-10% below ideal weight (heavier dancers) and the second 

group was 11-21% below ideal weight (lighter dancers). They found that the heavier 

dancers consumed fewer calories and had higher scores on the Dieting sub scale of the 

EAT 26, although this just missed significance (P < 0.06). The heavier dancers also 

appeared to be slower at expending energy and had more menstrual irregularity. The 

implications of these findings are not entirely clear as the heavier dancers did not have 

higher scores on the other EAT 26 scales (Oral control or Bulimia) or an additional scale 

tapping anorectic behaviours. However, if one assumes, as has been suggested in a 

variety of research studies, that dieting behaviour is causally linked to the development 

of other eating difficulties, it would seem that dancers that are most at risk of developing 

eating problems are those who are slower at expending energy. In the Hamilton et al

(1986) study it would appear that the heavier dancers (those between 4 and 10% of ideal 

body weight) are those who are more at risk of developing eating problems. 

Paradoxically, in terms of the allocation of treatment resources these are the dancers who 

one might be less concerned about on the basis of their weight for height ratio.

In summary, therefore, it appears that the need for thinness compounded by low energy 

expenditure may set the conditions for an eating disorder to develop. This seems to hold 

true not only for dancers as a whole but also individuals within a dance population.

Competitive environments and eating disorder

Other researchers have looked into the possibility that the emphasis on weight and shape 

is not the main risk factor for the development of eating disorder in dancers. It is 

plausible to suggest, for example, that it is the competitive nature of the dance culture 

that places dancers at risk for the development of Anorexia or Bulimia Nervosa.
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Research investigating the role of competitiveness in the development of eating disorders 

has produced some inconsistent findings. Hamilton et al (1985) showed there was a trend 

for dancers from national ballet companies in America (i.e. the more competitive 

companies) to have higher rates of Anorexia Nervosa in comparison to dancers from 

regional companies (22% in national dancers and 0% in regional dancers, P < 0.06).

Other researchers who have recruited dancers fi’om highly competitive regimes have 

found similar rates of eating disorder. Smukler et al (1985) found that 7% of their 

dancers, with a mean age of 15.6, had Anorexia Nervosa and Gamer and Garfinkel 

reported an incidence rate of 8% in their dancers, with mean age of 15.4, from a highly 

competitive regime. Le Grange et al (1994) recruited dancers from a less competitive 

regime and reported an incidence rate of Anorexia Nervosa of 4%. This is almost 

identical to the incidence rate of Anorexia Nervosa of 3.8% found by Gamer and 

Garfinkel (1980) in their less competitive dancers. The competitive dancers (from 

schools where the emphasis of training was for membership of professional dance 

companies) in the Gamer and Garfinkel study (1980) were also found to have almost 

double the rates of eating disorder found in the less competitive dancers (from schools 

that provide training in preparation for a mixture of careers in dance including teaching 

and membership of professional dance companies) in the same study (7.6% to 3.8% 

respectively). Thus, it would appear that eating disorder and competitiveness are 

positively correlated.

Gamer and Garfinkel (1980) also compared a group of highly competitive dancers to a 

group of music students. They argued that the music students were similarly competitive, 

but did not have the same emphasis on weight and shape. They chose this design to allow 

them to tease apart the relative importance of competitiveness and emphasis on weight 

on shape in the development of eating disorder. The researchers found no evidence of 

eating disorder in the music students in comparison to an incidence of 7.6% in the age 

matched highly competitive dancers. On the basis of their data Gamer and Garfinkel 

(1980) came to the following conclusions. Firstly, those that have increased focus on
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weight and shape are more vulnerable to eating disorder. The fact that many of the 

dancers and some of the models developed their eating disturbances during their training 

in their various disciplines also suggests that the elevated incidence of eating disorder in 

these groups is not simply a reflection of selection biases. Secondly, it appears that 

heightened performance demands when accompanied by pressure for slenderness may be 

the ideal breeding ground for the development of eating disorder. However, 

competitiveness alone is not sufficient to precipitate eating problems. There are a number 

of problems with this interpretation which will be discussed at length in chapter 6, 

however, this research provided an excellent basis for assessing the relative significance 

of a number of potential risk factors in the development of eating disorder.

In 1988 Hamilton and colleagues noted that some professional companies select dancers 

from specific schools and often these are schools where only a small percentage of 

dancers complete their entire school career. For example, they quote that only 5% of 

children admitted to the School of American Ballet at 8 graduate at 17. Hamilton et al 

(1988) argued that the dancers who have entered companies via this process are likely to 

be physically suited to the world of dance. In these schools there is a very stringent 

selection process and students are often re-auditioned each year in order to keep their 

places at the school. Thus, students who have had difficulties meeting the school’s 

weight targets, for example, are less likely to have remained in the school and therefore 

less likely to reach these highly selective dance companies. Other companies, however, 

hold open auditions and allow entry from various types of schools, including those with 

less stringent regimes. It is possible, therefore that these companies will include a number 

of dancers who are less suited to the world of dance. The authors hypothesised that the 

dancers found in the more selective companies were likely to be those most suited to the 

dance environment. They also argued that as the propensity for weight gain is, at least 

partially inherited, that the dancers who were from the selective companies (dancers who 

were supposedly more suited to the world of dance) would have less eating disorder and 

less history of familial obesity.
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In order to test these hypotheses the authors compared dancers from highly selective and 

less selective companies in America. 46% of the dancers from less selective companies 

reported Anorexia Nervosa, Bulimia Nervosa or purging compared to 11% of the 

dancers from highly selective companies (P < 0.05). The less selected dancers also 

reported more anorectic behaviours and had a higher incidence of obesity in a close 

family member (5% in the highly selected dancers vs 42% less selected dancers). The 

authors report that the incidence of obesity in America at the time of the study was 

reported to be 30%. The American dancers did not differ in terms of weight for height, 

age at which training began or age at menarche. Hamilton et al (1988) concluded that 

these data indicate that companies that do not select from schools where stringent 

screening processes are in operation may be choosing women who have a greater 

difficulty in controlling their weight and thus may be more vulnerable to the development 

of eating disorder in trying to meet the requirements of their discipline. In summary, 

therefore the data provided by Hamilton et al (1988) appears to contradict the suggestion 

that increased competitiveness goes hand in hand with increased rates of eating disorder 

and eating disorder symptomatology.

The implications of a diagnosis of eating disorder in dance students.

One of the issues that has emerged in the literature is the difficulty in assessing the 

presence of an eating disorder in a population of students who must maintain a low 

weight for their career. Druss and Silverman (1979) report that there are many 

similarities between anorectics and dancers but many more differences. They argued that 

"Anorexia Nervosa is an illness; ballerinas are not sick". However, Druss and Silverman 

(1979) also recognised the possibility that ballerinas may have, in their words, 

"discovered an outlet through which seemingly deviant behaviour is accepted and even 

rewarded". Smukler et al (1985) have also, very eloquently, demonstrated the problems 

of defining "caseness" when all of the major diagnostic criteria such as weight loss, 

amenorrhea and characteristic psychopathology including feeling fat when obviously thin, 

are so common. Smukler et al (1985) referred to this as a "high level of background
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noise which tended to obscure the signals which would usually be of diagnostic 

significance". The way in which this issue has been addressed by a variety of authors is to 

look at the prognosis or outcome of students who have been given a diagnosis of eating 

disorder over a specified period of time.

Smukler et al (1985) reported that all of the girls who had been given a diagnosis of 

Anorexia Nervosa or partial syndrome showed considerable improvement at follow up 

one year later . All of the girls increased their weight over the course of the year and four 

of the girls, for whom menstrual status data were available, had improved in this respect. 

The authors pointed out that this improvement was with little or no medical intervention 

and there was little interference with dancing due to Anorexia Nervosa for the students 

in question. The students identified as borderline remained at the same weight but one 

had developed self induced vomiting. A third student who had a history of Anorexia 

Nervosa but was not one of the students considered to be a case at the first assessment 

had also started to induce vomiting. The researchers report that this third student 

continued in the school without any obvious interference to her studies and was not 

identified by the staff as one with particular problems. It is important to note here, that 

the authors felt that the school in question had a very sensible attitude towards excessive 

weight loss in their students and it was not unknown for girls to be sent home to gain 

weight. Thus the authors concluded that "When symptoms are very common in a 

population which nonetheless seems to be functioning well socially, and in this case at a 

very high level physically as well, then caution must be exercised in the significance 

attributed to them".

Le Grange et al (1994) also followed up their students ten months later. They reported 

that there was no change in diagnostic status of any of the students identified as a case or 

partial case, although eating attitudes as measured by the EAT had improved (Mean total 

scores dropped from 33 to 20.7) and none of the girls had been forced to leave the 

school. The weight of three of the six cases identified as cases of Anorexia Nervosa or 

partial cases remained stable (1 AN and 2PS) and the additional three students lost
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weight. (1 AN and 2PS). Two of the six students reported some improvement in 

menstrual status (2 PS) and 2 reported no improvement (2 AN). Menstrual status data 

on the additional two partial syndrome students at follow up was not presented. The 

authors confirmed Smukler's impression that determining the significance of eating 

disorder psychopathology in ballet populations is very difficult. In this case, although 

eating disorder psychopathology was definitely present it did not force any of the 

students to discontinue their careers. Le Grange et al (1994) point out that in this school 

the staff also reacted negatively to excessive weight loss, an attitude which seemed 

effective.

Gamer et al (1987) however, while recognising the difficulty of defining a "case" with 

dance populations, warn against the approach taken by Smukler and colleagues (1985). 

They conducted a follow up study of ballet dancers over a period of 2-6 years. Subjects 

were given questionnaires, including the Eating Disorder Inventory (Gamer, Olmsted 

and Polivy 1983) and questions regarding weight, weight history, menstmal status and 

vomiting frequency. At follow up subjects were reassessed with the questionnaire used in 

the first stage and then those subjects whose answers were indicative of eating disorder 

were interviewed by a psychiatrist to screen for eating disorder based on DSM 111. 

Although it was not possible to determine how many subjects would have received an 

eating disorder diagnosis at initial testing a high incidence of eating disorder was 

confirmed at follow up testing. They also found, as Smukler did in 1985, that many of 

the subjects diagnosed as having Anorexia Nervosa had gained weight at follow up, 

however, they continued to score highly on the EDI. In addition to this the eating 

disorder subjects showed increases on the two sub scales of the EDI which differentiated 

eating disordered dancers from non eating disordered subjects, the "Drive for thinness" 

and "Body dissatisfaction" sub scales. For example, the scores of the eating disorder 

subjects from initial testing to follow up showed an increase (Drive for thinness: 9.4 

initial testing vs. 11.8 at follow up. Body dissatisfaction: 12.5 at initial testing vs. 15.7 at 

follow up). There was, however, only a minimal fluctuation in the sub scale scores of the 

non eating disorder subjects on both of these scales. (Drive for thinness: 3.6 at initial
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testing and 3.6 at follow up. Body Dissatisfaction: 6.4 at initial testing and 7.2 at follow 

up). The authors argued, therefore, that whilst many students may seem to recover, 

particularly where weight and menstrual status are used as the primary criteria, many 

students continue to experience a pattern of fluctuating weight, eating problems and the 

psychological disturbances associated with eating disorder.

SUMMARY

* The incidence of eating disorder in dance populations has been investigated using 

two main methods. Where the self report method is used subjects are asked to 

indicate if they have or have ever had either Anorexia Nervosa or Bulimia Nervosa. 

The two stage method consists of an initial screening questionnaire followed by a 

standardised interview. Both methods have indicated that Anorexia Nervosa may 

affect up to one quarter of dancers (Hamilton et al 1985 and Gamer et al 1987) .

* Rates of Bulimia Nervosa reported in the literature vary. The two stage method has 

yielded a prevalence rate of 2.8% (Gamer et al 1987) whist the self report method 

has yielded a prevalence rate of 29% (Hamilton et al 1985)

* Studies have shown a higher incidence of eating disorder in dancers in comparison 

to non dancing controls (Gamer and Garfmkel 1980).

* Studies have also shown that dancers score more highly on questionnaire measures of 

eating disorder than non dancers (Gamer and Garfinkel 1980, Brooks-Gunn and 

Warren 1988 and Brooks-Gunn et al 1988)and experience some of the symptoms of 

eating disorder more frequently than non dancers. Symptoms include low weight and 

dietary restriction, bingeing and purging, and menstrual dysfunction.
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* Various risk factors have been put forward for the development of eating disorders in 

dancers. It has been postulated that the emphasis on weight and shape may be 

influential in the development of eating disorder (Gamer and Garfinkel 1980). 

Furthermore, there is some evidence that this emphasis on weight and shape 

compounded by the fact that some forms of dance, such as ballet, are largely 

anaerobic, create the ideal conditions for an eating disorder to develop (Hamilton et 

al 1988). Research which has investigated the effect of being in a competitive 

environment has produced less conclusive results.

* Finally, a number of researchers have questioned the significance of the some of the 

eating disorder symptoms when they are observed in dancers. For example, it has 

been suggested that leanness in dancers, often achieved by deliberate weight 

suppression, is an appropriate response to the demands of a dance environment. The 

motivation behind continued weight suppression may not necessarily be pathological. 

It has also been observed that most dancers who receive an eating disorder diagnosis 

are able to continue with their dance studies with little or no medical intervention and 

often improve at follow up in terms of weight and menstrual status (Smukler et al 

1985 and Le Grange et al 1994). Gamer et al (1987), however, wam against this 

approach and point to the fact that dancers may appear to recover when weight and 

menstrual status are used as the indicators of recovery. However, such individuals 

often continue to experience significant eating problems and associated psychological 

disturbances.
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Chapter 3 

Psychopathology in musicians

Introduction

The literature on dancers suggests that this group has comparatively higher rates of 

eating disorder and eating disorder symptomatology than is seen in the general 

population. The emphasis on weight and shape in dance has been causally linked with the 

higher rates of eating disorder in these groups, as have the effects of being part of a 

highly competitive discipline. Musicians provide an interesting control to dancers as they 

too are part of a highly competitive discipline, although they do not have to conform to 

specific guidelines with regard to weight and shape as part of this regime. Rates of eating 

disorder and eating disorder symptomatology in musicians have been shown to be similar 

to that found in the general population (Gamer and Garfmkel 1980). However, it is 

possible that higher rates of other types of psychological difficulties may be found in 

musicians than in the non performing arts population. If this is the case it would provide 

an indication that being part of a highly competitive regime is a risk factor for the 

development of psychological disturbance.

Definitions

It is appropriate at this stage to define a number of terms. Firstly, it is important to note 

that references to both dancers and musicians refer specifically to individuals who are 

either training for a career in the performing arts or are currently professional dancers or 

musicians. Individuals who pursue either dance or music for recreational purposes are 

not considered here. This chapter will also be limited specifically to orchestral musicians.

It is also necessary to consider why the performing artists described above are 

considered to be part of a “competitive regime” or “competitive discipline”. The
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performing arts world is highly specialised and success or failure is based on a single 

domain. Non performing arts schools or professions may also be competitive but there is 

a broader scope of opportunities available in which one individual may be successful. A 

vast proportion of the lives of student and professional performing artists is spent in 

competition. In performances, dancers or musicians are vying for the approval of their 

audiences. Performing artists must also compete directly against each other for entry into 

a performing arts schools, orchestras or dance companies etc. There is only room in any 

one dance company for one prima ballerina. In any one orchestra there is only room for 

one main instrumentalist within each section. This direct competition is less of a feature 

in the non performing arts world where the opportunities for individuals are greater. 

Finally, this is an environment where individuals, both students and professionals of the 

performing arts are encouraged to strive for perfection. In this sense they are in a 

constant battle against themselves to produce excellence and a flawless performance. 

Success within the non performing arts world does not necessarily require perfection.

For the purpose of this chapter the term "psychological disturbance" will refer to 

symptoms or traits which appear to be associated with psychological distress. A more 

specific definition of psychopathology has been used for the study which has formed the 

basis of this thesis and is given in chapter 4. However, for the purpose of this chapter the 

definitions provided by the authors of the various research papers reviewed here will be 

used.

Davies (1978) has argued that the personality profiles of many creative people shows a 

clear tendency towards psychopathology. Wintersgill (1994) presented a brief survey of 

the psychiatric problems of twelve great composers including Tchaikovsky, Mozart, and 

Handel in a article entitled "music and melancholia". He reported that two of these 

composers committed suicide, four suffered from severe depression, three had a manic 

depressive illness and three had an assortment of psychiatric problems. He suggested that 

there was a relationship between the mood swings experienced by composers and 

periods of activity with regard to composition. Some of the composers appeared to be at
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their most productive immediately after a bout of depression. Wintersgill (1994) 

suggested that mood swings and a tendency towards depression may be an advantage to 

a creative artists. It is highly plausible to suggest that depression does not facilitate 

creativity and that periods of productivity following a depressive phase is not at all 

surprising as these are the periods when the individual is not handicapped by a 

debilitating psychiatric illness. However, this type of work does give an indication of the 

popular opinion that there is a relationship between insanity and genius and creativity and 

psychiatric illness. The rest of the chapter will focus on what is known about the stresses 

that musicians experience, their potential effects and possible risk factors for the 

development of psychological problems. The potential stressors will be divided into three 

categories:

1. General problems experienced by musicians

2.Problems related specifically to performance

3.Other difficulties or symptoms experienced by musicians

General problems experienced bv musicians

General problems experienced by musicians relate to working conditions and the 

working environment. Steptoe (1989) conducted a study of 65 professional musicians 

with a mean age of 37 from the Royal and London Philharmonic Orchestras. The 

musicians were asked to report which aspect of their lives were stressful. Separation 

fi"om the family and secondly, irregular working hours were listed as the most stressful 

aspects of the career. 41 Undergraduate music students fi'om the Guildhall of Music with 

a mean age of 21 were also asked to list which aspects of the career that they thought 

they would find stressful in their future careers. Uncertainty about regular employment 

was listed as the most potentially stressful aspect of the future career by music students. 

Obviously there are a number of occupations which are stressful and may involve 

separation from family and friends and irregular hours. As no control groups have been
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included in this investigation, it is difficult to assess how the distress experienced by 

professional musicians compares with individuals within other occupations.

Competition between colleagues also appears to be a potentially stressful factor for 

musicians. Davies (1978) conducted a series of group discussions between musicians 

fi’om a Glasgow based symphony orchestra. The author commented that one of the most 

striking things to emerge from these discussions was the polarisation between the 

different sections of the orchestra. He reported that this polarisation was primarily 

between the Brass (trombones, trumpets, tubas etc.) and the String (violins, viola and 

cellos etc.) instrumentalists and that each of these groups often described members of the 

"other" group in a derogatory fashion. For example, the Brass instrumentalists were 

often seen by the String musicians as "slightly oafish and uncouth" and "heavy drinkers". 

Davies (1978) that this stereotype was not necessarily based on fact. He reported that 

alcoholic refreshment was provided during these group discussions and that the Brass 

musicians drank no more than other sections of the orchestra. The String musicians were 

seen as "oversensitive and touchy" and thought they were "God's Gift to music" by the 

Brass musicians. The author also reported that there was often intense competition 

within individuals of a particular section. For example, Davies (1978) described the 

tension between violin and viola players. Viola players often master their skills on the 

violin before moving on to the viola. Davies (1978) reported that viola players often 

perceived violin players as individuals who had failed to move on the superior 

instrument, the viola. On the other hand the violin players perceived viola players as 

failed violinists who were obliged to move on to another instrument as they couldn't 

master the violin.

Steptoe (1989) reported that the professional musicians in his study found that 

competition between colleagues to be the third most stressful aspect of the job (the top 

two stressful aspects were mentioned earlier). Interestingly, the author also surveyed 41 

undergraduate students from the Guildhall of Music with a mean age of 21. The students 

were asked to report which aspects of the career they thought that they would find
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stressfiil in the future. The students felt that "professional competition with colleagues" 

and "back stabbing among colleagues" would be the second and third most stressful 

aspects of their future careers. The factor of competition between colleagues was 

surpassed only by "uncertainty about regular employment". This sensitivity to 

competition amongst the student musicians might suggest that this was currently a 

stressful aspect of their lives and that they perceived this to get worse when working as a 

professional musician. Again, no control groups have been included in studies which 

have highlighted competition between colleagues as being a potential source of distress 

to musicians. Consequently, it is difficult to judge how musicians compare with 

individuals in pursuing other careers. Secondly, it is also important to point out that 

although competition is listed as one of the top potential sources of stress, no indication 

has been given about the degree of distress experienced by musicians.

Stress factors related specifically to performances

Researchers have identified a number of potential sources of stress related specifically to 

performances.

Strain due to mental concentration

Piperek (1981) has argued that being an orchestral musician was one of the most 

demanding professions with regard to the intensity of concentration required during 

practice and concerts. All of the subjects in his study described the mental strain that they 

experienced during their work with an orchestra as extreme. Piperek (1981) described a 

number of symptoms experienced by musicians after they had participated in a concert. 

These included symptoms of metal fatigue and exhaustion, a reduced ability to perceive 

or remember things, an increased desire for solitude, irritability and sleep disturbances.
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Obligation to adapt to the musical atmosphere

Piperek (1981) argued that a number of musicians experience an intense frustration at 

having to perform compositions that they would not otherwise chose to perform. In 

some cases, he argued, that this can lead to motor inhibition, muscular tension and 

errors.

Steptoe (1989) has also argued that the fact that members of an orchestra have little or 

no control over what is played or how the music is played also makes the occupation a 

stressful one. Theorell (1990) conducted a study of symphony orchestra musicians, 

physicians, air traffic controllers and waiters. The aim of the research was to investigate 

the degree to which the different individuals within the different professions felt that they 

had some authority over the way in which their jobs were conducted. Theorell (1990) 

reported that the musicians had the lowest ratings in terms of authority over decisions in 

their profession in comparison to individuals from other occupations. Steptoe (1989) has 

argued that occupations which are high in demand but low in job decision latitude i.e. the 

degree to which workers are allowed to participate in the decision making process, are 

associated with psychological distress. He concluded that the job of the orchestral 

musician which is high in demand and low in terms of job decision latitude must rank 

highly in terms of potential stressfullness.

Cue tension

Piperek (1981) described how seven of the twenty-four musicians in his study had 

became increasingly aware of their personal responsibility to “come in on time” and the 

possibility of miscounting . He described this as “cue tension”. The seven musicians 

reported that this was often associated with profuse perspiration and trembling
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Performance anxiety

The occurrence of performance anxiety in musicians has been extensively studied. 

Prevalence rates of performance anxiety vary from study to study. Abel and Larkin 

(1990) conducted a study of stage fright in 22 undergraduate musicians, 14 females and 

8 males between the ages of 18 to 23. The students were given the option of treatment 

for performance anxiety or five dollars in exchange for their participation. The authors 

reported that approximately 64% of their sample of musicians requested treatment rather 

than a monetary reward for their participation. More conservative estimates have been 

published elsewhere. Fishbein et al (1988) reported that 25% of the musicians in their 

survey said that they had experienced performance anxiety and 16% said that this was 

severe. Wesner et al (1990) reported that 21% of their musicians reported performance 

anxiety and 16.1% indicated that this had adversely affected their careers.

Clark (1989) has argued that a large proportion of individuals experiencing performance 

anxiety or stage flight have the symptoms to a sufficient degree to qualify for a diagnosis 

of Social Phobia. The classification system of psychiatric problems used in the present 

thesis is that of the DSM III-R. Social phobia as characterised by the DSM III-R is as 

follows:

A: A persistent fear of one or more situations (the social phobic situation) in which the 

person is exposed to possible scrutiny by others and fears that he or she may do 

something or act in a way that will be humiliating or embarrassing.

B. If an Axis III or another Axis I disorder is present, the fear is unrelated to it.

C. During some phase of the disturbance, exposure to the specific phobic stimulus (or 

stimuli) almost invariably provokes an immediate anxiety response.

D The phobic situation is avoided or endured with intense anxiety
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E.The avoidant behaviour interferes with occupation functioning or with usual social 

activities or relationships with others or there is marked fear about having the fear.

F.The person recognises that his/her fear is unreasonable.

Steptoe and Fidler (1987) have shown that a number of musicians experience other social 

fears alongside their performance anxiety. They recruited three groups of musicians, 65 

professional musicians, 41 undergraduate students and 40 other musicians who were 

regular attenders of an amateur orchestra . Performance anxiety was assessed using the 

state scale of the State-Trait Anxiety Inventory (STAX: Spielberger et al 1970). Fears 

were assessed using the 16 items Fear Survey adapted from Hallam and Hafher (1978). 

The authors predicted that performance anxiety would be positively correlated with 

social fears such as fear of crowds and other social situations but not with non social 

fears of animals, height and water. The results showed that there was a significant 

relationship between the total fear survey scores and performance anxiety in both the 

professional and student musicians. As predicted no significant relationship was found 

between performance anxiety and specific fears of travel, heights, water and animals. 

However, a significant relationship was found between performance anxiety and fear of 

crowds in the professional musicians and performance anxiety and fear of social 

situations in the student musicians, although no such relationship was found for the 

amateur musicians. These data indicate that there may be a sub group of musicians who 

experience high levels of performance anxiety and that this is related to other specific 

psychological difficulties. The frequency of individuals who would have received an 

anxiety disorder diagnosis, however, was not investigated.

It is important, however, to clarify the potential relationship between Social Phobia and 

performance anxiety. The actual prevalence of Social Phobia in musicians has not been 

investigated. The fact that 64% of the musicians in the Abel and Larkin (1990) study 

requested treatment for stage fright does not necessarily mean that all of these individuals
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would have received a diagnosis of Social Phobia. Likewise, one cannot assume that all 

of the musicians from other studies reporting severe stage fright (Fishbein et al 1988 and 

Wesner et al 1990) would receive a Social Phobia diagnosis. Clark (1989) has also 

argued that there may be a relationship between performance anxiety and other anxiety 

disorders, such as Panic Disorder. The central feature of Panic Disorder described in 

DSM in-R relates to recurrent unexpected panic attacks. Agoraphobia is described in 

DSM in-R as the fear of being in places or situations from which escape might be 

difficult or embarrassing in the event of having panic like symptoms. Clark (1989) has 

suggested that performance anxiety may have occurred after a spontaneous panic attack 

in the performance situation. However, the possible link between performance anxiety 

and pre-occurring panic attacks in musicians has not been studied. The actual prevalence 

of Panic Disorder and/or Agoraphobia in this group has also not been investigated.

Wesner et al (1990), have argued that performance anxiety in musicians is a relatively 

localised problem which "is not part of a more serious or pervasive anxiety disorder" 

They conducted a study of stage fright in 302 musicians, 157 females and 137 males 

(eight did not indicate their sex on the questionnaire). The musicians were aged between 

17 and 67 and included, undergraduates, graduates and faculty members of the university 

music department in which this study was carried out. The authors asked subjects to 

report on the effects of their stage fright in terms of three categories, minimal effects, 

moderate effects and marked effects. 21% reported that they were markedly distressed 

by their stage flight. 22% of individuals reported that they had sometimes avoided 

performances and 9% reported that they often avoided performances because of their 

anxiety.

Wesner et al (1990) divided their subjects into two groups, impaired and unimpaired. 

The impaired group were those that had been markedly affected by their performance 

anxiety and the unimpaired group were those who had reported little or no impairment. 

The impaired group endorsed significantly more symptoms than the non impaired the 

most frequent symptoms being poor concentration, rapid heart rate, trembling, dry
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mouth, sweating and shortness of breath. The impaired group were also more likely to 

think of themselves as a nervous person in comparison to the unimpaired group (50% vs. 

22%). However, there were no differences between the two groups in terms of the 

history of panic attacks, other irrational fears or other performance fears.

Wesner et al (1990) have been the only authors to consider the how anxiety symptoms 

reported by musicians compare to those experienced by the general population.

The authors came to the following conclusions on the basis of their data in comparison 

to research on anxiety in the general population. Firstly, in this study 21% of individuals 

reported performance anxiety. Wesner et al (1990), however, reported that these figures 

are very similar to a telephone survey of social phobic symptoms in the general 

population conducted by Pollard and Henderson (1988). 23% of the subjects in the 

telephone survey experienced marked fear and/or social activities such as public speaking 

or eating in restaurants. Wesner et al (1990), argued, therefore that although a 

substantial amount of the musicians had reported stage fright the prevalence of their 

symptoms were not greatly different from similar types of fears experienced by the 

general population. Secondly, the authors reported that approximately 29% of their 

sample considered themselves to be of a nervous disposition. They argued that this was 

not greatly different from 22% of controls who considered themselves to be of a nervous 

disposition in an earlier study conducted by Noyes et al (1980). Finally, the authors 

reported that 33 .9% of musicians reported having experienced one or more panic 

attacks. They reported that this was identical to the figure published by Norton et al 

(1985) in a study on infrequent panic attacks in the normal population.

Wesner et al (1990) concluded that the musicians were similar to the normal population 

in terms of the prevalence of anxiety type symptoms and that the occurrence of 

performance anxiety in the music population is not necessarily the reflection of other 

more serious anxiety disorders. Comparisons, however, across studies are notoriously 

problematic. There are often different selection procedures for the recruitment of 

subjects, important aspects of the different populations may not be matched or controlled
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for and different methodologies are commonly used for case or symptom detection.

Quite clearly there is the need to investigate the prevalence of psychopathological 

symptoms in both musicians and controls within the same study.

Other problems or symptoms experienced bv musicians

Fishbein et al (1988) conducted a survey on of the medical problems experienced by 

2,212 orchestral musicians with an average age of 42. 82% of the musicians in this 

survey reported experiencing at least one medical problem and 76% of this group 

reported that the problem was severe in terms of its effects on performance. 

Brandfonbrener (1988) has argued that all of the difficulties reported by the musicians 

may be regarded as stress related. The medical problems experienced were divided into 

musculoskeletal and non musculoskeletal problems. This section of the chapter will focus 

on the latter set of difficulties, although readers should not underestimate the severity 

and significance of musculoskeletal injuries.

Fishbein et al (1988) investigated the degree of substance misuse in their population of 

musicians. They reported that the use of beta blockers in this group was high. These 

drugs are often used in the treatment of anxiety but are also used for the treatment of 

certain medical conditions such as cardiovascular problems. 27% of the musicians 

reported that they had used some form of beta blocker medication. Three groups of 

medication users were observed:

1 .Individuals using beta blockers on a daily basis, for the treatment of a medical 

conduction, under prescription (19%)

2. Individuals using beta blockers on an occasional basis, for reasons other than a medical 

condition, under prescription (11%)

3.Individuals using beta blockers on an occasional basis, for reasons other than a medical 

condition, not under prescription (70%)
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72% of groups 2 and 3 above used beta blocker medication before auditions, 52% before 

solo recitals and 50% for difficult performances. The use of medication in group 3 above 

is cause for concern. The use of non prescription medication does not allow for the 

monitoring of the frequency of use or potential side effects by a trained physician. The 

musicians were also asked to what degree they were concerned about the adverse effects 

of their use of cigarettes, alcohol or prescription/non prescription drugs. 10% of the 

musicians were worried about their smoking, 21% about alcohol and 20% about their 

use of prescription/non prescription drugs. Whilst this appears to be a substantial 

percentage of musicians with health concerns, the authors did not provide an indication 

how this group compares with the general population of non performing artists.

Other common non musculoskeletal symptoms reported as severe by the musicians 

included eye strain (190%) and as mentioned earlier stage fright (16%). Other 

problematic symptoms included anxiety (not related specifically to stage flight), 

depression and sleep disturbances. 13% of the musicians reported that anxiety was a 

problem and 8% said that the problem was severe. 17% of the musicians were suffering 

from depression. Interestingly, 16% of the musicians in the Marchant-Haycox and 

Wilson (1992) study reported feeling depressed in comparison to 5% of controls. 7% of 

the musicians in the Fishbein et al (1988) study indicated that the problem of depression 

was severe. Finally, 14% of the musicians in the Fishbein et al (1988) study reported 

experiencing sleep disturbances and 5% of this groups indicated that they experienced 

these symptoms as severe.

The Fishbein et al (1988) was one of the most extensive of its kind and has provided a 

great deal of detailed information about the types of medical problems experienced by 

musicians. One of the problems, however, is how to place this information in context. 

Quite clearly this group of individuals have highlighted that there are medical problems 

and issues that require attention. However, a similar survey was not carried out on the 

general population and therefore we cannot assess whether the symptoms reported are 

specific to musicians. Likewise self report information is often difficult to interpret. It is
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difficult to know precisely what the respondents meant by the term "depression". 

Marchant-Haycox and Wilson (1992) and Fishbein et al (1988) have reported very 

similar rates of depression in their respective samples of musicians. However, one 

cannot assess whether both samples are referring to the same type of symptomatology. 

Surveys of this kind need to begin with operational definitions of psychological problems 

or symptomatology and include control groups in order for it to be possible to identify 

problems which are specific to musicians and make comparison across studies.

Risk factors

Establishing risk factors for the development of psychological difiBculties in any 

population is a difficult task. It has been suggested that both personality and 

environmental factors are important in the development of psychological problems in 

musicians.

Some researchers have provided evidence which might suggest that individuals who 

experience performance anxiety, for example, have a general disposition towards anxiety. 

Craske and Craig (1984) conducted a study of performance anxiety in adult pianists with 

an age range of between 16 and 33. They found a high correlation between the scores 

on a self report questionnaire which aimed to assess the degree of anxiety experienced 

during a solo performance and a questionnaire measure of trait anxiety. Steptoe and 

Fidler (1987) conducted a study of three groups of musicians, 65 professional musicians, 

41 undergraduate students and 40 other musicians who were regular attenders of a 

amateur orchestra . The authors reported that there was a positive relationship between 

neuroticism (as assessed by Eysenck Personality Inventory EPI; Eysenck and Eysenck 

1964) and performance anxiety (as assessed by state scale of the State-Trait Anxiety 

Inventory STAI: Spielberger et al 1970) in all three groups of musicians.

Other researchers have argued that the environment in which musicians are trained is 

responsible for the psychological difficulties that musicians experience. Brandfonbrener
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(1988) has argued that the most crucial component contributing to the stress experienced 

by the performing artist lies in the emphasis on the pursuit of perfection within their 

training. She made the following comment:

"...from the earliest moment when a child picks up a musical instrument or attends a 

first dance class, there is an unyielding standard established and with it an implied 

prohibition of error"

Dews and Williams (1989) reported that the music students in their study perfected their 

musical techniques through endless repetition and self criticism. This would suggest that 

it is not only the individuals who train musicians but the musicians themselves who are 

striving for perfection. The authors also reported that 79% of the students surveyed felt 

that their self esteem was directly related to their music and how they performed. Dews 

and Williams (1989) argued that this was a matter for concern in an environment which 

was so intensely competitive and the chances of failure were high. Brantigan et al (1982) 

have argued that much of a musical conservatory training involves frequent unpolished 

performances which are conducted in front of highly critical judges. The authors 

suggested that the experience of being forced into repeated high pressure performances 

when one is unprepared is bound to lead to performance anxiety.

Kemp (1981) has conducted the only published study of young musicians. He recruited 

69 children from schools for the musically talented aged between 13 and 17 in 

comparison to 427 other school musicians and 272 non musical secondary school 

children of the same age. All of the subjects were given the High School Personality 

Questionnaire (Catell and Catell 1969). Kemp (1981) reported that both groups of 

musicians together were more introverted than the non musicians. However, when 

compared with the other musicians the talented musicians showed signs of further 

introversion coupled with anxiety. Five primary traits characterised the young talented 

musicians. They were more aloof, irritable, shy, individualistic and apprehensive than 

their peer school musicians. Kemp (1981) pointed out the type of schools attended by
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the talented musicians are highly competitive and musical training is often very intense. 

Kemp (1981) suggested that the profiles observed in the young talented musicians were 

of concern and may be directly related to the training that they were receiving.

Summary

* Research has identified a number of potential stresses experienced by professional 

musicians specifically related to working conditions and the working climate. However, 

the degree of distress experienced by musicians or how this profession compares with 

other occupations has largely not been investigated.

* A number of stress factors specifically related to performances have also been 

identified. A substantial proportion of musicians appear to experience performance 

anxiety and it has been suggested that many of these individuals would receive a 

diagnosis of Social Phobia or another anxiety disorder diagnosis. Other researchers have 

argued that performance anxiety is a localised problem unrelated to more serious 

pervasive anxiety disorders. The exact prevalence of anxiety disorders in musicians has 

not been investigated, although at present there is some indication that anxiety type 

symptoms are as common in the general population as they are in musicians. However, 

there have been no investigations of the prevalence of anxiety disorders including both 

musicians and non musicians within a single study.

* A survey of medical problems in musicians has indicated that approximately one third 

of musicians use beta blockers and approximately 70% of this group use them 

inappropriately without prescription. Between 10% and 20% of musicians were 

concerned about their use of cigarettes, alcohol or prescription/non prescription drugs. 

Unfortunately, how these data compare with statistics within the general population has 

not been investigated.
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* It appears to be popular opinion that creativity is associated with psychopathology and 

in particular depression. A substantial number of musicians have reported suffering from 

"depression" and in one study rates of reported depression were higher in musicians than 

controls. However, an operational definition of "depression" was not provided by either 

investigations of this problem and therefore comparisons with other studies and 

comparisons with the general population are not possible.

* A number of risk factors have been postulated to explain the existence of some of the 

problems or symptoms experienced by musicians. It has been suggested that those 

individuals who experience performance anxiety, for example, may have a general 

disposition towards anxiety symptoms. Other researchers suggest that the way in which 

musicians are trained to strive for perfection contributes to wealth of problems and 

symptoms that they experience. One study showed that children and adolescents at 

schools designed specifically for the talented were more anxious and introverted than 

young musicians within more traditional schools. It has been suggested that the intensity 

of training within schools for the musically talented may place such individuals at a 

greater risk of developing psychological difficulties.

* Finally, it is interesting to note that only one published study was found which 

investigated the psychological profiles of young musicians. As most professional 

musicians have begun their training from a very early age, many younger than the age of 

ten, it would appear that this is an oversight. More research into the experiences of 

young musicians in comparison to non musicians is indicated.
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CHAPTER 4:

THE ASSESSMENT OF PSYCHOPATHOLOGY IN CHH.DREN AND

ADOLESCENTS

Introduction

The purpose of this chapter is to review some of the issues in the assessment of 

psychopathology in children and adolescents. This review will focus on the ways in 

which child and adolescent psychopathology is currently defined and the different 

methods of assessment, including questionnaires and interviews. It is not anticipated that 

this report will be the definitive chapter on the assessment of psychopathology in children 

and adolescents but may provide the reader with an insight into the rationale behind the 

choice of methods of assessment in the present thesis.

This review will be divided into two sections. The first section will concentrate on some 

of the general issues that need to be considered in the assessment of psychopathology in 

children and adolescents. The second section will focus specifically on diagnostic 

interviews and the issues that must be considered in choosing one of these instruments.

General issues in the assessment of DsvchoDathology in children and adolescents

De finitions o f psvchopaiholosv

There are essentially two approaches to the classification of psychopathology: the 

categorical approach and the empirical approach. The categorical approach comes from 

the medical model of psychopathology. Information is grouped into categories on the 

basis of shared characteristics or symptoms. The information which provides the basis for 

these groupings comes from the clinical impressions of professionals working within 

psychology or psychiatry, their knowledge of the different types of problems with which
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their patients present and the types of problems or symptoms that appear to cluster 

together.

The two major diagnostic systems making use of the categorical system, are that of the 

American Psychiatric Society (1987), the Diagnostic and Statistical Manual-3rd Revised 

Edition (DSM 111-R) and that of the World Health Organisation, the International 

Classification System of Diseases-10th Edition (ICD-10). The DSM classification system 

focuses specifically on psychiatric disorders, whilst the ICD system covers all types of 

illnesses including psychiatric disorders. Both systems have gone through a series of 

revisions with each revision seeking to make use of newly acquired information about 

psychopathology and to address the problems of previous editions. Interestingly, a 

number of researchers have pointed out that it was only until the later editions of these 

systems, produced in the last decade, that child and adolescent diagnoses became a major 

feature in the ICD and DSM classification systems. For example, Hersen and Last

(1989) reported that children in the era of the earliest DSM system (APA, 1952) were 

often either not given a diagnosis, were given a diagnosis of adjustment disorder or were 

given the equivalent adult diagnosis. They reported that it was not until the publication of 

the DSM 111 (APA 1980) that the unique features of childhood and adolescent disorders 

were fully recognised.

Historically, there have been various criticisms levelled against both classification 

systems, including the later editions of the systems. Cantwell and Baker (1988) argued, 

for example, that the field testing for DSM 111-R was limited and that deadline for 

publication precluded serious debate with child psychiatrists. There have been numerous 

criticisms about the reliability and validity of some diagnostic categories in the different 

revisions of each system. The fact that the different systems are updated also creates 

difficulties. For example, DSM III-R has very specific inclusion and exclusion criteria for 

the diagnostic categories in its system. These were not a central part of previous systems. 

As a result of this patients who have previously received a diagnosis according to an 

earlier system may not receive the same diagnosis under a later revision of the same



71

system. This obviously has great implications for epidemiological research and the 

comparison of changes in prevalence rates of certain disorders over a set number of 

years. Apparent changes in the prevalence rate of a disorder may be a reflection of the 

changing diagnostic system rather than a real change in the frequency of the disorder. 

Furthermore, the two different systems do not necessarily overlap. For example, there 

are diagnostic categories in ICD-10 that do not appear in DSM 111-R. There may also 

be different diagnostic criteria used for disorders with the same name in each of the 

systems. Researchers have questioned the utility of a system of classification which might 

allow the same patient to receive a different diagnosis according to which particular 

classification system is being used, or that the same patient may receive a diagnosis when 

one system is used but will not when the other is used.

Despite these criticisms, however, professionals who use the diagnostic system as a 

mean of identifying psychopathology argue that they aid communication between 

individuals working in different sites, using the same system. Consequently, both of the 

classification systems have remained in operation in clinics and hospitals throughout the 

world.

The empirical approach classifies psychopathology in a very different way. Statistical 

techniques, rather than clinical observation, are used to group symptoms or behaviours 

together. An individual is given a score on a dimension that relates to psychopathology, 

usually the higher the score the more psychopathology. One typical example of the 

empirical approach is that of Achenbach and Edelbrock (1978) and the Child Behaviour 

Checklist. The Child Behaviour Checklist and its revisions have two broad band 

dimensions, which relate to externalising symptoms and behaviours on the one hand and 

internalising symptoms or behaviours on the other. Interestingly, this corresponds in a 

general sense to the distinction in the categorical systems of emotional (Achenbach and 

Edelbrock's internalising disorders) and behavioural disorders (Achenbach and 

Edelbrock's externalising disorders).
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Supporters of the empirical approach argue that since all of the dimensions are 

empirically derived they are more homogenous and more reliable. They also argue that 

monitoring change, perhaps as a result of treatment, is an easier to do with a 

dimensional system based on scores rather than a categorical system which is based on 

the presence or absence of a diagnosis. However, it has been argued that dimensions that 

are produced through the application of statistical techniques are less clinically 

meaningful than categories produced in the first instance through clinical observation. In 

fact, Edelbrock and Achenbach (1980) have shown how apparently random data can be 

made to form dimensions using various statistical techniques. This has called into 

question the usefulness of this type of approach.

Questionnaires or interviews

The choice of questionnaire or interview methods of assessing psychopathology will 

largely depend on the research question in mind. There are a number of issues that need 

to be considered in choosing one method over another. These are described below:

1 .Questionnaires are not usuallv diagnostic

The Eating Attitudes Test (Gamer and Garfinkel 1979), for example, aims to assess 

symptoms relating to eating disorder. It has three sub scales, dieting, bulimic symptoms 

and oral control. There is also a composite score relating to over all eating disorder 

symptoms. In the piloting of this questionnaire the authors have provided the mean 

scores on this scale of patients with Anorexia Nervosa, patients with Bulimia Nervosa 

and "normal" controls. This provides the basis for comparisons with other target groups. 

However, the questionnaire does not follow diagnostic lines. Weight loss and loss of 

menstrual functioning are two core diagnostic criteria within the DSM III-R 

classification system. These criteria are not assessed in this questionnaire. The diagnostic 

criteria for Bulimia Nervosa specify, for example, that there must be at least two binges a 

week for three months Although the presence of bingeing behaviour is assessed the
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frequency of this behaviour is not. The authors also provide a recommended cut off 

point, in this case a score of 30, which is said to be indicative of an eating disorder. 

However, Gamer and Garfinkel (1980) showed that 38% of the population of dancers 

scored above the recommended cut off although only 7% of dancers were found reach 

diagnosis for Anorexia Nervosa.

Hodges (1990) investigated the sensitivity and specificity of a questionnaire measure of 

depression, the Child Depression Inventory (GDI: Kovacs 1983) and two questionnaire 

measures of anxiety, the Revised Children’s Manifest Anxiety Scale (RCMAS; Reynolds 

and Richmond 1985) and the State-Trait Anxiety Inventory for Children (Spielberger 

1973). Sensitivity refers to the instruments ability to correctly identify individuals who 

could be considered "cases" of a disorder and specificity refers to the instrument’s ability 

to correctly identify those individuals who could be considered "non cases". The study 

involved 70 psychiatric in-patients aged between 6 and 13. Each subject was assessed for 

the presence of DSM III diagnoses using the Child Assessment Schedule (Hodges et al 

1982). The authors reported that the GDI correctly identified 54% of individuals with 

depression (sensitivity) and correctly identified 84% of individuals without depression 

(specificity). The RCMAS had a sensitivity of 34% and a specificity of 92% and the 

STAIC had a sensitivity of 42% and a specificity of 79%. In summary, the questionnaires 

mentioned here were not sensitive enough to identify all of those individuals who were 

considered to be "cases" in terms of the DSM classification system. It appears, therefore, 

that if the research question requires the detection of a diagnosis, a questionnaire 

measure may not be the most appropriate. Questionnaire measures may be more 

appropriate for initial screening purposes.

2. Questionnaires are often less time consuming than interview measures of 

psvchopathologv.

Questionnaires are usually quick and easy to use and it is often the case that researchers 

do not require extensive training in order to use them. On the other hand some of the
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diagnostic interviews such as those described later in this chapter take at least one hour 

to complete and training is usually indicated. However, the advantage of a diagnostic 

instrument is that they often cover several areas of psychopathology. Questionnaire 

measures on the other hand frequently focus on single areas of psychopathology. This is 

a problem if the research in hand requires the detection of multiple types of 

psychopathology. In these cases the use of multiple questionnaires might address the 

problems but thus the overall time for assessment becomes more time consuming. In 

such situations interview measures of psychopathology may be indicated.

3 . The detection of svmptoms in individuals who do not meet full diagnostic criteria

Researchers, however, should also be aware of the dangers of using a instrument which 

only provides a diagnosis, in a population where the presence of diagnoses are likely to 

be rare. For example. Crisp (1976) reported one case of anorexia nervosa in one hundred 

females in the independent school sector. An instrument which only allows for the 

detection of those who reach diagnosis may ignore those who also have considerable 

difficulties but do not meet full diagnostic criteria. Again, the choice of method must 

depend on the research question but the use of an instrument which is solely diagnostic 

may result in the loss of other potentially important and interesting information.

Conclusion: Interviews or questionnaires?

The present thesis required that the measure chosen should be able to detect eating 

disorder diagnoses, in line with the existing research on which this project was based. 

Furthermore, a measure which could generate other non eating disorder diagnoses, such 

as depression and anxiety disorders was also needed. Given the limitations of 

questionnaire measures for the detection of diagnoses, an interview measure which 

covered a range of diagnoses in children and adolescents was indicated. However, as 

mentioned before the use of an instrument which is solely diagnostic may result in the 

loss of information about sub clinical psychopathology. Consequently, a measure which
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allows for psychopathology to be assessed along dimensional lines could also be useful.

The decision about which methods of assessment are most suitable is often made partly 

on the basis of practical considerations. For example, it was originally envisaged that two 

questionnaires, the EAT-26 (Gamer and Garfinkel 1982) and the Youth Self Report 

(YSR Achenbach and Edelbrock 1987) would be used alongside a diagnostic interview. 

These questionnaires would provide a dimensional assessment of both eating disorder 

and general psychopathology to supplement the diagnostic information. However, two of 

the schools objected to some of the items contained within these measures. For example, 

the schools argued that questions about self induced vomiting (EAT-26) and suicide 

(YSR) were inappropriate for a questionnaire format. Interestingly, the schools felt more 

comfortable with the possibility of similar questions being asked within an interview, 

where it would be possible to detect whether the child was distressed by this line of 

questioning. Consequently, it was decided to use an interview measure which would 

allow for the detection of a range of diagnoses but which would also provide a 

dimensional assessment of psychopathology through the summation of symptoms. The 

rest of this chapter, therefore, will concentrate on diagnostic interviews which meet these 

requirements and follow the DSM classification system. Interviews which cover only 

single areas of psychopathology will not be mentioned here.

Choosing a diagnostic interview

Five interviews with published psychometric data covering a range of DSM III and 

DSM III-R diagnostic categories were considered here and are described below;
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1 The Diagnostic Interview Schedule for Children and its revisions (DISC; Costello et al 

1984) and the DISC-R (Shafifer et al 1988) and DISC 2.1 (Shaflfer et al 1990).

2.The Diagnostic Interview for Children and Adolescents (DICA-R: Reich and Weiner 

1988)

3.The Child Assessment Schedule (CAS: Hodges et al 1982),

4.The Schizophrenia and Depression Schedule for Children (Kiddie-SADS: Puig Antich 

and Chambers 1978)

5.The Interview Schedule for Children (ISC: Kovacs et al 1983)

Interviews 1 and 2 above are highly structured. Interviewers are instructed to read the 

questions verbatim and there are limited opportunities to probe the answers. In this sense 

they are similar to verbal questionnaires. Interviews listed 3 to 5 are all semi- structured 

interviews. They have a standardised format but there is much more opportunity to probe 

answers given by the respondents often also with standardised probes. There are versions 

of each of the five interviews for both child and parent informants. As the 

child/adolescent was the only available informant regarding psychopathology in the 

present thesis only the child interviews have been considered here. There are advantages 

and disadvantages in the use of all of these instruments. The following discussion will 

focus on issues that may require consideration in choosing a diagnostic instrument.

1. The acceptability of the interview to children and adolescents

2.Level of clinical expertise required for the administration and method of generating 

diagnoses

3. The psychometric properties of the interview of interest.

Acceptability to children and adolescents

The way in which the interview is likely to be received is also an important issue when 

choosing an assessment interview. It is the experience of the present author that children 

often experience some of the questions in a diagnostic interview to be strange or 

somewhat out of context. There have only been a few studies investigating the impact of
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a diagnostic interview on child and adolescent respondents and in general findings have 

been positive. Lewis et al (1985) collected data on the reaction of 612 children and 

adolescent to the DISC interview. The subjects were a community sample aged between 

9-18. The interviewers reported that a total of ten children appeared to be upset by the 

interview. The parents of these children, however, reported that they observed no ill 

effects in their children following their participation in the study. The interview was 

divided, unknown to the children into two parts. One part consisted of the DISC 

interview and the second a set of questions that were not diagnostic. The authors 

reported that the children who had difficulty with the DISC also found the other section 

of the interview difficult. In summary, it appeared that it was the interview per se that 

created difficulty for the respondents and problems were not related specifically to the 

diagnostic items.

Heijanic et al (1976) conducted a study of the reactions of children and adolescents 

between the ages of 6-17 to a clinical psychiatric interview. A questionnaire was 

designed to assess the child's reactions to the interview. The reactions to the interview 

were recorded in terms of good, bad, or neutral. It was sent to 99 psychiatric patients 

and 22 paediatric patients and their parents some time after the interview had taken 

place. The majority of responses fell into the neutral category and there were no 

significant differences between females or male respondents, parents or children or 

children above or below the ages of 13.

The questionnaire was then given to 58 child and adolescent psychiatric patients and 30 

child and adolescent paediatric controls directly after the interview. Seventeen of the 88 

subjects expressed concern over the interview, although 10 of these could see how the 

interview might be helpful. The concerns mentioned related to embarrassment about the 

questions on drugs, sex or suicide. The authors reported that they felt that overall 4 of 

the subjects did experience negative effects from the interview. In one of these cases the 

child herself said that the interview made her feel bad and in the other three the parents 

said that they felt that the interview was inappropriate for children and adolescents. One
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parent expressed the concern that the interview might have put "ideas" into the child's 

head. One the basis of these data the authors calculated a risk ratio of 2 per hundred 

children would experience ill effects as a result of participating in a psychiatric interview. 

This is a small risk, but one that any potential interviewer should be prepared for.

Hodges et al (1982) has considered the way in which children and adolescent respond to 

diagnostic interview in the design of the Child Assessment Schedule. All of the interview 

schedules mentioned here so far, apart from the CAS, are arranged along diagnostic 

lines. The CAS was modelled on a clinical interview and follows content areas rather 

than diagnostic areas. For example, one of the features of depression is anhedonia, a loss 

of interest in activities that the individual used to enjoy. Information about anhedonia is 

elicited in the CAS in a variety of sections in the interview. An example of the questions 

relevant to anhedonia in two of the CAS sections are given below:

Section 1: School

" //I  the last six months what have you liked best about school"?

The interviewer's task is to pick up upon any social activities that the child likes about 

school and explore this more. Once some information about this has been elicited the 

interviewer continues.

"Doyou like (the activity named) as much as you used to six months ago".

The interviewer's task is to pick up on any reduction in interest or pleasure in an activity 

that was previously enjoyed. Any reduction in enjoyment due solely to external 

circumstances would not be score positively.
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Section 2: Friends

The initial questions established whether the child has any friends and what he/she likes 

to do with their friends. Assuming the child says that he/she has friends the interviewer 

would ask.

" //I  the last six months have you been doing (whatever activities names earlier) as 

much as usual?"

"Do you like being with your friends as much as before?"

The interviewer is looking for a reduction in activities that were previously enjoyed due 

to a loss of pleasure or interest in these activities. In summary, therefore, the diagnostic 

items are embedded in the content areas of the interview. The aim is to make the child 

feel as if he or she is having a normal conversation with the interviewer. No other 

interview has paid attention to the issue of how the interview might be received by the 

respondent in the design of the instrument. This may be a very important issue when 

interviewing younger children in particular. This may also be an important consideration 

when interviewing children and adolescents in the general population, who are perhaps 

not used to the type of questions that are common in a standard psychiatric interview.

Interviewer expertise

One issue in choosing a diagnostic instrument is the level of expertise required to 

administer the interview and the way in which diagnoses are generated from the 

interview. Both the DISC and the DICA were designed to be administered by lay 

interviewers, that is those who have no formal clinical training in the concepts being 

measured. The CAS was originally designed for clinicians but has since been used with 

lay interviewers. The K-SADS and the ISC, however are designed for use by clinicians. 

There is an advantage in being able to use lay interviewers since this is less expensive 

than employing a highly experienced clinician. However, Breslau (1987) has shown that 

knowledge of the intent of the questions is essential. Breslau (1987) showed that the
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number of false positives, that is items that are scored as being present when further 

review indicates that this is not accurate, can be reduced if the interviewers are 

adequately trained in the intention of the question. Furthermore, there is some indication 

that the way in which respondents receive the interview depends on the level of 

experience the interviewer has with the instrument (Lewis et al 1985). Unfortunately, the 

present author knows of only one formal training site and this is for training in the use of 

the DISC. It is recommended, therefore, that individuals wishing to use the various 

instruments contact the authors directly to enquire about provisions for training. The 

DICA and the CAS have extensive training manuals but on site training with people 

using the interviews is always useful. Further details about training in the use of the CAS 

are given in section 3 of this thesis.

One large difference between interviews designed for clinicians and those designed for 

lay interviewers is the way in which diagnoses are generated. Some interviews have an 

algorithm method for generating diagnoses based on the scores from the interview and 

following DSM diagnostic lines. Other require interviewers to follow the standard format 

of the interview but then make use of their clinical skills in making a qualitative 

judgement about whether this individual meets diagnostic criteria. Diagnoses for the 

DISC, the DICA and the CAS are generated through the algorithm method. Interviews 

such as the K-SADS and ISC require that a clinician makes the diagnosis following the 

administration of the interview. As the present author has no formal qualifications in 

clinical psychology the use of an interview for lay interviewers in which diagnoses were 

generated by the algorithm method was indicated. The remainder of this review, 

therefore, will focus on those interviews that meet these requirements, the DISC, the 

DICA, and the CAS.

The psychometric properties of diagnostic interviews

One of the important considerations in choosing a diagnostic interview involves the 

assessment of its psychometric properties including reliability and validity data. Published
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psychometric data for the diagnostic interviews will be discussed in this section. Only the 

data pertaining to emotional disorders, will be presented. Data on the behavioural 

disorders such as Attention Deficit Hyperactivity Disorder, Conduct Disorder and 

Opposition Defiant Disorder have not been considered since these are beyond the remit 

of the present thesis. Likewise studies have only been included if they include 

information fi"om a child and adolescent informant. Studies which have focused primarily 

on parent informants or have combined parental and child information to produce a 

diagnosis or symptom count on the basis of all available information have not been 

considered here. This is because the child/ adolescent informant was the only source of 

information about symptomatology within the present thesis and thus the purpose of this 

review was to find an instrument based on information elicited solely fi’om the child and 

adolescent. As mentioned above research which has included information on diagnoses 

has only been presented if diagnoses have been algorithm generated rather than clinician 

generated. One notable exception occurs in the section on diagnostic concordance in 

which data on the comparison between standardised interviews using the algorithm 

method of diagnosis generation are compared with non standardised clinical interviews.

Data on both DSM III and DSM III-R diagnoses have been presented despite the fact 

that the present thesis operates around DSM III-R diagnostic criteria. Most of the 

psychometric data available on the interviews of interest relate to the DSM III 

classification system, despite the fact that these interviews are now being used to 

generate DSM EII-R diagnoses. Hodges et al (1989) have argued that the results of 

studies using DSM HI diagnostic criteria also apply when considering DSM III-R since 

there were no major changes to the diagnostic criteria of Major Depressive Episode and 

the anxiety disorders in the transition from DSM IE to DSM III-R. There were, 

however, substantial changes made to the diagnostic criteria for Dysthymia. This should, 

therefore be kept in mind when comparing results across studies using the different 

diagnostic systems. Finally, the present thesis focuses on children and adolescent 

between the ages of 11-16. However, it has been decided to present data collected fi"om 

children under the age of 11. Diagnostic interviewing with younger children is a difficult
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task. One of the problems appears to be that young children have difficulty understanding 

and reporting about specific time frames. Information about the duration and onset of 

symptoms is often necessary for DSM III-R diagnostic criteria and children sometimes 

find it difficult to report these details reliably (Boyle et al 1993 and Schwab-Stone et al 

1994). The data, however, from the various diagnostic interviews when used with the 

younger age groups give a good indication of the interview's overall performance.

Reliability

Reliability is the degree to which a measure yields consistent results for a particular 

variable in a situation where the variable itself does not change (Verhulst and Koot 

1992). There are three major ways of testing reliability. The test-retest method refers to 

the degree to which a measure yields consistent results over an interval o f, for example, 

a certain number of days. The variable being measured is not expected to change over 

the brief interval and therefore, major inconstancies in the data from the two time points 

would indicate that the measure is unreliable. A second form of reliability is to the 

internal consistency. This refers to the degree to which different sections of the same 

instrument yield similar information. Often this is tested by comparing all of the odd 

numbered items on a scale to all of the even numbered items or by investigating the 

correlation of each item within the scale to the scale as a whole. Finally, inter-rater 

reliability refers to the degree to which different people scoring the same variable agree. 

This chapter will deal primarily with test-retest information and to internal consistency to 

lesser degree. Researchers quite frequently report inter-rater reliability. However, as this 

is used primary as an indicator of the interviewers’ skills as opposed to the performance 

of the interview itself, this information will not be included here.

Test- retest reliability for dia^oses

A number of researchers have conducted test-retest studies of the diagnoses generated 

by interviews. The Kappa statistic (Cohen 1977) is an indication of the degree of
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agreement between two sets of categorical data whilst accounting for the amount of 

agreement that would occur according to chance. In the case of diagnostic test-retest 

studies the Kappa statistic gives an indication of the degree of agreement between 

diagnoses generated at time one and diagnoses generated at time two. Kappa statistics 

of 0.40 or less are considered to be poor, 0.50-0.70 are considered to be moderate and 

0.80-1 are considered to be good (Hodges et al 1982). Table 2 shows the results of test- 

retest reliability studies using the various diagnostic interviews. Cohen's Kappa statistics 

are presented. A number of studies have investigated the test-retest reliability of the 

DISC and the DlSC-R. The earlier versions of the DISC generated DSM 111 diagnoses at 

two levels, the first the moderate or mild level where children with the minimum number 

of symptoms required by DSM 111 were given a diagnosis. Children with a moderate/mild 

diagnosis have little or no impairment and usually do not require treatment. The second 

level, severe diagnoses, involve a number and severity of symptoms well above the DSM 

111 diagnostic criteria. Children with a severe diagnosis usually experience substantial 

impairments and do require treatment. Costello et al (1984) conducted test-retest 

reliability of diagnoses generated by the DISC at both diagnostic levels in a sample of 

242 psychiatric patients between the ages of 6-18. The data showed that test-retest 

reliability was poor for each of the diagnostic categories tested at both diagnostic levels.

Shaffer et al (1988) conducted a study of the revised version of the DISC, the DlSC-R, 

generating DSM HI diagnoses in a sample of psychiatric patients between the ages of 11 

-17. Data were only presented for Major Depressive Disorder and Separation Anxiety 

Disorder. However, test re-test reliability was moderate for each of these categories. 

Schwab-Stone et al (1994) investigated the test-retest reliability of DSM 111-R diagnoses 

generated by the DlSC-R in a community sample aged between 6-11. Data for 

Overanxious Disorder could not be analysed as there were too few cases and the data for 

Major Depressive Disorder was not presented. Test-retest reliability for Separation
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Table 2; Test-Rctest reliabiUtv of diagnoses usine diagnostic interviews (Child interviews only)

INTERVIEW GROUP AGE DSM 111 
OR
DSM 111-R

DE DY DEP SA OV ANX OTHER
DETAILS

DISC
Miid/Moderate 
criteria 
Costello et al 
(1984)

N= 242 psychiatric 
referrals

6-18 DSM 111 .44 .47 39 .28 Mean interval 
=12 days

DISC -Severe 
criteria 
Costello et al 
(1984)

N= 242 psychiatric 
referrals.

6-18 DSM 111 .36 .38 .34 Mean interval 
=12 days

DISC-R 
Shaffer et al 
(1988)

N = 41 psychiatric 
patients

11-17 DSM 111 .63 .72 Mean interval 
=1-3 weeks

DISC-R N= 109 C. sample 6-11 DSM 111-R — — — 0.41 — Interval = 7-8
Schwab-Stone et 
al (1994 <& 93 
respectively)

N= 43 psychiatric 
patients

11-17 0.77 0.72 days

DICA-R
Boyle et al (1993)

N = 251 C. sample 6-11
12-16

DSM 111-R 0.00
0.45

0.19
0.40

0.21
0.38

0.01
0.00

0.01
0.54

0.04
0.56

Interval = 1-3 
weeks

CAS
Hodges et al 
(1989)

N = 32 psychiatric 
inpatients

6-12 DSM 111 
DSM 111-R

1.00 0.71 
0.81 a

0.83 0.56 0.38 0.72 Mean interval 
= 9 days

Key: DE: Major Depressive Episode, DY: Dysthymia, DEP: DE and DY combined, SA: Separation Anxiety, OV: Overanxious Disorder, ANX: SA and OV combined, 
C. sample: Community sample a: Hodges et al (1989) reported that it was possiWe to generate DSM III-R diagnoses for Dysthymia as the items added to this 
category in the revision of DSM III were already included in the CAS interview as part of the diagnostic criteria for Major Depressive Episode.

84
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Anxiety Disorder was poor, although this rose to a moderate 0.53 when the duration 

criteria for DSM III-R Separation Anxiety were omitted. Schwab-Stone et al (1994) also 

conducted a study of the test-retest reliability of the DISC-R generating DSM III-R 

diagnoses in an older age group of 43 psychiatric patients between the ages of 11 and 17. 

Data were only presented for Major Depressive Disorder and Separation Anxiety 

Disorder and moderate test-retest results were found for both categories.

Boyle et al (1993) conducted a test-retest study of DSM III-R diagnoses generated by 

the DICA-R in a community sample of children and adolescents. Poor reliability was 

found for all of the diagnostic categories listed in table one for the younger children 

between 6 and 11 and for all three depression diagnoses (Major Depressive Disorder, 

Dysthymia and depression combined) and Separation Anxiety Disorder in the 12 to 16 

year olds. Moderate reliability was found only for Overanxious Disorder and anxiety 

disorders combined in the older children and adolescents.

Finally, Hodges et al (1989) investigated the test-retest reliability of the CAS which 

generated DSM III diagnoses in a group of psychiatric in-patients. Moderate to good 

reliability was found for all diagnostic categories with the exception of Overanxious 

Disorder. The Kappa statistic for anxiety disorders as a whole was moderate. These data 

are particularly impressive since the study was conducted in a young population of 

patients. The reliability of other interviews conducted solely with young children (DISC- 

R: Schwab-Stone et al 1994 and DICA-R: Boyle et al 1993) has been poor.

Test-retest reliability o f symptom scales

Table 3 shows the test-retest reliability data of the symptoms scales scores across the 

different interviews. Two types of correlation are shown, firstly the Pearson Product 

Moment correlation and secondly the intraclass correlation. This is indicated on the table. 

For the purpose of this review correlations of 0.40 or below are considered to be poor, 

0.50 to 0.70 moderate and 0.80 or above are good
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Two studies have been conducted investigating the test-retest reliability of the DISC 

symptom scales. Edelbrock et al (1985) investigated the test-retest reliabihty of the DISC 

symptom scales which related to DSM III diagnostic categories in three different ages. 

Data were only reported for two anxiety disorder scales and the total symptom score. 

Reliability was moderate to good for the two older age groups. Poor test-retest reliability 

was found for the DISC as a whole and for Overanxious Disorder symptoms in the 

younger age group with moderate reliability for Separation Anxiety Disorder symptoms. 

Schwab-Stone et al (1994) conducted a study of test-retest reliability of the DISC-R 

symptom scales in a community sample of children similar in age to one group of patients 

in the Edelbrock study (1985). The DISC-R had moderate reliability for both anxiety 

disorders. It would appear, therefore that the DISC-R is more reliable than the DISC 

when conducting studies with a young group of children.

Hodges et al (1989) have also reported test-retest reliability for psychiatric patients aged 

between 6 and 12. Test-retest reliability was good for all diagnostic categories with the 

exception of Separation Anxiety which had moderate reliability. Interestingly, Hodges et 

al (1989) compared the correlation for the total symptom score for the CAS to total 

symptom score correlation for the three groups of children and adolescents in the 

Edelbrock et al (1985) study. The test for differences between independent correlations 

was used. The authors reported that the correlation for the CAS was significantly higher 

than the DISC correlation for both the 6-9 year olds and 10 to 13 year olds and the 

difference approached significance for the 14 to 18 year olds. Hodges et al (1989) 

concluded that the test-retest reliability of the total symptom score for the CAS was 

higher than that yielded for the DISC in either the 6 to 9 or 10 to 13 year olds and 

comparable to that yielded for the 14 to 18 year olds.
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Table 3: Test-Retest reliability of the symptom scales in diagnostic interviews (Child interviews only)

INTERVIEW GROUP AGE DSM 111 
OR
DSM 111-R

DE DY SA OV TOTAL OTHER DETAILS

DISC
Edelbrock et al 
(1985)

N= 70
N=87
N=85
Psychiatric referrals

6-9
10-13
14-18

DSM 111

— —

0.53
0.56
0.81

0.38
0.51
0.69

.39

.55

.81

Interval =12 days

** Values =
Intraclass
correlation

DISC-R
Schwab-Stone et 
al (1994)

N = 109
Community sample

6-11 DSM 111-R 0.73 0.50 Interval = 7-8 days

**Values =
Intraclass
correlation

CAS
Hodges et al 
(1989)

N=32 psychiatric 
inpatients

6-12 DSM 111 0.89 0.86 0.66 0.80 .89 Mean interval = 9 
days

** Values = Pearson 
correlations

87
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Internal consistency o f  symptom scales

Hodges et al (1989) have been the only authors to investigate the internal consistency of 

the interview symptom scales. Three groups of children were recruited for this study, 

psychiatric patients aged between 6 and 16, patients with Cystic Fibrosis aged between 6 

and 17 and a community sample of children aged between 8 and 17. The Alpha 

coefficient is an indication of the internal consistency of the scale. Hodges et al (1989) 

reported that a coefficient of 0.70 was considered to be high and a coefficient of between

0.60 and 0.70 was moderate. For the emotional disorders, data were presented for Major 

Depressive Disorder, Dystyhmia and depression combined. Separation Anxiety and 

Overanxious Disorder and anxiety disorders combined. Overall the internal consistency 

of the symptom scales was good to moderate. For the psychiatric patients the alpha 

coefficients were either good or moderate across all symptom scales apart from 

Overanxious Disorder symptoms for which a moderate alpha coefficient was obtained. In 

the community sample good to moderate coefficients were obtained across all symptom 

scales apart from the Overanxious Disorder symptom scale which just missed the 

acceptable moderate level of reliability at 0.58. The pattern was slightly different in the 

children with Cystic Fibrosis. The alpha coefficients were good for depression and 

moderate for the anxiety disorders combined but poor for Separation Anxiety and 

Overanxious Disorder symptom scales when considered separately. The authors 

suggested that it is possible that the anxiety symptom clusters in the DSM classification 

system do not capture the phenomenology of anxiety present in non psychiatric but 

highly anxious children, such as these children with a chronic physical illness. However, 

overall the data indicate that the CAS symptom scales have good or moderate reliability 

when used with psychiatric and community samples.

Conclusion o f  reliability studies

There are a number of advantages and disadvantages to the use of all of the diagnostic 

interviews listed here. Comparing, firstly, studies with patient groups, the CAS and
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DISC. The DISC has been shown to have poor reliability and the CAS had moderate to 

good reliability, apart from for Overanxious Disorder. The data on the DISC-R has 

shown moderate reliability in older patients, however data were only available on two of 

the major diagnostic categories relating to emotional disorders. In terms of the symptom 

scales again the CAS has been shown to be superior to the DISC in the 6-9 year olds and 

10 to 13 year olds and comparable to the adolescent sample. The Schwab-Stone et al 

(1994) study investigated a community sample, and data for DSM III-R rather than 

DSM ni diagnoses were presented. As mentioned before, the current thesis involved a 

non referred school population and aimed to operate around the DSM III-R classification 

system. However, although there was good to moderate reliability for the anxiety 

disorders, no data were presented for symptomatology relating to depression. The 

detection of depressive symptomatology was an important part of the present thesis. In 

the areas where data were provided the CAS and the DISC-R appeared to have 

comparable results.

The reliability of the DICA-R has been investigated in a normal population. This is of 

interest as the present thesis was also be conducted in a normal population. However, 

the reliability of the DICA-R has been shown to be poor in younger children and is only 

moderate for two diagnostic categories in older children and adolescents. This compares 

poorly to the CAS which has good to moderate diagnostic reliability in a patient sample 

across most of the major diagnostic categories considered here. It may be that it is more 

difficult to achieve reliability in a community sample. However, given a choice between a 

instrument which appears not to be reliable in a sample comparable to the population 

included in the present thesis and an instrument which appears to have good reliability in 

a patient population, the latter in the form of the CAS appears to be the most sensible 

option.
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Validity

Validity refers to the accuracy with which an instrument measures what is intended to 

measure (Verhulst and Koot 1992). This chapter will concentrate on two types of 

validity studies described below:

i) Conversent validity studies

Studies of the relationship between the standardised diagnostic interviews of interest to 

other measures of psychopathology will be presented here. This section will include:

a)Studies of diagnostic concordance between the standardised interview of interest and 

diagnoses generated by another method

b)Studies of the relationship between interview generated diagnoses and questionnaire 

symptom scores

c) Studies of the relationship between interview and questionnaire symptom scores

ii) Discriminant validity studies

This section will concentrate on the interview’s ability to discriminate between different 

comparison groups, such as inpatient, out-patient and non referred individuals either in 

terms of diagnoses or symptoms. For a number of studies this will include a review of the 

sensitivity and specificity of the instrument.
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Table 4; Validity of diagnosis

INTERVIEW GROUP AGE DSM 111 
OR
DSM 111-R

DE DEP SA ANX OTHER OTHER DETAILS

DISC Severe 
criteria 
Costello et al 
(1986)

300 psychiatric 
patients and non 
referred subjects

7-11 DSM 111 ANX +
DEP
.30

Algorithm generated 
diagnosis vs. clinical 
diagnosis. No interval

DISC-R 
Shaffer et al 
(1988)

N = 72
psychiatric
inpatients

11-17 DSM 111 0.39 0.27 GAD
-0.03

Algorithm diagnosis 
compared vs. clinical 
diagnosis
Interval = 1-3 days

DISC-R 
Piacentini et al 
(1993)

N=74 psychiatric 
patients (91% 
outpatients

11-17 DSM III-R 0.39 Algorithm diagnosis 
compared to standardised 
Clinician Assessment Form

DICA-R 
Boyle et al 
(1993)

N=251
Community
sample

6-16 DSM III-R ANX +
DEP
0.74

Lay interviewer VS 
psychiatrist interviewer: 
Both used regular DICA-R 
format.
Diagnoses algorithm 
generated

DICA-R 
Boyle et al 
(1993)

N=251
Community
sample

6-16 DSM III-R ANX +
DEP
0.58

Lay interview er VS 
psychiatrist interviewer 
Psychiatrist used 
"enriched" DICA format 
Diagnoses algorithm 

generated
CAS and 
K-SADS 
Hodges et al 
(1987)

N = 30
psychiatric
outpatients.

7-16 DSM 111 0.52 0.37 Both algorithm generated
diagnoses
Interval = 2 days

Key: GAD:Generaiised Anxiety Disorder

91



Convergent validity and diagnostic concordance

A number of studies have compared the diagnoses generated through the algorithm 

method in comparison to another method (see table 4). Again the Kappa statistic (Cohen 

1977) has been used as an indication of agreement between the two methods. In some 

studies the algorithm generated diagnoses from a standardised diagnostic interview have 

been compared to those of a traditional non standardised clinical assessment. Costello et 

al (1986) compared the DSM III diagnoses generated by algorithm method from the 

DISC interview to those of an experienced clinician who made the diagnosis after 

administering the DISC. The population consisted of 300 children between the ages of 7 

to 11 years old, half of whom were psychiatric referrals and the other half non referrals. 

The kappa statistic for emotional disorders, anxiety and depression combined, as 

assessed by the DISC severe diagnostic criteria, was 0.30. This indicated that there was 

poor diagnostic concordance between the DISC diagnosis and that generated by a 

clinician.

Shaffer et al (1988) compared the DSM III diagnoses generated through the algorithm 

method of the revised DISC-R to those yielded by a traditional non standardised clinical 

interview in a population of 72 in-patients between the ages of 11 to 17. Again, poor 

diagnostic concordance was found. Shaffer et al (1988) reported a kappa statistic of 0.27 

for Separation Anxiety and -0.03 for Generalised Anxiety Disorder. There was a delay of 

between one and three weeks between the interviews. It is unlikely, however, that the 

diagnostic status of the patients would change dramatically during this time to account 

for this poor level of agreement between interviews.

Piacentini et al (1993) compared the diagnostic concordance of the DISC-R generating 

DSM ni-R diagnoses through the algorithm method to the Clinical Assessment Form 

designed specifically for this purpose. The CAP required the clinician to use his or her 

clinical judgement to ascertain the presence or absence of DSM III-R diagnoses. 

However, the format of the CAP was somewhat standardised, containing operationalized
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definitions of symptoms, and suggested probes. Algorithmic formulae were prepared to 

match the CAP ratings to allow the generation of DSM III-R diagnoses. The population 

consisted of 74 child and adolescent psychiatric patients aged between 11 and 16. The 

majority of the sample were out patients. The authors only reported data for one 

emotional disorder, depression. The reported a kappa statistic of 0.39 for a diagnosis of 

depression between the DISC-R and CAP indicating poor diagnostic concordance. A 

moderate level of agreement, however, was found between the mean number of positive 

DSM ni-R depression criteria assessed by both of the interviews (Pearson Product 

Moment correlation of 0.56).

Interestingly, Piacentini et al (1993) also compared the test-retest reliability of both the 

DISC-R and the CAP with regard to Attention Deficit Hyperactivity Disorder, 

Oppositional Defiant Disorder, Conduct Disorder and Major Depressive Disorder using 

the diagnoses generated by the parent only interviews and those generated from the 

parent and child interviews combined. They reported that out of the eight possible 

diagnosis/informant combinations reliability was better for DISC-R on five of the eight 

combinations, the CAP was better on two of the eight combinations and the instruments 

were similar on one. This suggested that the CAP was not the “gold standard” against 

which to assess the DISC-R. Piacentini et al (1993) pointed to the need for multiple 

external validators of diagnostic instruments.

Hodges et al (1987) investigated the diagnostic concordance of the K-SADS and CAS 

interviews. DSM III diagnoses were generated for both interviews using diagnostic 

algorithms in a populations of 29 outpatients between the ages if 7 to 16. The Kappa 

statistic for anxiety disorder was 0.37 and 0.52 for affective disorders. This indicated that 

there was low diagnostic concordance for anxiety disorders and moderate diagnostic 

concordance for affective disorders. A number of authors have argued that studies which 

aim to investigate the validity of an instrument need to distinguish between the validation 

of the instrument and the validation of the classification system on which the measures 

are based (Costello et al 1985 and Hodges et al 1987). Hodges et al (1987) have argued
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that the assessment of DSM III anxiety disorders are comparatively less reliable than 

some of the other disorders. The authors cited kappa statistics from two test-retest 

reliability studies of DSM III diagnoses and phase one and two of the DSM III field 

tests. Hodges et al (1987) reported that the kappa statistics for the anxiety disorders 

were low to moderate across the studies cited with a mean kappa statistic of 0.46. This, 

they argued, was not substantially different from the degree of diagnostic concordance 

found for the anxiety disorders in this study.

The final study reporting diagnostic concordance to considered here was conducted by 

Boyle et al (1993). The authors made two types of comparison. Firstly, the DICA-R, 

conducted by lay interviewers was compared to the DICA-R conducted by a trained 

clinicians following the same interview format as the lay interviewers. They also 

compared the diagnoses generated by the lay interviewers to interviews conducted by 

trained clinicians who were allowed to divert from the regular interview format and use 

their clinical skills in order to probe answers. This was known as the enriched interview 

and was contrasted with the regular interview. All interviews generated DSM III-R 

diagnoses. The study consisted of 898 children between the ages of 6 to 11 and 853 

children between the ages of 12 to 16. The authors reported a kappa statistic of 0.58 for 

internalising disorders (Overanxious Disorder, Separation Anxiety Disorder, Major 

Depression Disorder and Dysthymia) for the enriched interviews in contrast to the lay 

interviews and 0.74 for the clinicians following the regular format in comparison to the 

lay interviewers also following the standard interview format. Diagnostic concordance of 

for the internalising disorders was lowered by Overanxious Disorder and Separation 

Anxiety Disorder combined. Diagnostic concordance between the interviews using the 

lay interviewer using the regular DICA-R format and the clinician interviewer using the 

enriched format was 0.21 and 0.27 between the two interviews in which both 

interviewers utilised the regular format.



95

Convergent validity: The relationship between interview senerated diagnoses and 

questionnaire symptom scales

Weinstein et al (1990) compared the DISC interview with scores on the Youth Self 

Report questionnaire (YSR; Achenbach and Edelbrock 1987) in a group of 160 

psychiatric in-patients aged between 11 and 16. The DSM TU diagnoses considered in 

this study were Conduct Disorder, Attention Deficit Disorder, depression and anxiety 

disorders. The YSR consisted of two broad band dimensions (internalising and 

externalising) and five narrow band factors. The relationship between the broad band 

scales and narrow band factors are described below:

YSR broad band scales included in the studv:

1. Internalising scale

2.Extemalising scale

YSR narrow band scales included in the study

1.Depression (internalising)

2.Feehng of being unpopular (internalising)

3 . Somatic complaints (internalising)

4.Agression (externalising)

5.Delinquency (externalising)

6.Thought disorder: This relates equally to both the internalising and externalising scales 

(Achenbach and Edelbrock 1991)

7.Total score

One might expect that those individuals with either Conduct Disorder or Attention 

Deficit Disorder would have higher scores on the externalising scales of the YSR than 

those without these disorders. Conduct Disorder and Attention Deficit Disorder are 

characterised by externalising behaviours. One might also expect those identified by the 

DISC as having depression and/or anxiety disorders to score more highly on the
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internalising scales of the YSR given that these disorders are of an internalising nature. 

The individuals identified by the DISC as having Conduct Disorder had higher scores on 

the aggression, delinquency and externalising scale than those without Conduct Disorder 

but there were no significant differences between the groups on the other scales. The 

results for the other disorders showed a less clear picture than the one presented above. 

The individuals with Attention Deficit Disorder had higher scores on all of the scales 

than those without this disorders as did the individuals with depression in comparison to 

non depressed subjects. Patients identified by the DISC as having anxiety disorders also 

had higher scores on all of the scales apart fi*om the delinquency scale than non anxious 

patients.

Hodges (1993) has suggested that these data indicate that the DISC has convergent 

validity, i.e.individuals identified by the DISC as depressed or anxious scored higher on 

the internalising scales than those without these disorders and those who were identified 

as having Conduct Disorder or Attention Deficit Disorder scores high on the 

externalising scales of the YSR than those without the disorder. However, Hodges 

(1993) has argued that the Weinstein study has indicated that the DISC may not have 

discriminant validity, that is it cannot discriminate between disorders. For example, 

depressed children as well as those with Attention Deficit Disorder had higher scores for 

depression, aggression, delinquency and thought disorder. Weinstein et al (1990) have 

suggested that the pattern observed in their study is a reflection of the high degree of co

morbidity in children and adolescents with very severe forms of the disorders in question. 

Co-morbidity of diagnoses as assessed by the DISC interview, however, was not 

reported and therefore it is not possible to judge whether this is a plausible argument.

Gould et al (1993) compared the DISC DSM III diagnoses with the scores on the YSR 

in a community sample of children and adolescents between the ages of 12 to 16. The 

authors reported point-biserial correlations between the internalising and externalising 

scales and three supraordinate diagnostic groups. Conduct /Oppositional Disorder, 

anxiety disorders and Major Depression/Dysthymia Disorder. The authors reported that
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there was a significant correlation between the Conduct/Oppositional Disorders and the 

externalising scale of the YSR (0.28), anxiety disorders and the internalising scale (0.19) 

and depression disorders and both the internalising (0.17) and externalising scales (0.22) 

of the YSR. There were no significant relationships between Overanxious Disorder and 

Simple Phobia and either the internalising or externalising scales. The authors also 

examined the point-biserial correlations between DISC DSM III diagnoses and several 

narrow band YSR scales. The internalising scales examined were. Depression, Somatic 

complaints and Feelings of being unpopular. The externalising scales examined were 

Aggression, Delinquency, Self Destructive/Identity problems. Only two significant 

correlations were found between the DISC diagnoses and the narrow band scales, firstly 

between the YSR depression scale and a diagnosis of Dysthymia (0.30) and secondly 

between the YSR delinquency scale and a diagnosis of Conduct Disorder (0.32).

As in the Weinstein study, Gould et al (1993) have provided some evidence for the 

convergent validity of the DISC interview for the grouped diagnoses. So called 

externalising disorders have been shown to be associated with the YSR externalising 

scale and one group of so called internalising disorders (anxiety disorders) have been 

shown to be associated with the YSR internalising scale. However, a number of specific 

DSM III disorders which were not associated with YSR scales in the way that might 

have been expected and therefore the issue of convergent validity for individual rather 

than grouped diagnoses has not been resolved.

There also appears to be some evidence that the DISC can discriminate between 

disorders in a community sample. The Conduct/Oppositional disorders were not 

associated with the internalising YSR scale and the anxiety disorders were not associated 

with the externalising scale. Readers will recall that the discriminant validity of the DISC 

was called into question when investigated in a sample of in-patients. This pattern 

reported by Gould et al (1993) in a community sample adds weight to the argument put 

forward by Weinstein et al (1990) that assessing the validity of an instrument is a difficult 

task when one is dealing with an inpatient group and severe disorders, where there is an
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increased likelihood of co-morbidity. However, this remains an empirical question as 

studies focusing on the validity of standardised diagnostic interviews have not 

systematically investigated the presence of co-morbidty or how co-morbid diagnoses 

generated by a diagnostic instrument relates to other measures. Depression disorders 

were associated with both the YSR externalising and internalising scales in both the 

Weinstein et al (1990) and Gould et al (1993) studies. It has been suggested that this 

reflects the presence of externalising behaviours within depression.

Convergent validity: The relationship between interview and questionnaire symptom 

scales

Barrera and Garrison-Jones (1988) have investigated the relationship between the CAS 

symptom scales and the Beck Depression Inventory (Beck and Beamesderfer 1974) in a 

sample of 65 in-patients aged between 12 and 17. 27 of the in-patients had a diagnosis of 

DSM III Major Depression Disorder. The authors also included 49 school children aged 

between 12 and 18. Barrera and Garrison-Jones reported a significant correlation 

between the CAS depression scale and the BDI (0.49) in the hospital sample and a 

correlation of 0.79 for the school sample. Hodges et al (1982) also reported a significant 

correlation between the Overanxious Disorder symptom complex and the State Trait 

Anxiety Inventoiy for Children (STAIC: Spielberger et al 1973) and between the 

depression symptom complex and the Child Depression Inventory (CDI: Kovacs 1978) 

in a sample of in-patients and out-patients with behavioural disorders and a group of 

normal controls. These data provide support for the concurrent validity of the CAS. 

Barerra and Garrison-Jones (1988) reported that no correlation was found between the 

BDI and the Conduct Disorder or anxiety disorder symptom complexes in the hospital 

sample. This suggests that the CAS also has discriminant validity. However, there was a 

significant relationship between the Conduct Disorder symptom complex and the BDI in 

the school sample (0.29) and between the anxiety disorder symptom complex and the 

BDI (0.29). Hodges (1993) has argued that the fact that the relationship between the 

depression symptom complex and the BDI is much higher than the relationships between
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the BDI and the other two symptom scales indicates that the CAS does have discriminant 

validity. The issue of discriminant validity vrill be discussed further in the next section.

Discriminant validity: Studies of the performance of a diagnostic interview across 

di fferent comparison groups

Costello et al (1985) looked at the performance of the DISC in comparing different 

treatment groups. The DISC was administered to 40 psychiatric out-patients and 40 

paediatric controls aged between 7 and 11. Using the child interview and mild or severe 

diagnoses, the DISC correctly identified 25% of the paediatric referrals and 95% of the 

psychiatric group. Using the child interview and severe diagnoses only, the DISC 

identified 85% of the paediatric referrals and 45% of the psychiatric referrals. The 

authors reported that if one only considers the severe diagnoses the sensitivity (i.e.ability 

to identify “cases”) of the DISC was 45% overall. The specificity of the DISC (i.e.ability 

to correctly identify “non cases”) using the severe diagnoses was 80%. Using the severe 

or mild/moderate diagnoses the DISC sensitivity was 95% but the specificity was low at 

25%. The low specificity appeared to be because the children in both groups reported 

many mild disorders.

The d is c ’s ability to discriminate between the two treatment groups was more clear 

with the symptom complex scores. The psychiatric group had higher scores with regard 

to the combined anxiety scale (although there were no significant differences between the 

groups on Overanxious Disorder), Fears and Phobias, (although not Social Phobia) 

Schizoid/Psychotic scores. Affective symptoms and the total number of symptoms. There 

were, however, no significant differences with regard to Obsessive Compulsive 

symptoms. Costello et al (1985) argued that the DISC’s ability to discriminate between 

the treatment groups was clear for the DISC symptom complexes but less clear for the 

diagnoses themselves. They pointed out that when the DISC algorithm followed DSM 

III diagnostic criteria very rigidly and the mild/moderate level of diagnosis was in 

operation there were no significant differences between the groups. However, when a
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more stringent set of criteria were used to assign the diagnosis, a significant difference 

between the groups was observed. The authors suggested that the classification on which 

the DISC interview was based required revision and that these data indicate that DSM 

III criteria have limited validity.

Psychometric data on the detection of eating disorder by diagnostic interviews has only 

been published in one paper. A study on the validity the DISC-R was conducted by 

Fisher et al (1993). The aim of the study was to investigate the sensitivity of the DISC-R 

in its detection of more rare disorders. The authors recruited the following groups from 

treatment centres specialising in the treatment of a number of disorders:

i)61 in-patients and 15 out-patients with either DSM III-R Anorexia or Bulimia Nervosa 

and between 12 and 17. The diagnosis was done by non standardised clinical assessment.

ii)l 1 out-patients with DSM III-R Major Depressive Disorder aged between 9 and 17. 

The diagnosis was done by a clinician using the K-SADS. The mean duration between 

the K-SADS and DISC-R was 28 days.

iii)17 patients with DSM III-R Obsessive Compulsive Disorder (patient status not 

specified). The diagnosis was made by a non standardised clinical assessment.

The authors also recruited patients with TIC Disorders and Substance use Disorders. 

Data on these patients have not been included here as they are not within the remit of the 

present thesis.

Fisher et al (1993) reported that the sensitivity of the DISC-R in a clinical setting was 

adequate for Anorexia Nervosa, ( 67% ), Bulimia Nervosa (75%) and Obsessive 

Compulsive Disorder (65%). However, the DISC-R had poor sensitivity for the 

detection of Major Depressive Disorder (18%). The authors reported that it became 

apparent that the wording of the Major Depressive Disorder items were complicated and 

needed to be revised. They pointed out that the DISC-R was different from the K-SADS 

and DICA in that the DISC-R required that some of the symptoms co-occurred during a 

period of mood disturbance. However, they also argued that was difficult to tell whether
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the DISC-R was poorer than other interviews in the detection of Major Depressive 

Disorder as the other validity studies have tended to look at affective disorders in general 

rather than specific diagnoses.

Hodges et al (1982) compared nine of the CAS symptom complex scores across three 

groups, 32 out-patients and 18 in-patients with Behavioural Disorders and 37 “normal” 

controls. All three groups were aged between 7 and 14. The authors reported that there 

were differences between the scores of the three groups for eight of the nine symptom 

complexes compared. In terms of the symptom complexes that relate to the emotional 

disorder, the in-patients had higher scores than the out-patients who in turn had higher 

scores than the controls. The in-patients had higher scores than the out-patients and 

controls combined, although there were no significant differences between the latter two 

group on the Separation Anxiety symptom complex. Lastly with regard to the 

Overanxious Disorder symptom complex, the in-patients and out-patients combined had 

higher scores than the controls and the in-patients had higher scores than the out-patients 

and controls combined. These data suggests that the depression symptom complex was 

able to discriminate between all three groups and discrimination between in-patients and 

controls was possible for the Separation Anxiety and Overanxious Disorder symptom 

complexes of the CAS. Hodges et al (1982) reported that the CAS total score was able 

to identify 72% of the in-patients, 41% of the out-patients and 84% of the controls. This 

corresponded to an overall correct classification rate of 66%.

Conclusion o f  validity studies

One of the most difficult issues in conducting studies of the concurrent validity of a 

measure is deciding what is the gold standard against which an instrument may be 

validated. Costello et al 1986 and Shaffer et al 1988 compared the DISC and the DISC- 

R to a non standardised clinical interview and the results showed poor diagnostic 

concordance between the two assessment procedures. It is difficult to Judge the 

significance of these findings. The diagnostic interviews which use the algorithm method
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of generating a diagnosis follow diagnostic rules rigidly. It is possible that this is not the 

case in a non standardised clinical assessment. In practice, it is often not necessary to 

know if a person reaches full diagnostic criteria in order for him/her to be accepted for 

treatment. For example, in a non standardised clinical assessment it is unlikely that a 

person presenting with features of depression would be refused treatment because he or 

she did not meet the DSM criteria for onset or duration. In terms of treatment this would 

be considered a depression disorder, although all of the DSM criteria may not be 

fiilfilled.

Poor diagnostic concordance was also found for the DISC-R when compared against the 

standardised Clinical Assessment Form (Piacentini et al 1993). However, as the authors 

pointed out the CAF was found to be less reliable that the DISC-R and therefore the 

poor diagnostic concordance may a reflection on the CAF rather than the DISC-R. Poor 

diagnostic concordance was found for the CAS when compared against the K-SADS for 

Anxiety Disorders and moderate concordance for depression disorders. Again, it is 

difficult to assess which if either instrument is invalid. This issue is further complicated 

by the fact that Hodges et al (1987) have suggested that the poor diagnostic concordance 

for the anxiety disorders is a reflection of the classification system on which both of the 

instruments were based.

The DICA-R administered by lay interviewers showed moderate diagnostic concordance 

when compared to the DICA-R administered by a psychiatrist interviewer using the 

standard interview format or when compared to an enriched interview (where the 

psychiatrist was allowed to use his/her clinical skills to ascertain symptomatology; Boyle 

et al 1993). This study, however, is different from the others discussed above in that the 

same instrument was used in the validation procedure. This is bound to improve the level 

of diagnostic concordance. It is useful to know that in terms of the DICA-R both lay and 

psychiatrist interviewers would obtain similar information using the same interview. 

However, this interview cannot be considered to be superior to the DISC, DISC-R or the 

CAS despite the moderate level of diagnostic concordance reported because the
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methodology employed was very different from that used in the other studies. In 

summary, in terms of the diagnostic concordance studies none of the interviews appear 

to be superior.

Studies comparing the diagnoses generated by standardised diagnostic interview to 

questionnaire scores have indicated that both the DISC and the CAS have convergent 

validity. However, there is some question over the discriminant validity of the DISC in a 

patient population (Hodges et al 1993). Costello et al (1985) showed that the sensitivity 

of the DISC was high using either of the two diagnostic levels but that this resulted in 

low specificity. In terms of the DISC symptom complexes, psychiatric patients were 

found to have higher scores than paediatric referrals on depression and Separation 

Anxiety Disorder symptoms but not Overanxious Disorder symptoms. Hodges et al 

(1982) reported that the CAS was able to discriminant between psychiatric patients and 

controls on all three of these symptom complexes. The present author knows of no 

studies which have looked at convergent validity of symptom scales or discriminant 

validity of the child version of the DICA-R.

In summary, the studies on diagnostic convergence did not provide any clear evidence 

for choosing one measure over an another. The CAS appeared be the superior instrument 

for the purpose of this thesis as there was evidence for reasonable convergent and 

discriminant validity. There were, however, a number of disadvantages in using the 

CAS. Firstly, the studies on the psychometric properties of this interview have all been 

conducted using patient samples. The CAS, has, however, been used in a community 

sample (Kashani et al 1989). Hodges (1993) has argued that data from the use of the 

CAS in community samples testifies to its validity. For example, Kashani et al (1989) 

found greater depression in 17 year olds than in 9 to 12 year olds. This supports known 

developmental trends. It is also important to point out that studies which have used the 

DISC-R and the DICA-R in a community sample do not provide convincing evidence to 

support their use in this group. Finally, the CAS only contains screening instruments for 

eating disorder. However, the author recommends using a module from the DISC 2.1
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which had good sensitivity in the detection of both Anorexia and Bulimia Nervosa in a 

patient sample.

Summary

* There are two main approaches to the assessment of psychopathology in children and 

adolescents, the categorical or diagnostic approach used in both the ICD and DSM 

systems, and the empirical approach.

* There are a variety of methods for the assessment of psychopathology in children and 

adolescents, including questionnaires and interviews. Both methods have advantages and 

disadvantages. The main disadvantage of most questionnaires is that they are not 

diagnostic, whereas most diagnostic interviews provide both diagnoses and symptom 

scores, combining both the categorical and dimensional approaches to the assessment 

procedure.

* There are a number of diagnostic interviews available and the psychometric properties 

of each are likely to be of importance in choosing one which is appropriate. Out of all of 

the interviews mentioned in this chapter, the Child Assessment Schedule (Hodges et al 

1982) appears to be the superior measure for the purposes of the present study. This 

interview is suitable for lay interviewers, is designed specifically to be acceptable to 

children and adolescents and has reasonable reliability and validity data to support its 

use.

* Finally, the research literature appears to suggest that some children may be upset 

following participation in a diagnostic interview. The risk to young people appears to be 

small but researchers should be aware of these potential difficulties.
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Section 3
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CHAPTER 5:

Emotional well being in children and adolescents attending 
specialist schools for the performing arts

INTRODUCTION

Eating disorder in young dancers

Numerous studies have shown higher rates of eating disorder and eating disorder 

symptomatology in adult dancers in comparison to non dancing controls (Gamer and 

Garfinkel 1980, Warren 1980, Cohen et al 1982, Braisted et al 1985, Brooks-Gunn and 

Warren 1985, Brooks-Gunn and Warren 1988, and Brooks-Gunn et al 1988). Very few 

studies, however, have focused on child and adolescent dancers. Only one study has 

included dancers as young as 12 (Gamer and Garfinkel 1987) and the main focus of this 

research was at the two year follow up where the mean age of the subjects was 15.6 

years.

Anorexia Nervosa has been shown to have a bimodal age of onset (Halmi et al 1979) 

with peaks at the age of 14 (Rastam et al 1989) and 18 (Smukler et al 1986). There is 

also an increasing recognition of the occurrence of eating disorders, usually Anorexia 

Nervosa in younger children (Lask and Bryant-Waugh 1992). Bulimia Nervosa typically 

occurs around the age of 18 (Russell 1979 and Fairbum and Cooper 1984), however, 

cases have been noted in younger age groups. Schmidt et al (1992), for example, have 

reported on a small number of cases of Bulimia Nervosa that developed before the age of 

14. It would, appear, therefore, that in recognition of the fact that eating disorders can 

develop in childhood and early adolescence, investigations of potential risk groups for 

the development of eating disorder should include individuals within these age groups. In 

line with the research on adult dancers, therefore, the first aim of this study was to
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investigate whether eating disorders and eating disorder symptomatology are more 

prevalent in a young group of dancers than their non dancing peers.

The signi ficance of eating disorder symptoms in a dance population

As mentioned earlier in Chapter Two, a number of researchers have questioned the 

significance of the presence of anorexic type symptomatology such as low weight, 

amenorrhea and aversion to fatness, in dance populations. Owens and Slade (1987) have 

suggested that measuring the personality characteristics known to be associated with 

Anorexia Nervosa may be a more useful way of comparing individuals with this disorder 

to others, who superficially at least, have similar characteristics.

Slade (1982) suggested that the combination of two personality characteristics, 

"perfectionism" and "general dissatisfaction" were major risk factors for the development 

and maintenance of Anorexia Nervosa and Bulimia Nervosa that has developed fblloAving 

a period of Anorexia Nervosa. Slade and colleagues developed the Setting Conditions 

for Anorexia Nervosa Scale (SCANS: Slade and Dewey 1986 and Slade et al 1990). 

The short version of the SCANS is a two scale questionnaire consisting of 22 items 

tapping "perfectionism" and "general dissatisfaction". Individuals scoring above cut offs 

on both the critical scales, the "neurotic perfectionists", are those who are said to be at 

risk of developing an eating disorder.

In a study using the SCANS questionnaire with eating disorder patients and normal 

controls, Slade and Dewey (1986) reported substantial differences between the scores of 

the patient groups and that of normal controls on the “perfectionism” and “general 

dissatisfaction” scales of the SCANS. The mean “perfectionism” score for the patient 

group was 31 which compared with a mean score of approximately 24 in controls. The 

mean “general dissatisfaction” scores for the patient group was 52 which compared with 

a mean score of approximately 36 in controls.
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The SCANS’ ability to identify individuals who may at a risk of developing an eating 

disorder at some time in the future has never been investigated. However, Slade and 

Dewey (1986) have shown that this questionnaire can discriminate between individuals 

with a current eating disorder and those without eating disorder. Individuals were placed 

into either a high or low risk group according to whether they had scored above both of 

the SCANS cut ofifs (high risk) or below both cut off points (low risk). Slade and Dewey 

(1986) reported that the high risk group had significantly higher scores on the EAT-40 

and the EAT-26 than the low risk group. The authors also reported that using the two 

cut offs, the measure correctly identified 85% of the patient group and 86% of the 

controls. One additional advantage of the SCANS is that the purpose of the 

questionnaire is not readily apparent to the respondent because it does not focus on 

eating disorder symptoms. The measure, therefore, does not encounter the problem of 

symptom denial which may occur when one is using other eating disorder questionnaires 

that do concentrate on symptomatology.

Owens and Slade (1987) used the SCANS questionnaire in an investigation of serious 

runners. They argued that if running was truly an analogue of Anorexia Nervosa, as 

others had suggested, that runners should have the same personality characteristics as 

individuals with Anorexia Nervosa. They demonstrated that the although the runners had 

“perfectionism” scores (mean = 30) that were similar to the eating disorder patient group 

reported by Slade and Dewey (1986), their “general dissatisfaction” scores were 

considerably lower (mean = 34). This indicated that as a group the runners were more 

like normal controls in terms of their “general dissatisfaction” scores than patients vrith 

Anorexia Nervosa. The authors also reported, however, that 20% of the runners scored 

above both of the SCANS cut offs. This indicated that there were a minority of 

individuals amongst the runners whose personality characteristics paralleled those seen in 

Anorexia Nervosa.

It is suggested here that the SCANS questionnaire may be of use to further the debate 

about the significance of eating disorder symptoms in dance populations. If dancers, for
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example, have the same personality characteristics as those observed in patients with 

eating disorders this would indicate that the similarities between these groups are not 

simply of a superficial nature. The use of this questionnaire in dance and non dance 

populations will be investigated in the present study.

The role o f a competitive environment in the development ofpsychopathology

As discussed in Chapter 2, Gamer and Garfinkel (1980), have suggested that 

competitiveness alone is not sufficient to precipitate an eating disorder. The authors 

compared a sub sample of highly competitive dancers to a group of music students. They 

argued that the musicians were similar to dancers in that they were subject to the same 

kinds of competitive pressures but that the dancers and musicians were dissimilar in one 

crucial respect: Musicians were not expected to conform to rigid standards of weight and 

shape. Their study was designed to tease apart the relative effects of the emphasis of 

weight and shape and competitiveness on the development of eating disorder. Gamer and 

Garfinkel (1980) found that 8% of dancers developed Anorexia Nervosa during training 

compared to 0% in an aged matched sample of music students. This, they suggested, 

indicated that the emphasis on weight and shape within the dance population was more 

influential in the development of eating disorder in dancers than competitive stress.

There are a number of problems with the Gamer and Garfinkel (1980) research, 

however. The design did not allow the researchers to reliably judge the influence of 

competitive stress in the development of eating disorder. Levels of psychopathology 

other than eating disorder were not assessed in the music students participating in the 

study. As discussed in Chapter 3, studies of both professional and student musicians have 

indicated that musicians also experience a number psychological difficulties including 

anxiety and depression. A number of researchers have suggested that these difficulties 

may be stress related and the direct result of the environment in which the musician 

works and is trained (Brandfonbrener 1988 and Kemp 1981). It seems plausible, 

therefore, to suggest that being in a competitive environment increases the risk of the
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development of psychological problems, the manifestation of which may be different in 

different groups. For example, it is possible that the emphasis on weight and shape 

determines the specificity of the disorder in the dance students, but that competitive 

stress is a general risk factor for psychological disturbance. As is the case with dancers, 

very few studies have investigated psychopathology in young musicians. In addition to 

this, previous research with musicians has tended not to use control groups and has used 

somewhat vague definitions of psychological disturbance. These issues will be addressed 

in the present thesis in an investigation of non eating disorder psychopathology in young 

musicians in comparison to age matched controls, using operational definitions of 

psychological disturbance.

The role o f  perceived performance expectations and perceived performance in the 

development ofpsvchopatholosy

Whilst much of the research involving dancers has focused on the differences between 

this group and non dancers, some researchers have sought to identify factors which may 

predispose individuals in a sub culture to psychopathology. Anne French conducted a 

Masters thesis on the teaching of talented children and adolescents from dance and 

drama schools. She observed that the expectations placed upon these children from both 

parents and teachers were often exceptionally high and that this often puts children at 

risk for psychological difficulties (French 1992). Gamer and Garfinkel (1980) have also 

suggested that perceived performance expectations may be related to the expression of 

emotional vulnerability in their group of dancers. In the current study it is suggested that 

perceived performance expectations need to be viewed in the context of perceived 

performance and that where perceived expectations exceed perceived performance, 

psychological difficulties ensue. One of the objectives of this study, therefore, was to 

investigate the role of the discrepancy between perceived performance and perceived 

performance expectations and psychopathology.
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The present investigation: Aims and hypotheses

In order to carry out the above research children and adolescents between the ages of 11 

and 16 were recruited. The first group were dancers attending specialist dance schools, 

that is children and adolescents who receive their dance training and their academic 

education within one establishment. It is suggested that this type of environment has a 

single focus and thus is likely to be more competitive than a dance school which offers 

dance training to students outside school hours. In the latter schools the pursuit of dance 

tends to be more for recreational purposes. In a similar design to that of Gamer and 

Garfinkel (1980), a group of young musicians, also fi*om specialist schools for music, 

have been recruited to the study. Finally, a group of "non performing arts” students have 

been included in this research. The specialist school students were compared to children 

studying within schools which have a strong academic focus but no specialist training in 

the performing arts. A number of hypotheses were formulated.

1)The first aim of this research was to investigate the prevalence of eating disorder and 

eating disorder symptomatology in young dancers in comparison to non dancers. It was 

hypothesised that, the dancers in both the early adolescence group (11-13) and late 

adolescence group (14-16) would have higher rates of eating disorder and eating 

disorder symptomatology, as assessed by a standardised psychiatric interview, than non 

dancers.

2)The second aim of this research was to investigate the use of the SCANS questionnaire 

in dance and non dance populations. A number of specific hypotheses were postulated in 

relation to the use of the SCANS within this thesis:

a)It was hypothesised that all of the dancers identified with Anorexia Nervosa would be 

classified as "neurotic perfectionists" and score above the cut off points on both of the 

SCANS’ scales.

b)In line with the suggestion that dancers are a risk group for the development of eating 

disorder, it was hypothesised that there would be an association between group
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membership (dancer/non dancer) and the SCANS scoring profile i.e.more dancers would 

be classified as “neurotic perfectionists” than either musicians or controls.

c)In line with the observation that performing artists are required to strive for perfection, 

it was hypothesised that the dancers would have significantly higher scores on the 

“perfectionism” scale than controls, but that there would be no significant difference 

between the dancers and the musicians

d)Finally, it was hypothesised that the dancers would score significantly higher on the 

"general dissatisfaction" scale of the SCANS questionnaire than both the musicians and 

controls.

3) The third aim of this study was to investigate the role of a competitive environment in 

the development of psychopathology. The music group were investigated for a range of 

child and adolescent diagnoses and symptoms using a standardised psychiatric interview. 

It was hypothesised that there would be an association between group membership 

(musician/control) and the presence or absence of non eating disorder diagnoses, that is 

the musicians would have more (non eating disorder) diagnoses than control students 

and significantly more psychopathological symptoms (not including eating disorder 

symptoms) than controls. The precise definition of psychopathology and the diagnoses 

assessed will be described in the methodology section.

4)The final aim of this research was to investigate the significance of a discrepancy 

between perceived performance expectations and perceived performance in specialist 

school children Avith regard to emotional well being. It was hypothesised that students 

(both dancers and musicians) whose perceived expectations exceeded their perceived 

performance in the specialist subject would have significantly more psychopathological 

symptoms than students vsdthout this discrepancy.

It was further predicted that there would be a relationship between the discrepancy 

variable (described above) and self esteem. Harter (1982) has argued that self esteem 

may be regarded as having a hierarchical structure in children 8 years and above. She has
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suggested that children and adolescents have a sense of their own general self worth 

(global self esteem) and a sense of their own competencies within a variety of domains, 

seen as lower order evaluative dimensions. Harter's (1982) research highlighted five 

lower order self esteem dimensions of importance to children and adolescents, 

specifically domains relating to social, academic, athletic, physical and behavioural self 

esteem. Harter's Perceived Competence Scale (Harter 1982) has since been adapted for 

British children (Hoare et al 1993). It was hypothesised that there would be a significant 

negative relationship between the discrepancy variable and the global and physical self 

esteem scales of the British version of the Perceived Competence Scale for the dancers 

and between the discrepancy variable and global self esteem scale for the musicians. The 

Perceived Competence Scale, however, would also allow for an exploratory analysis of 

self esteem in specialists and non specialists across a variety of areas of functioning.

METHODS

SUBJECTS 

Dance schools

A total of ten dance schools were approached for this study. The names of these schools 

were provided by the Council for Dance Education and Training. Six of the schools 

approached refused to participate and thus a total of four schools were initially recruited 

into the study. However, a number of students from one of the schools became 

distressed following the research interview and it was decided that testing should be 

abandoned. The research literature on the risks of interviewing children will be discussed 

elsewhere in this thesis. None of the data obtained from the school has been included in 

this study. In total the students from three dance schools were included in this research. 

A description of each of these is given below.
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Dance school 1:

This dance unit was attached to a large comprehensive school in Scotland and consisted 

of a group of talented dancers from all over Scotland. All of the students were funded by 

Scottish Education Authorities. These dancers followed a basic academic curriculum 

alongside the other comprehensive school children and then also received specialist 

dance training during the day and in the evenings. The emphasis of the dance training in 

this school was classical ballet. At the time of testing the school consisted of twenty- 

seven girls and thirteen boys, the majority of whom were boarders. The school agreed 

for the parents all of these students to be approached. No response was obtained from 

the parents of two of the female students and one male student These students did not, 

therefore, participate in the study. Eleven students were not available during the weeks 

allocated to testing, eight females and three males. Thus data were collected from a total 

of seventeen females (all resident students) and nine males (eight resident students and 

one day pupil).

Dance school 2:

The second dance school was located in the Midlands. This was a private school 

providing both primary and secondary education in dance and drama. The students from 

this school were trained in a variety of dance forms including ballet. This school did 

accept male students but at the time of interviewing there were no male students in the 

age group of interest (11-16). The parents of all of the school's twenty-one female 

dancers were approached. Twenty of these students were available during the testing 

period. However, one of the students who had agreed to participate in the study refused 

to speak during the research interview. Her data have, therefore, been excluded. Thus 

nineteen female students were included in the study, seven boarding students and twelve 

day pupils.
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Dance school 3:

This dance school was located in the North West. This was a small private day school 

which specialised in the teaching of dance and drama. Again, the students from this 

school were taught a variety of dance forms including ballet. The school agreed for 

twenty of its fifty dancers to be recruited. All of the male dancers (N=6) were initially 

recruited. It was decided that this was appropriate as there is a limited amount of 

research including young male dancers. The remaining fourteen girls were selected at 

random from the school registers. Two of the boys were unavailable during the week in 

which the research was being conducted and therefore an additional two girls were 

recruited at random from the remaining students. One of the interviews with a male 

students was also incomplete because of time constraints. In summary, therefore, 

complete data sets were available for nineteen students, sixteen females and three males.

Thus a total of 64 dance students between the ages of 11-16 participated in the study. A 

break down of the dance sample is provided in table 5 below.

Music schools

Five music schools were approached for this study. The names of these schools were 

provided by the International Society for the Study of Stress in Performers. Three of the 

schools did not respond. Two of the schools approached did agree to participate. Both 

of the music schools agreed for the parents of thirty five of their students to be 

approached. As there were more music students available for recruitment than there 

were dancers it was decided to that the music students should be matched to the dance 

group on the basis of the composition of the dance group in terms of age, sex and 

boarding status rather than subject to subject.
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Table 5: Dancers in each recruitment group

DANCERS AGED 11-13 (39%) 

N=25 (of total 64 subjects)

DANCERS AGED 14-16 (61%) 

N=39 (of total 64 subjects)

FEMALES (88%) MALES (12%) FEMALES (77%) MALES (23%)

N=22 (of 25) N=3 (of 25 ) N=30 (of 39) N=9 (of 39)

BOARD DAY BOARD DAY BOAR DAY BOARD DAY
(41%) (59%) (67%) (33%) D

(50%)
(50%) (67%) (33%)

N=9 (of N=13 N=2 N=1 N=15 N=6 N=3
22) (of 22) (of 3) (of 3) N=15 

(of 30)
(of 30) (of 9) (of 9)

An attempt was made to replicate this composition of students within each music school. 

The registers of both schools were obtained and the students were divided into groups of 

the basis of age, sex and boarding status. A certain number of students were then 

selected at random from each recruitment group.

Music school 1:

Music school 1: This co-educational independent music school, located in Scotland, 

consisted of both boarding and non boarding students. The school agreed for the parents 

of thirty-five of its students to be approached, seven males and twenty-eight females. The 

parents of five of the female students did not reply to the letters requesting their consent 

for their children to participate in the study. These students were not included in the 

research. Six of the female students were unavailable for testing. In addition to this, five 

students for whom parental consent was obtained, later refused to participate. Data from 

one male student have been excluded from the study as the interview was incomplete. 

This student had a lot of difficulty answering the questions during the research interview 

and it was the impression of the researcher that this student had quite profound learning 

difficulties. Inspection of this student's questionnaire revealed that none of the questions 

had been answered correctly and in many cases the pages had been destroyed with 

scribbles. It was later confirmed by the school that this particular child had been
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identified as one who had difficulties and an assessment by an educational psychologist 

was in the process of being arranged. In total, therefore, twelve female students (nine 

boarders and three non boarders) and six males (all boarding students) were included in 

the study.

Music school 2:

This London music school was also an independent co-educational school with boarding 

and non boarding students. The school agreed for thirty-five of its students to be 

recruited, seven males and twenty-eight females). The parents of eight of the children 

failed to reply to the letter asking them to allow their children to participate and seven 

students were not available during the testing period. In addition to this, two parents 

refused to allow their children to participate. Thus twelve females (eight boarders and 

four non boarders) and six males were recruited into the study (five boarders and 1 non 

boarder) were recruited.

In total 36 music students were recruited to the study. The composition of the sample is 

represented in table 6 below.

Table 6: Musicians in each recruitment group

MUSICIANS AGED 11-13 (33%) 

N=12 (of total 36 subjects)

MUSICIANS AGED 14-16 (67%) 

N=24 (of total 36 subjects)

FEMALES (83%) MALES (17%) FEMALES (58%) MALES (42%)

N=10(of 12) N=2 (of 12 ) N= 14 (of 24) N=10(of24)

BOARD DAY BOARD DAY BOARD DAY BOARD DAY
(50%) (50%) (100%) (0%) (86%) (14%) (90%) (10%)

N=5 (of N=5(of N=2 N=0 N= 12 N=2 N=9 N=1
10) 10) (of 2) (of 14) (of 14) (of 10) (of 10)
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Control schools

The control schools were selected from the independent school sector. An attempt was 

made to match each of the performing arts schools directly with a control school in terms 

of a number of important variables. The rationale for selecting the specific variables was 

that it was felt that each of these might significantly affect the experience of being at 

school, i.e. the experience of being at an all girls school might be very different from 

being in a co-educational school. Schools were approached on the basis of the following 

selection criteria:

1 .Location: It was decided that the control school should be in a similar location to the 

school to which it was to be matched.

2. Sex: It was decided that the co-educational performing arts schools should be matched 

with co-educational control schools.

3.Boarding status: It was decided that the non boarding dance school should be matched 

with a non boarding control school and that mixed boarding and non boarding should be 

matched with schools which had a similar ratio of boarders to non boarders.

The names of the control schools were selected from the Parents' Guide to Independent 

Schools Directory, 1992-1993. This book gives detailed information about schools in 

Britain including details about the location and size of the school, ratio of males to 

females and boarders to non boarders. On the basis of this information twenty three 

schools that appeared to meet the selection criteria were approached. Nineteen schools 

refused to participate leaving a total of four schools that gave their consent. However, 

one school dropped out shortly before testing began citing unforeseen work 

commitments as the reason for them leaving the study. Thus, three co-educational 

schools were recruited into the study.

Unfortunately, the response rate for the control schools was so low that the direct 

matching of schools proved to be impossible. It was decided, therefore to match the
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control school students to the dance sample as a whole in the same way as the music 

school students had been matched to the dance group, according to age, sex and 

boarding status. The three control schools included in this research are described below.

Control school 1:

This school was located in Scotland. The school authorities agreed for the parents of 

sixty students to be approached, twelve males and 48 females. The parents of fifteen did 

not return the consent forms and therefore these students were not included. Five female 

students were not available during the testing period. The parents of twelve females and 

two male students refused to allow their children to participate. One female student also 

opted not to continue with the interview and thus her data have not been included in the 

study. Thus, fifteen females (nine boarders and six non boarders) and ten male students 

(nine boarders and one non boarder) were recruited into the study.

Control school 2:

This school was located just outside London. The school agreed to allow thirty of their 

students to be recruited (twenty five females and five males). The parents of three female 

students did not return their consent forms and, therefore, these students were not 

included in the study. Two female students were not available during the testing period. 

The parents of one male student and two female students did not give consent for their 

students to be included in the research. Thus eighteen female students (nine boarders and 

nine non boarders) and four male students (three boarders and one non boarder) were 

included in the study.

Control school 3:

This school was located just outside London. The school agreed for thirty five of its 

students to be recruited (seven males and twenty-eight females). The parents of six
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female students did not return their consent forms and two male and two female students 

were not available during the testing period. The parents of five females and two males 

refused to give their consent for their children to be included in the study Thus, fifteen 

female students (seven boarders and eight non boarders ) and three male students (all 

non boarders) and were included in the study. In total 65 control students were 

recruited. The precise composition of the group is given in table 7 below.

Table 7: Control students in each recruitment group

CONTROLS AGED 11-13 (42%) 

N=27 (of total 65 subjects)

CONTROLS AGED 14-16 (58%) 

N=38 (of total 65 subjects)

FEMALES (81%) MALES (19%) FEMALES (68%) MALES (32%)

N=22 (of 27) N=5 (of 27 ) N=26 (of 38) N=12 (of 38)

BOARD DAY BOARD DAY BOARD DAY BOARD DAY
(50%) (50%) (60%) ( 40%) (54%) (46%) (75%) (25%)

N=ll (of N=ll(of N=3 N=2 N= 14 N=12 N=9 N=3
22) 22) (of 5) (of 5) (of 26) (of 26) (of 12) (of 12)

A summary of the attempted recruitment and actual recruitment of dance, music and 

control students is provided in table 8.
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SCHOOL SUBJECTS'
PROFILE

SUBJECTS
APPROACHED

SUBJECTS
SECURED

NON
RESPOND.

NOT
AVAIL
ABLE

PARENT
OR
SUBJECT
REFUSALS

OTHER

DANCE N= 83 64 N =3 N=14 N= 1 N =2
SCHOOLS 4% 17% 1 % 1 %

F(N=) 64 52
%F= 77% 81 %

M (N=) 19 12
%M= 23% 19%

BOARD (N=) 45 32
% BOARD = 54% 50%

DAY (N=) 38 32
% DAY = 46% 50%

MUSIC N= 70 36 13 13 7 1
SCHOOLS 19% 19% 10% 1 %

F(N=) 56 24
%F= 80% 67%

M (N=) 14 12
%M= 20% 33 %

BOARD (N=) 34 28
% BOARD = 49% 78%

DAY (N=) 36 8
%DAY = 51 % 22%

CONTROL N= 125 65 N = 24 11 25 0
SCHOOLS 19% 9% 20%

F(N=) 101 48
%F= 81 % 74%

M (N=) 24 17
%M= 19% 26%

BOARD (N=) 64 37
% BOARD = 51 % 57%

DAY (N=) 61 28
% DAY = 49% 43%

Key: F: Females, M:Males, % F: Percentage of females, % M: Percentage of males, 

BOARD: Boarding students, DAY: Day pupils, % BOARD: Percentage boarding school 

students, % DAY: Percentage day pupils.
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Exclusion criteria

In all cases the teachers from the non performing arts schools were asked to identify 

children who were particularly gifted in either dance and or music and these children 

were excluded from the initial recruitment stage.

The recruitment process

A total of thirty-eight schools were approached for inclusion into this study. Each of the 

schools was sent a letter which included brief details of the purpose of the study. If no 

response to the initial letter had been received after two weeks a phone call was made to 

the school. If neither of the first two approaches were successful in obtaining either a 

positive or negative response a second letter was sent to the school. This letter included 

more details about the study and the number of students that would be required from 

each school. This second letter also included a sample copy of the "Parents Information 

Package" and consent form to be sent to the parents of all students participating in the 

study. This document was divided into four sections. Section one provided a research 

overview; section two described how the research would proceed; section three gave 

information about the research materials; section four attempted to answer common 

queries and questions about the research. A copy of the research questionnaire to be 

used in the study was also given in the appendix of the document. The schools were also 

sent a copy of the consent form to be sent to parents and a video of a mock research 

interview to review. (A copy of the "Parents Information Package" and consent forms 

given to the parents may be found in appendix 2). A phone call to the school was made 

after a three week lapse if no response had been received following this second letter. If 

the schools did not reply following this approach no additional contact was made with 

the school.

Once the schools had agreed to participate in the study, an approach was made to the 

parents of each of the children selected for the study. Each parent was sent a "Parents 

Information Package", containing a copy of the research questionnaire and consent form. 

Parents were urged to read the information document before consenting to allow their
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children to participate. Each school was also given a further four copies (five in total) of 

the video containing a mock research interview to give to parents at their request. It was 

specified in the "Parents Information Package" that these videos were available for 

parents to view should they wish. Parents were requested not to show the research 

materials to their children and asked to contact the main researcher at Great Ormond 

Street Hospital if they had any further questions. If parents had not replied within three 

weeks, the relevant materials were sent again.

Ethical approval

An application for ethical approval was made to the Hospitals for Sick Children and the 

Institute of Child Health's Standing Committee on Ethical Practice. The project was 

initially submitted under the title of "Eating disorders, physical development and 

psychiatric morbidity in young ballet and music students". Dr Lask, Consultant 

Psychiatrist and Head of the Great Ormond Street Hospital Eating Disorders Team and 

Dr Bryant-Waugh, Consultant Clinical Psychologist on the Eating Disorders Team, 

were named as the responsible investigators. The present author was named as the 

principal worker on the project who would be submitting this research in the form of a 

Ph D thesis.

Approval for the study was given with the provision that two points were noted. The 

first related to a requested amendment to the letter sent to parents and the second 

required that the children recruited to the study were not self selected. The amendment 

to the letter to parents was made as requested. Furthermore, none of the students 

recruited to this study were self selected. (See appendix 3 for letter of confirmation of 

ethical approval)

The title of this study was later changed to "Emotional well-being in children And 

adolescents attending specialist schools for the performing arts" as it was felt that this 

was a more accurate description of the research. However, this change in title did not in
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any way change the methodology of the study for which ethical approval had been 

granted.

MATERIALS

The assessment ofpsychopathology

It was decided to use an interview rather than questionnaire measure of 

psychopathology. The advantages and disadvantages of both of these methods have been 

discussed in Chapter Four. One of the interviews used for the assessment of 

psychopathology was the Child Assessment Schedule (CAS: Hodges et al 1982) . This 

interview enables the standardised assessment of psychopathology and the generation of 

diagnoses according to the DSM 111-R classification system. This includes an 

assessment of depression including Dysthymia and Major Depression Disorder, and 

anxiety disorders including Separation Anxiety Disorder, Overanxious Disorder, Simple 

Phobia, School Phobia, Social Phobia, Agoraphobia and Obsessive Compulsive Disorder. 

(A copy of the interview and DSM III-R diagnostic criteria for the disorders covered by 

the CAS may be found in appendix 4). As well as diagnoses a number of symptom 

complexes can be generated which relate to the main diagnostic categories covered by 

the interview. The symptom complexes generated in this study from the CAS were for 

Overanxious Disorder and Separation Anxiety Disorder symptoms. As the Dysthymia 

and Major Depression Disorder symptom complexes shared some items, these were 

collapsed to create one symptom complex which related to symptoms of depression. The 

CAS diagnoses and symptom complexes were generated by a computer programme 

based on scoring algorithms written by the author of the interview, Kay Hodges.

A number of sections or questions included in this interview were omitted for the 

purpose of this study. The latter section of the CAS which covers the behavioural 

disorders such as Attention Deficit Hyperactivity Disorder and Conduct Disorder or the 

section on Reality Testing was not used in this study. This was primarily because the aim 

of the study required the assessment of emotional rather than behavioural difficulties or
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psychotic type problems. The two questions on enuresis and encopresis were omitted 

from the interview following an incident at one of the dance schools. It became apparent 

that these questions were experienced as strange by the children interviewed. The 

feedback from one of the dance schools was that the questions on enuresis and 

encopresis provoked a lot of discussion amongst the younger children that had been 

interviewed. Following this a child who had enuresis, but who had been dry for three 

weeks, had a relapse. This child had not been interviewed but had been privy to the 

discussions about these items in the interview. It was decided that as enuresis and 

encopresis is fairly rare in the general population and that this specific area was not the 

primary focus of the study, that the section should be omitted. Interestingly, there were 

also further problems with the interviews at this dance school and in the end testing here 

was abandoned. Finally, the questions on suicide and self harm (Have you been having 

thoughts about hurting yourself?) were only pursued if an initial screening question was 

endorsed.

As the CAS only covers screening questions for eating disorders, a module from the 

Diagnostic Interview Schedule for Children (DISC 2.1: Fisher et al 1993) was added, as 

recommended by Dr Kay Hodges, the first author of the CAS. This module allows for 

the detection of Anorexia and Bulimia Nervosa according to DSM III-R. The DISC 

interview is accompanied by a scoring logic manual which indicates how diagnoses are 

generated from the interview questions. (A copy of module from the DISC and the 

scoring logic may be found in appendix 5). The scoring logic was written onto a syntax 

file of SPSS for Windows and both Anorexia and Bulimia Nervosa diagnoses can be 

generated by running this programme. The eating disorder symptom scores can also be 

summated to provide a dimensional rather than categorical approach to the assessment of 

eating disorder psychopathology. The entire interview, including both the CAS and the 

eating disorder module from the DISC took about one hour (approximately 50 minutes 

for the CAS and an additional 10 minutes for the DISC module).
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As mentioned in Chapter 4 training in the use of diagnostic interviews is important even 

if the interviews are designed for lay interviewers and the diagnoses are computer 

generated. The present author was trained at the University of Eastern Michigan by Dr 

Kay Hodges in the use of the CAS. The training took place in a number of stages:

l.The present author was required to learn the CAS training manual and to administer 

and score ten interviews. These were conducted with a non referred sample of children 

and adolescents between the ages 11 to 16 from London school. None of the children 

who are the focus of the present thesis were included in this training process.

2 . Audio tapes of the children interviewed in stage one were the focus of discussion with 

Dr Hodges and initial difficulties with the interview were addressed.

3.The present author was required to view videos of the administration of interviews 

conducted by Dr Hodges with both in and out-patients from a psychiatric clinic. These 

interviews were already coded and thus this stage also allowed training in the coding of 

the various interview items. The children interviewed were aged between 8 to 17 and had 

a variety of problems both emotional and behavioural. The coding and administration of 

these interviews were discussed extensively and problems that had emerged were 

addressed.

4.The present author was required to code videos of ten additional interviews with a 

different sample of children again aged between 8 to 17. Two of these children were 

from a non referred sample and the other eight were from a child and adolescent 

psychiatric clinic. This was not known by the present author at the time of viewing. 

Kappa statistics were generated to test for inter-rater reliabihty between the coding of 

interviews by present author and Dr Hodges scores. These ranged from between 0.75 

and 0.85 which is an acceptable level of reliability. Again, areas which appeared to cause 

particular difficulties were discussed.

Finally, Dr Hodges was consulted regarding administration and coding of the interviews 

conducted by Jacqueline Smith throughout the period of the present thesis.
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Questionnaire Measures

All of the children were required to fill in a questionnaire package. This included the 

following;

1.The Perceived Competence Scale (Hoare et al 1993: Items 1-36)

This measure consists of six sub scales which assess academic, social, athletic, physical, 

behavioural and global self esteem. This questionnaire was originally developed using 

American children and adolescents (Harter 1982). The adaptation of the questionnaire 

for British children was used in this study.

2.The Setting Conditions for Anorexia Nervosa Scale (SCANS: Slade and Dewey 1986: 

Items 1 to 221

Slade (1982) has suggested that the combination of two personality characteristics, 

"perfectionism” and "general dissatisfaction" are major risk factors for the development 

and maintenance of eating disorder. The short version of this questionnaire, consisting of 

22 items tapping "perfectionism" and "general dissatisfaction", was used.

3.Perceived Performance Expectations and Perceived Performance!^Specialist school 

children onlv: Items 24-30. Perceived Performance Expectations, items 31-37. Perceived 

Performance)

A number of other questions were also added for the specialist school children to 

measure the perceived performance expectations of significant others and perceived 

performance in the specialist subject. A number of questions were designed to assess 

these areas in collaboration with one of the dance schools for the dance group and both 

of the music schools for the music students.
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In the section on perceived performance expectations subjects were asked to name the 

people who they thought were most interested in them and their area of specialism. They 

were then asked to assess how important they felt it was to the person (s) named that 

he/she did well in the specialist subject. The areas covered in these questions related to 

the perceived importance of a good performance within dance or music classes, the 

perceived importance of good marks in exams relating to the specialist subject, the 

perceived importance of a good performance in comparison to peers and the perceived 

importance of continuing with the specialist subject in the future. A parallel set of 

questions was also designed to assess the child's perception of his or her performance 

within the specialist subject. These questions covered the same areas included in the first 

section.

A copy of the questionnaires given to the dance and music students may be found in 

appendix 6. The control groups did not receive the perceived performance/perceived 

performance expectation questions, items 24 to 37.

Other Measures:

An additional question was added to the menstrual history questions of the DISC 

interview. The female students were asked to report their age of menarche.

PROCEDURE

All of the research questionnaires were administered in a classroom setting. During this 

time the researcher read out the initial instructions on the first page and reminded the 

students that they could ask for help where necessary. The questionnaires took 

approximately 30 minutes to complete. All subjects were then invited for a research 

interview. This occurred as soon after the questionnaire stage as possible and all 

interviews took place no more than one week after completion of the original 

questionnaire. All of the interviews were conducted in private within the school grounds.
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It was agreed with each of the schools that any information elicited would remain 

confidential, if the child so wished, unless there were concerns for his or her safety. In 

these circumstances it was agreed that the main researcher would take advice from her 

research supervisors before consulting with the schools. Finally, weight and height 

measurements were taken by the interviewer before the interview commenced using 

facilities provided by the school.
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Results

The choice of tests and significance levels

Parametric tests have been chosen to analyse these data where the conditions for the use 

of these tests have been satisfied. There are three criteria that must be met in order for 

parametric tests to be used (Greene and D' Oliveira 1992). Firstly, the sample data 

should be drawn from a normal population. This has been assessed with regard to the 

current data using the Lillefors statistic which detects any significant departures fi-om 

normality (Norusis 1993). Secondly, parametric tests require that the group variances are 

independent. This as been assessed using the Levene’s test for homogeneity (Norusis 

1993). Finally, parametric tests require that the data is measured on at least a ratio scale.

Where parametric tests have been chosen analysis of covariance, (ANCOVA) tests, have 

been used and where non parametric tests were indicated three types of tests have been 

used, including chi-square analysis, the Kruskal Wallis test and the Mann Whitney U test.

The present thesis has involved multiple comparisons within the same data set and 

consequently the 0.01 level of significance has been used for all analyses. This was done, 

in order to reduce the possibility of a type one error (rejecting the null hypothesis when it 

should have been accepted). However, a bottom limit of 0.01 was used as a more 

stringent significance level would vastly increase the possibility of a type two error 

(accepting the null hypothesis when it should have been rejected). No correction has 

been made for the differences in sample sizes between groups. Tabatchnik and Fidell 

(1989) have argued that different sample sizes are only problematic with factorial 

designs. None of the analyses presented here have a factorial design.
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Table 9: The number of boarders and non boarders according to group

BOARDING DANCERS MUSICIANS CONTROLS
STATUS (N=64) (N=36) (N=65)
NON BOARD 32 8 28

(50%) (22%) (43%)
BOARD 32 28 37

(50%) (78%) (57%)

Pearson’s Chi-square was applied to these data. Chi-square (2df) =7.4, P > 0.01. This 

indicated that there was no significant association between group and boarding status.

Table 10: Sex according to group

SEX DANCERS MUSICIANS CONTROLS
(N=64) (N=36) (N=65)

MALE 12 12 17
(19%) (33%) (26%)

FEMALE 52 24 48
(81%) (67%) (74%)

Pearson’s Chi-square was applied to these data. Chi-square (2df)=2.7, P > 0.01 which 

indicated that there was no association between group membership and gender.

Parental occupation

The Registrar General’s (1960) classification system of occupations was used for the 

classification of parental occupation. The system consists of five categories, one 

represents professional occupations usually requiring a university education and five 

represents unskilled labour. However, as there were only a few subjects in categories 

three to five these have been collapsed as have categories one and two. Thus group 1 in 

the table below represents professional and semi- professional occupations and group 

two represents manual occupations of a skilled, semi-skilled and unskilled nature. Data
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were missing for eight students in total (one dancer, one musician and six controls). This 

was because the information provided on occupational status was insufficient for the 

occupation to be coded.

Table 11: Parental occupational status according to group

DANCERS MUSICIANS CONTROLS
(N=63) (N=35) (N=59)

GROUP 1 44 34 50
(70%) (97%) (85%)

GROUP 2 19 1 9
(30%) (3%) (15%)

Pearson’s chi-square was applied to the data. Chi-square (2df) = 11.8, P < 0.01. This 

suggested that there was a relationship between group membership and parental 

occupation. Dance school one appeared to be responsible for this difference between the 

groups. 40% of the parental occupations for this school fell into group 2 in comparison 

to only 20% in dance schools 2 and 3. This is not a surprising result. All of the schools in 

this study were independent and fee paying, apart from dance school 1. Students in this 

school were funded by the regional Scottish education authorities.

Background Statistics

Table 12: Age (in years) according to group

GROUP N MEAN Std
Dev

Std
Error

95 Pet Conf Int MIN MAX

DANCERS 64 13.8 1.2 0.1 13.5 TO 14.1 11.0 16.0
MUSICIANS 36 14.1 1.8 0.3 13.5 TO 14.7 11.0 16.0
CONTROLS 65 13.5 1.3 0.2 13.2 TO 13.8 11.0 16.0

A Kruskal Wallis One Way ANOVA was applied to these data. The Kruskal Wallis chi- 

square (2 df) = 4.9, P > 0.01. This indicated that there were no significant differences 

between the groups with regard to age.
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Physical characteristics

Data have been presented for both males and females separately, although in each case 

the analysis has involved the whole sample.

Table 13: Weight (kg) according to group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=62)

53.3 48.2 49.0 9.3 1.2 46.6 TO 
51.4

32.0 70.0

MUSICIANS
(N=36)

59.8 52.8 55.1 12.9 2.2 50.8 TO 
59.5

32.7 93.6

CONTROLS
(N=65)

57.6 55.0 55.7 10.1 1.3 53.2 TO
58.2

35.0 80.0

ALL NON
DANCERS
(N=101)

58.5 54.3 55.5 111 1.1 53.3 TO 
57.7

32.7 93.6

Note that weight details were not available for two dancers.

An analysis of covariance (ANCOVA) was performed to investigate differences in 

weight across all three groups, controlling for age, sex and height. The results of this 

analysis are presented in table 14.

Table 14: Analvsis of covariance of weight across groups, controlling for age, sex and 

height.

SOURCE OF VARIATION SS DF MS F P
MAIN EFFECTS:
Group (Dancers, Musicians, Controls) 720.7 2 360.4 6.5 0.00 *
COVARIATES: 9014.2 3 3004.7 54.6 0.00 *
Age 358.3 1 358.3 6.5 0.01 *
Sex 55.3 1 55.3 1.0 0.30
Height 4654.0 1 4654.0 84.6 0.00 *

Key: * indicates that P is less than or equal to 0.01
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The ANCOVA revealed a significant main effect for group membership. Two post hoc 

ANCOVAs were, therefore, performed to investigate differences in weight between 

dancers and non dancers (musicians and controls) and musicians and controls, 

accounting for age, sex and height. The results of these analyses are presented in tables 

15 and 16.

Table 15: Analvsis of covariance of weight in dancers and non dancers, controlling for 

age, sex and height.

SOURCE OF VARIATION SS DF MS F P
MAIN EFFECTS:
Group (Dancer vs. Non Dancers) 702.3 1 702.3 12.8 0.00 *
COVARIATES: 9000.7 3 3000.2 54.7 0.00 *
Age 340.6 1 340.6 6.2 0.01 *
Sex 60.3 1 60.3 1.1 0.30
Height 4789.2 1 4789.2 87.4 0.00 *

Key: * indicates that P is less than or equal to 0.01

As expected the ANCOVA revealed that the dancers were significantly lighter than non 

dancers.

Table 16: Analvsis of covariance of weight in musicians and controls, controlling for age, 

sex and height.

SOURCE OF VARIATION SS DF MS F P
MAIN EFFECTS:
Group (Musician vs. Controls) 22.1 1 22.1 0.3 0.60
COVARIATES: 5761.3 3 1920.4 27.8 0.00 *
Age 340.3 1 340.3 4.9 0.03
Sex 57.8 1 57.8 0.8 0.40
Height 2688.8 1 2688.8 39.0 0.00 *

Key: * indicates that P is less than or equal to 0.01

The ANCOVA revealed that there were no significant differences in weight between the 

musicians and controls.
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GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=62)

1.66 1.59 1.60 0.09 0.01 1.58 TO 
1.62

1.37 1.81

MUSICIANS
(N=34)

1.71 1.59 1.63 0.10 0.02 1.59 TO 
1.66

1.44 1.83

CONTROLS
(N=65)

1.68 1.62 1.63 0.09 0.01 1.61 TO 
1.65

1.40 1.91

ALL NON
DANCERS
(N=99)

1.69 1.60 1.63 0.09 0.01 1.61 TO 
1.65

1.40 1.91

Note that height details were not available for two musicians and two dancers.

An analysis of covariance was performed to investigate differences in height between the 

three groups, controlling for age, sex and weight. The results of this analysis are 

presented in table 18.

Table 18: Analvsis of covariance of height across groups, controlling for age, sex and 

weight.

SOURCE OF VARIATION SS DF MS F P
MAIN EFFECTS:
Group (Dancers, Musicians, Controls) 0.003 2 0.001 0.4 0.70
COVARIATES: 0.8 3 0.3 70.5 0 00*
Age 0.04 1 0.04 12.3 0.00*
Sex 0.7 1 0.7 18.1 0.00 *
Weight 0.3 1 0.3 84.6 0.00 *

Key: * indicates that P is less than or equal to 0.01

The ANCOVA revealed that there were no significant differences between the three 

groups with regard to height.
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Weight for height ratios

Weight for height ratios were calculated for all subjects. These ratios are calculated on 

the basis of the Tanner and Whitehouse (1966) norms of height and weight for British 

children. The weight for height ratio provides a measure of the child’s weight according 

to the Tanner and Whitehouse norms adjusted for sex, height and age. A ratio of 100% 

indicates that the child’s weight is average for his or her sex, height and age. A weight 

for height range of between 90% and 110% is considered to be normal.

Weight for height ratios could not be calculated for two dancers and two musicians due 

to missing weight and height data.

Table 19: Weight for height ratios (%̂  according to group

GROUP M EAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=62)

101.8 96.1 97.0 11.4 1.4 94.2 TO 
99.9

74.0 127.0

MUSICIANS
(N=34)

105.6 105.0 105.2 17.0 2.9 99.3 TO 
111.1

80.0 160.0

CONTROLS
(N=65)

107.9 108.0 108.0 16.0 2.0 104.0
TO
111.9

77.0 178.0

ALL NON 
DANCERS
(N=99)

107.0 107.0 107.0 16.3 1.6 103.8
TO
110.3

77.0 178.0

A Kruskal Wallis test was applied to these data. The Kruskal Wallis chi-square (2 df) 

=17.9, P < 0.01. This indicated that there were significant differences between the 

groups with regard to the weight and height ratios. Two Mann Whitney U tests were 

performed to investigate differences between dancers and non dancers (musicians and 

controls) and musicians and controls. No additional variables were controlled for as each 

ratio of weight for height is adjusted for age and sex. As expected the dancers had a
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significantly lower weight for height ratio than non dancers, U = 1905.5, P < 0.01 and 

there were no significant differences between the musicians and controls, U = 943.0, P > 

0 .01 .

Hypothesis One: Eating disorders in dancers in comparison to non dancers

It was predicted that dancers in both age groups would have higher rates of eating 

disorder and eating disorder symptomatology than non dancers. The analyses that have a 

bearing on this hypothesis are presented below. As there is evidence that in general 

females have higher rates of eating disorder and eating disorder symptoms than males 

(Barry and Lippmann 1991) details according to gender have also been presented. For 

diagnoses, this will also allow comparison with other work on dancers. However, the 

analysis has involved the whole sample, both males and females.

Table 20: The presence or absence of Anorexia Nervosa in 11-13 vear old dancers and 

non dancers

DANCERS
(N=25)

MUSICIANS
(N=12)

CONTROLS
(N=27)

ALL NON DANCERS 
(N=39)

ABSENT 24 12 27 39
(96 %) (100%) (100%) (100%)

PRESENT 1 0 0 0
(4% ) (0%) (0%) (0% )

As the expected frequency within each cell was less than 5, the Pearson's chi-square was 

applied to these data to investigate overall differences between dancers and non dancers 

in both age groups. For the 11 to 13 year old age group, Pearson's chi-square (Idf) =

1.6. Fisher’s Exact Test revealed that P > 0.01 and that there was no association between 

group membership and a diagnosis of Anorexia Nervosa.
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Table 21: The presence or absence of Anorexia Nervosa in 14-16 vear old dancers and 

non dancers

DANCERS
(N=37)

MUSICIANS
(N=22)

CONTROLS
(N=38)

ALL
NON DANCERS 
(N= 60)

ABSENT 36 22 38 60
(97 %) (100%) (100%) (100%)

PRESENT 1 0 0 0
(3 %) (0%) (0%) (0% )

Height and weight details were not available for 2 dancers and 2 non dancers. This 

information is essential for the diagnosis of Anorexia Nervosa and consequently this 

analysis includes a reduced number of subjects. Pearson's chi-square (ldf)= 1.6. Fisher’s 

Exact Test revealed that P > 0.01 and that there was no association between group 

membership and a diagnosis of Anorexia Nervosa in this age group.

Table 22: The presence or absence of a diagnosis of Bulimia Nervosa in 11-13 year old 

dancers and non dancers

DANCERS
(N=25)

MUSICIANS
(N=12)

CONTROLS
(N=27)

NON DANCERS 
(N= 39)

ABSENT 25 12 27 39
(100%) (100%) (100%) (100%)

PRESENT 0 0 0 0
(0% ) (0% ) (0 94) (0% )

Chi-square analysis was unnecessary since no cases of Bulimia Nervosa in any of the 11 

13 year old students were found.
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Table 23: The presence or absence of a diagnosis of Bulimia Nervosa in 14-16 vear old 

dancers and non dancers.

DANCERS
(N=39)

MUSICIANS
(N=24)

CONTROLS
(N=38)

ALL NON DANCERS 
(N=62)

ABSENT 38 24 36 60
(97 %) (100%) (95%) (97 %)

PRESENT 1 0 2 2
(3 %) (0%) (5%) (3% )

Again, Pearson's chi-square was applied to these data to investigate overall dififerences 

between dancers and non dancers. Chi-square (ldf)= 0.04, Fisher’s Exact Test revealed 

that P > 0.01 and that there was no association between group membership and a 

diagnosis of Bulimia Nervosa.

None of the males in either the dance or non dance group were given an eating disorder 

diagnosis. As in the Gamer and Garfinkel (1980) study no cases of eating disorder were 

found amongst the musicians.

Eating disorder symptoms

A symptom scale of eating disorder symptoms was created for this project. This included 

both the symptoms of Anorexia Nervosa and Bulimia Nervosa and was based on the 

eating disorder questions from the module of the DISC interview.

A reliability analysis of all of the items in the symptom complex was conducted. Any 

items which appeared to lower alpha for the scale as a whole were eliminated before the 

symptom complexes were summated for each group. Nineteen symptoms were placed 

into the reliability analysis and none were removed. This revealed that the scale had good 

internal consistency with an overall alpha coefficient of 0.89.
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The overall number of eating disorder symptoms according to age group are presented 

below. Again a breakdown of symptomatology according to gender has been presented, 

although the analysis has involved the whole sample. Mann Whitney U tests were used to 

investigate the differences between the dancers and non dancers (musicians and controls) 

for each age group.

Table 24: The number of eating disorder svmptoms in 11-13 vear olds according to

group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=25)

0.7 2.5 2.3 3.1 0.6 I .O TO
3.6

0 14.0

MUSICIANS
(N=12)

0 0.9 0.8 1.8 0.5 -0.4 TO 
1.9

0 5.0

CONTROLS
(N=27)

1.0 2.0 1.8 3.0 0.6 0.6 TO 
3.0

0 11.0

ALL NON
DANCERS
(N=39)

1.0 1.7 1.5 2.7 0.4 0.6 TO 
2.4

0 11.0

For the 11 to 13 year olds, the Mann Whitney U test revealed that U=391.5, P > 0.01 

This indicated that there were no significant differences between dancers and non 

dancers with regard to the number of eating disorder symptoms.
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Table 25: The number of eating disorder symptoms in 14-16 vear olds according to 

group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=39)

0.9 3.8 3.2 3.8 0.6 1.9 TO 
4.4

0 17.0

MUSICIANS
(N=24)

1.8 3.0 2.5 3.2 0.7 1.0 TO 
3.9

0 13.0

CONTROLS
(N=38)

0.3 3.8 2.7 3.3 0.5 1.6 TO
3.7

0 15

ALL NON
DANCERS
(N=62)

1.0 3.5 2.6 3.2 0.4 1.8 TO 
3.4

0 15.0

For the second group of students, the Mann Whitney U test revealed that U=1111.5,

P > 0.01 and that there were no significant differences between dancers and non dancers 

between the ages of 14-16 with regard to the number of eating disorder symptoms.

In the previous literature on dancers, there has been some indication that dancers fi’om 

the more competitive regimes have higher rates of eating disorder and eating disorder 

symptomatology than those from less competitive regimes. In the present study dance 

school 1 could be considered to be the most competitive dance school recruited to this 

research. More of the dancers from this school were likely to join a professional dance 

company than the dancers in the other two schools. It was possible that the other dance 

schools were suppressing the overall symptom count for the dance group. The symptom 

counts across the three dance schools were, therefore, investigated. As the majority of 

males were from dance school 1 and there were an unequal number of males in each 

group this analysis has only included females dancers.
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GROUP N MEAN Std
Dev

Std
Error

95 Pet Conf Int MIN MAX

DANCE 
SCHOOL 1

17 5.1 5.3 1.3 2.4 to 7.8 0 17.0

DANCE 
SCHOOL 2

16 1.8 1.9 0.5 0.8 to 2.8 0 5.0

DANCE 
SCHOOL 3

19 2.8 2.8 0.6 1.4 to 4.2 0 11.0

A Kruskal Wallis test was applied to these data. Kruskal Wallis chi-square (2 df) = 4.6, 

P > 0.01. This indicated that there were no significant differences between the symptom 

counts of female dancers at any of the three dance schools.

In summary therefore, contrary to the predictions made at the outset of this research the 

dancers did not have higher rates of eating disorder or eating disorder symptomatology 

than non dancers.

Hypothesis Two : The significance of eating disorder svmptoms in dancers: An 

investigation of the personality characteristics associated with Anorexia Nervosa.

A number of hypotheses with regard to the use of the SCANS questionnaire in the 

current thesis were presented. The analyses that have a bearing on these hypotheses are 

presented below.

Firstly, it was hypothesised that all of the dancers identified with Anorexia Nervosa 

would be classified as "neurotic perfectionists" and score above the cut off points on 

both of the SCANS' scales.
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Table 27: The relationship between the SCANS questionnaire scores and a diagnosis of 

Anorexia Nervosa

NO DIAGNOSIS 
(N=159)

DIAGNOSIS
(n=2)

BELOW SCANS CUT 121 1
OFFS (76%) (50%)

ABOVE SCANS CUT 38 1
OFFS (24%) (50%)

One of the individuals with Anorexia Nervosa scored above both of the SCANS cut offs 

and was classified as a “neurotic perfectionist”.

It was further predicted that there would an association between group membership and 

the SCANS scoring profile i.e.more dancers would be classified as “neurotic 

perfectionists” than either musicians or controls.

Table 28; The ffequencv of students above and below the SCANS cut offs according to 

group

DANCERS MUSICIANS CONTROLS
(N=64) (N=36) (N=65)

BELOW SCANS 46 29 50
CUT OFFS (72%) (81%) (77%)
ABOVE SCANS 18 7 15
CUT OFFS (28%) (19%) (23%)

Pearson’s chi-square was applied to investigate an association between “neurotic 

perfectionism” (scoring above both of the SCANS cut offs) and group membership. In 

this case, chi-square (2df) =1.0, P > 0.01. This indicated that there was no relationship 

between group membership and the SCANS scoring profile.
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The third prediction regarding the SCANS questionnaire was that dancers would have 

significantly higher scores on the “perfectionism” scale than controls, but that there 

would be no significant difference between the dancers and the musicians.

Table 29: Scores on the SCANS "perfectionism" scale according to group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

28.0 29.3 29.0 5.2 0.6 27.8 TO 
30.3

17.0 40.0

MUSICIANS
(N=36)

31.6 30.3 30.7 5.3 0.9 28.9 TO 
32.5

11.4 40.0

CONTROLS
(N=65)

26.5 26.5 26.5 3.1 0.4 25.8 TO 
27.3

20.0 34.0

Comparisons across groups on the perfectionism scale of the SCANS questionnaire has 

revealed that there are significant differences between groups, Kruskal Wallis chi-square 

(2df)=24.6, P < 0.01. Mann Whitney U-tests were carried out to investigate differences 

between the dancers and controls and dancers and musicians. The Mann Whitney tests 

revealed that dancers had higher "perfectionism" scores than the controls, U=1400.0, P < 

0.01. As predicted there were no significant differences between the dancers and 

musicians, U=923.5, P > 0.01.

Finally, it was hypothesised that the dancers would score significantly higher on the 

“general dissatisfaction” scale of the SCANS questionnaire than both the musicians and 

controls.
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Table 30: Scores on the SCANS "general dissatisfaction” scale according to group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

36.5 39.3 38.8 7.3 0.9 36.9 TO 
40.6

22.0 64.0

MUSICIANS
(N=36)

29.2 34.5 32.7 9.2 1.5 29.6 TO 
35.8

17.0 58.0

CONTROLS
(N=65)

34.2 37.2 36.4 6.9 0.9 34.7 TO 
38.2

23.0 50.0

Significant differences were found across groups on the "general dissatisfaction" scale of 

the SCANS, Kruskal Wallis chi-square (2df)= 11.0, P < 0.01. Contrary to the prediction, 

the dancers were not significantly higher than the controls, U=1730.5, P > 0.01. 

However, there were significant differences between the dancers and the musicians,

U=711.0, P <  0.01.

Interestingly, the lowest number of subjects to score above both the SCANS cut offs was 

found in the music group. This group also had the lowest “general dissatisfaction” 

scores, although they were higher than controls on “perfectionism”. The "general 

dissatisfaction" scale measures low self esteem and a feeling of loss of control. It was 

possible, therefore, that fewer musicians scored above the SCANS cut offs because of 

their comparatively higher levels of self esteem. This was investigated further using the 

subjects' scores on the Perceived Competence Scale (Hoare et al 1993). A series of 

Kruskal Wallis chi-square tests were used to analyse the group differences on the self 

esteem sub scales. In cases where these results were significant Mann Whitney U tests 

were used to analyse any differences between dancers and controls, musicians and 

controls and musicians and dancers.
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Table 31: Scores on the social self esteem dimension of the Perceived Competence Scale

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

2.9 3.0 3.0 0.5 0.1 2.9 TO 
3.2

1.0 3.8

MUSICIANS
(N=36)

3.3 3.3 3.3 0.5 0.1 3.1 TO 
3.5

2.2 4.0

CONTROLS
CN=65)

3.0 3.1 3.1 0.7 0.1 2.9 TO 
3.2

1.5 4.0

The Kruskal Wallis chi-square ( 2 df) = 4.5, P > 0.01. This indicated that there were no 

significant dififerences between the groups with regard to social self esteem.

Table 32: Scores on the academic self esteem dimension of the Perceived Competence 

Scale

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

2.5 2.6 2.6 0.6 0.1 2.4 TO 
2.8

1.3 3.8

MUSICIANS
(N=36)

3.0 3.1 3.0 0.7 0.1 2.8 TO 
3.3

1.2 4.0

CONTROLS
(N=65)

2.8 2.7 2.7 0.5 0.1 2.6 TO 
2.8

1.8 3.7

The Kruskal Wallis chi-square revealed that there were significant differences between 

the group, chi-square (2 df) = 11.8, P < 0.01. A Mann Whitney U test revealed that there 

were no significant differences between dancers and controls, U=1929.5, P > 0.01, the 

musicians, however, did have significantly higher academic self esteem scores than the 

controls, U=755.7, P < 0.01 and the dancers, U=714.5, P < 0.01.
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Table 33: Scores on the athletic self esteem dimension of the Perceived Competence 

Scale

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

3.0 2.5 2.6 0.6 0.1 2.4 TO 
2.8

1.2 3.8

MUSICIANS
(N=36)

2.5 2.3 2.4 0.7 0.1 2.1 TO 
2.6

1.0 2.8

CONTROLS
(N=65)

2.8 2.9 2.9 0.7 0.1 2.7 TO 
3.1

1.3 4.0

The Kruskal Wallis chi-square revealed that there were significant dififerences between 

the group, chi-square (2 df) = 12.6, P < 0.01. Mann Whitney U tests revealed that there 

were no significant differences between dancers and controls, U=1581.5, P > 0.01 or 

between the dancers and musicians with regard to athletic self esteem, U= 906.5, P > 

0.01. However, the musicians had significantly lower athletic self esteem scores than the 

controls, U=715.0, P < 0.01.

Table 34: Scores on the behaviour self esteem dimension of the Perceived Competence 

Scale

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

3.1 3.0 3.0 0.6 0.1 2.9 TO 
3.2

1.5 4.0

MUSICIANS
(N=36)

3.3 3.1 3.1 0.5 0.1 2.9 TO 
3.3

2.0 4.0

CONTROLS
(N=65)

2.4 2.8 2.7 0.6 0.1 2.5 TO 
2.8

1.5 4.0

The Kruskal Wallis chi-square ( 2 df) = 15.2, P < 0.01 which indicated that there were 

significant differences between groups. A Mann Whitney U test revealed that dancers 

had significantly higher behavioural self esteem than controls, U=1399.5, P < 0.01 as did
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the musicians, U=703.5, P < 0.01. There were, however, no significant differences 

between the dancers and the musicians, U=1044, P > 0.01.

Table 35: Scores on the physical self esteem dimension of the Perceived Competence 

Scale

GROUP M EAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

2.1 2.0 2.0 0.7 0.1 1.8 TO 
2.2

1.0 3.7

MUSICIANS
(N=36)

2.9 2.6 2.7 0.8 0.1 2.5 TO 
3.0

1.3 4.0

CONTROLS
(N=65)

2.8 2.4 2.5 0.7 0.1 2.3 TO 
2.7

1.0 3.8

The Kruskal Wallis chi-square (2 df) = 22.6, P < 0.05, which revealed that there were 

significant differences between the groups with regard to physical self esteem. The Mann 

Whitney U tests revealed that dancers had significantly lower physical self esteem than 

controls, U=1280.5, P < 0.01 and the musicians, U=577, P < 0.01. There were, however, 

no significant differences in the scores of the musicians and controls on the physical self 

esteem scale, U=986.0, P > 0.01.

Table 36: Scores on the global self esteem dimension of the Perceived Competence Scale

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

2.9 2.8 2.8 0.6 0.1 2.7 TO 
2.9

1.3 4.0

MUSICIANS
(N=36)

3.3 3.1 3.2 0.7 0.1 2.9 TO 
3.4

1.2 4.0

CONTROLS
(N=65)

3.2 2.8 2.9 0.6 0.1 2.8 TO 
3.1

1.8 4.0

The Kruskal Wallis chi-square (2 df) = 8.4, P < 0.01 which indicated that there were 

significant dififerences between the groups with regard to global self esteem. The Mann
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Whitney U test revealed that there were no significant dififerences between the dancers 

and controls on overall global self esteem, U=1891.5, P > 0.01. There were also no 

significant dififerences between the musicians and controls on this scale, U=870, P >

0.01. The musicians, however, did score significantly higher than the dancers with regard 

to global self esteem, U= 754.0, P < 0.01.

Hypothesis Three: Psychopathology in other specialist school children 

Diagnoses

Table 37: The presence of non eating disorder diagnoses in musicians and controls

MUSICIANS CONTROLS
(N=36) (N=65)

ANXIETY DISORDERS
Overanxious Disorder 9 11

(25%) (17%)
Separation Anxiety Disorder 0 5

(0%) (8%)
Obsessive Compulsive 0 1
Disorder (0%) (2%)
Social Phobia 1 1

(3%) (2%)
School Phobia 0 0

(0%) (0%)
Agoraphobia 0 0

(0%) (0%)
Simple Phobia 0 1

(0%) (2%)
DEPRESSION DISORDERS
Major Depressive Episode 1 1

(3%) (2%)
Dysthymia 2 7

(6%) (11%)

As the overall rate of each of these disorders was low when considered separately they 

have been collapsed together. The analysis, therefore, aimed to investigate a relationship
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between group membership and the presence or absence of one or more diagnosis. The 

results of this investigation are presented below.

Table 38: The presence or absence of one or more (non eating disorder) diagnosis

MUSICIANS CN=36) CONTROLS (N=65)
ABSENT 26 49

(72%) (75%)
PRESENT 10 16

(28%) (25%)

Pearson’s chi-square was applied to these data to investigate the association between 

group membership and the presence or absence of one or non eating disorder diagnosis. 

This analysis involved the whole sample from each group, combining the data from both 

male and female subjects. Chi-square (2 df) = 0.1, P > 0.01 which indicated that there 

was no relationship between group membership and the presence or absence of a 

diagnosis.

Symptom complex scores

The CAS interview is scored via a computer algorithm. The scoring programme 

produces symptom complex scores for two anxiety disorders. Separation Anxiety 

Disorder and Overanxious Disorder and two depression disorders, Dysthymia and Major 

Depression Disorder. A reliability analysis was performed for all of the symptom 

complexes and all items which lowered the overall reliability of the dimension were 

removed. For the Separation Anxiety Disorder symptom complex twelve items were 

entered into the reliability analysis and six were removed . This yielded an alpha co

efficient of 0.63. For the Overanxious Disorder symptom complex, seven items were 

entered into the analysis and one item was removed. This yielded an alpha coefficient of

0.67. This indicated that the anxiety symptom complex scales had moderate internal 

consistency. Finally, since the Major Depression and Dysthymia symptom complexes 

shared some items, a single dimension relating to depression was created. The original
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scale contained 31 items and eight of these were removed following the reliability 

analysis. This alpha coefficient for the depression scale was 0.81 which indicated that the 

depression scale had good internal consistency. The symptom complex scores for each 

group are presented below.

Table 39 : Separation Anxiety Disorder Symptoms according to group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

MUSICIANS
(N=36)

0.8 0.8 0.8 1.1 0.2 0.4 TO 
1.2

0 4.0

CONTROLS
(N=65)

0.4 0.8 0.7 1.2 0.1 0.4 TO 
1.1

0 5.0

A Mann Whitney U test was applied to these data. This revealed that there were no 

significant differences between the musicians and controls with regard to Separation 

Anxiety Disorder symptoms, U=113.0, P > 0.01.

Table 40: Overanxious Disorder Symptoms according to group

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

MUSICIANS
(N=36)

0.8 1.7 1.4 1.5 0.3 0.8 TO 
1.9

0 5.0

CONTROLS
(N=65)

0.7 1.4 1.2 1.5 0.2 0.8 TO 
1.6

0 5.0

A Mann Whitney U test was applied to these data. This revealed that there were no 

significant differences between the musicians and controls with regard to Overanxious 

Disorder symptoms, U=1074.0, P > 0.01.
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GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

MUSICIANS
(N=36)

2.8 4.1 3.6 3.8 0.6 2.3 TO 
4.9

0 17.0

CONTROLS
(N=65)

2.1 3.5 3.1 3.7 0.5 2.2 TO 
4.0

0 18.0

A Mann Whitney U test was applied to these data. This revealed that there were no 

significant differences between the musicians and controls with regard to Depression 

symptoms, U=1034.0, P > 0.01.

In conclusion, contrary to the predictions made at the outset, no significant relationship 

between group membership (musician/control) and the presence of a non eating disorder 

diagnosis was found and there were no significant differences between the musicians and 

controls with regard to any of the symptom complex scales.

A exploratory examination of non eating disorder diagnoses and symptoms in dancers in 

comparison to non dancers.

It was decided that as no significant differences were found between the dancers and 

controls with regard to eating disorder diagnoses or symptoms that it was appropriate to 

explore whether these groups differed in terms of non eating disorder psychopathology 

The results of these analyses are presented below:
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Table 42: The presence of non eating disorder diagnoses in dancers in comparison to non 

dancers

DANCERS
(N=64)

NON DANCERS 
(N=101)

ANXIETY DISORDERS
Overanxious Disorder 14 20

(22%) (20%)
Separation Anxiety Disorder 3 5

(5%) (5%)
Obsessive Compulsive 0 1
Disorder (0%) (1%)
Social Phobia 1 2

(2%) (2%)
School Phobia 0 0

(0%) (0%)
Agoraphobia 0 0

(0%) (0%)
Simple Phobia 2 1

(394) (194)
DEPRESSION DISORDERS

Major Depressive Episode 1 2
(2%) (2%)

Dysthymia 1 9
(2%) (9%) .. .

Again as the overall rate of diagnoses within each diagnostic group was low the 

diagnoses have been collapsed together .

Table 43: The presence or absence of one or more (non eating disorder) diagnosis

DANCERS (N=64) CONTROLS (N=101)
ABSENT 45 75

(70%) (74%)
PRESENT 19 26

(30%) (26%)

Pearson’s chi-square was applied to these data to investigate the association between 

group membership and the presence or absence of one or more non eating disorder 

diagnosis. This analysis involved the whole sample from each group, combining the data
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from both male and female subjects. Chi-square (2 df) = 0.3, P > 0.01 which indicated 

that there was no relationship between group membership and the presence or absence of 

a diagnosis.

Table 44: Separation Anxiety Disorder symptoms in dancers and non dancers

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

0.7 0.9 0.8 1.1 0.1 0.6 TO 
1.1

0 3.0

NON
DANCERS
(N=101)

0.6 0.8 0.7 1.1 0.1 0.5 TO 
1.0

0 5.0

A Mann Whitney U test was applied to these data This revealed that there were no 

significant differences between the dancers and non dancers with regard to Separation 

Anxiety symptoms U=2992.5, P > 0.01.

Table 45: Overanxious Disorder symptoms in dancers and non dancers

GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
CN=64)

2.3 1.7 1.8 1.6 0.2 1.5 TO 
2.2

0 6.0

NON
DANCERS
CN=101)

0.7 1.5 1.2 1.5 0.2 0.9 TO 
1.6

0 5.0

A Mann Whitney U test was applied to these data. This revealed that the dancers had 

significantly higher Overanxious Disorder symptoms than non dancers U = 2423 .0, 

P<0.01.
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GROUP MEAN WHOLE SAMPLE
(M) (F) MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

DANCERS
(N=64)

5.8 4.2 4.5 3.1 0.4 3 .7 TO 
5.3

0 12.0

NON
DANCERS
(N=101)

2.3 3.7 3.3 3.7 0.4 2.6 TO 
4.0

0 18.0

A Mann Whitney U test was applied to these data. This revealed that the dancers had 

significantly higher Depression symptoms than non dancers U= 2334.0, P < 0.01. 

Examination of the scores across groups according to gender demonstrated some 

interesting findings. The scores for the female subjects in each group were similar for 

both Overanxious Disorder symptoms and Depression symptoms, however, there were 

quite substantial differences between the scores of the male dancers and the male non 

dancers. This was investigated further.

An attempt was made to investigate differences between dancers and non dancers with 

regard to Overanxious Disorder and depression symptoms according to gender. As the 

number of males in each group were small it was not appropriate to examine the 

differences using the standard Mann Whitney U test. Instead group differences according 

to gender were investigated via chi-square analysis.

The Overanxious Disorder symptoms and depression symptom scores were summated to 

produce one symptom complex, relating to general negative affectivity. Two groups 

were created, one representing high negative affectivity, the other representing 

average/low negative affectivity. Subjects whose scores were one standard deviation 

above the mean on the negative affectivity scale (mean of scale = 5.25, SD = 4.68) were 

placed in the high negativity group and all other subjects were placed in the average/low 

negativity group. Thus subjects with a symptom count of 10 symptoms or more were in
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the high negativity group and those with 9 or less were in the low negativity group. The 

relationship between group membership and high or average/low negative affectivity 

according to gender was then investigated.

Table 47: Negative affectivity in male dancers and non dancers

MALE MALE
DANCERS NON DANCERS
(N=12) (N=29)

AVERAGE/LOW 8 27
NEGATIVE AFFECTIVITY (67%) (93%)
HIGH NEGATIVE 4 2
AFFECTIVITY (33%) (7%)

Pearson’s chi-square (1 df)= 4.8, Fisher’s Exact test indicated that P > 0.01, which 

indicated that there was no association between group membership and negative 

affectivity.

Table 48: Negative affectivity in female dancers and non dancers

FEMALE FEMALE
DANCERS NON DANCERS
(N=52) (N=72)

AVERAGE/LOW 39 57
NEGATIVE AFFECTIVITY (75%) (79%)
HIGH NEGATIVE 13 15
AFFECTIVITY (25%) (21%)

Pearson’s chi-square (1 df) = 0.30, P > 0.01, which indicated that there was no 

association between group membership and negative affectivity.
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Hypothesis Four :The relationship between perceived performance expectations 

and perceived performance in specialist school subiects.

It was predicted that those subjects whose perceived performance expectations exceeded 

their perceived performance would have higher levels of psychopathology than those 

subjects who did not experience this discrepancy. The table below shows the mean 

perceived expectation and perceived performance scores.

Table 49: Mean "‘perceived expectation” and "perceived performance" scores

Mean Std Dev MIN MAX
Perceived Expectations 
(TOTAL)

23.58 4.67 12.0 34.0

Perceived Performance 
(TOTAL)

23.60 5.63 11.0 35.0

The subjects’ scores were divided in three ways:

1 .High/low perceived expectations

All subjects whose perceived expectation scores were greater than one standard 

deviation above the mean for both the dancers and musicians together were placed into a 

high perceived expectation group (mean perceived expectations > 29) and all subjects 

whose mean perceived expectations were more than one standard deviation below the 

mean were placed in the low perceived expectation group (mean perceived expectation 

score <19).

2.High/low perceived performance

Subjects whose perceived performance scores were more than one standard deviation 

above the mean were placed in the high perceived performance group (mean score >30) 

and those whose perceived performance scores were one standard deviation below the 

mean were placed in the low perceived performance group (mean score <18).
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3 . The presence or absence of a discrepancy between perceived performance expectations 

and perceived performance

The perceived performance scores were subtracted from the perceived expectation 

scores. The mean discrepancy was -0.02 with scores ranging from -23 to +14. Negative 

scores indicated that perceived expectations were lower than perceived performance and 

positive scores indicated that the subjects' perceived expectations exceeded their 

perceived performance in the specialist subject. It was the latter discrepancy that was of 

interest in the present thesis, consequently any negative scores were coded to zero to 

point to the fact that there was no discrepancy in the specific area of interest. Two 

groups were then created to represent those with this discrepancy and those without.

The symptom counts of the different groups are presented below.

Table 50: Mean symptom count according to perceived performance expectations, 

perceived performance and discrepancy groups.

Eating
Disorder
symptoms

Overanxious
Disorder
symptoms

Separation 
Anxiety Disorder 
symptoms

Depression
symptoms

HIGH
PERCEIVED
EXPECTATIONS
(N=9)

2.1 2.2 1.4 3.8

LOW
PERCEIVED
EXPECTATIONS
(N=14)

2.3 1.6 1.5 4.0

HIGH
PERCEIVED
PERFORMANCE
(N =ll)

1.0 0.6 0.7 1.2

LOW
PERCEIVED
PERFORMANCE
(N=12)

3.1 2.5 0.8 6.7

DISCREPANCY
fN=49)

3.0 2.0 0.9 5.1

NO
DISCREPANCY
(N=51)

2.0 1.3 0.7 3.3
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The table above shows that there are only marginal differences between the perceived 

expectations groups, although there are quite substantial differences between the 

perceived performance groups with regard to the symptom counts, particularly for 

depression. Finally, those that whose perceived performance expectations exceed their 

perceived performance (discrepancy group) have a greater number of symptoms than 

those without this discrepancy. The difference across each of the two groups according 

to total symptom count were analysed.

Table 51: Mean svmptom count according to group

GROUP WHOLE SAMPLE
MEAN Std

Dev
Std
Error

95 Pet
Conf
Int

MIN MAX

HIGH PERCEIVED 
EXPECTATIONS

9.6 6.6 2.2 4.5 TO 
14.7

0 19.0

LOW PERCEIVED 
EXPECTATIONS

9.4 7.0 1.9 5.3 TO 
13.4

0 25.0

HIGH PERCEIVED 
PERFORMANCE

4.0 3.9 1.4 1.5 TO
6.6

0 11.0

LOW PERCEIVED 
PERFORMANCE

13.0 6.0 1.7 9.2 TO 
16.8

3.0 21.0

DISCREPANCY
(N=49)

11.1 6.9 0.9 9.1 TO
13.1

1.0 36.0

NO DISCREPANCY 
(N=51)

7.3 6.2 0.9 5.6 TO 
9.1

0 25.0

Mann Whitney U test was applied to these data. This revealed that there were no 

significant differences in terms of the symptom counts for the two expectation groups 

U=61.5, P >0.01. The low perceived performance group, however, had significantly 

greater symptoms than the high perceived performance group. U=14.5, P < 0.01. On 

average the low perceived performance group had nine symptoms more than those with 

high perceived performance. There were also significant differences between the two 

discrepancy groups, U= 814.0 , P < 0.01. Subjects with a discrepancy between 

perceived performance and perceived expectations scored on average 4 symptoms more 

than those without the discrepancy.
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It was also predicted that there would be a significant negative relationship between the 

discrepancy variable and global self esteem on the Perceived Competence Scale (i.e. a 

high discrepancy score would be associated with low self esteem) for the musicians and 

furthermore that there would be a negative relationship between the discrepancy variable 

and both the global self esteem and physical self esteem and scales of the Perceived 

Competence Scale (i.e. a high discrepancy score would be associated with low global 

and physical self esteem) for dancers.

Table 52: Correlations between the “discrepancv” variable and self esteem scales

GROUP SOC ACAD ATHL BEH PHYS GLOB
DANCERS
(N=64)

0.12 -0.25 0.05 -0.22 -0.24 -0.37*

MUSICIANS
(N=36)

-0.1 -0.18 -0.34 -0.0 -0.16 -0.58*

Key: Self esteem variables are abbreviated as follows: SOC: Social, ACAD: Academic, 

BEH: Behaviour, PHYS: Physical, GLOB: Global * Spearman’s Rank Order correlation 

significant at the 0.01 level of significance

Spearman’s Rank Order correlation was applied to these data. This revealed that as 

predicted there was a negative correlation between global self esteem and the 

discrepancy variable for both the dancers and the musicians. Contrary to the prediction, 

however, there was no significant negative relationship between the discrepancy variable 

and the physical self esteem scale for dancers.

Another set of correlations were also performed to investigate the relationship between 

perceived performance expectations and perceived performance for the specialist groups 

and the self esteem variables. The results are presented below.
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Table 53: Correlations between the Perceived Competence Scale and "perceived 

performance expectations" and "perceived performance” scores.

VARIABLE SOC ACAD ATHL BEH PHYS GLOBAL
DANCERS
PERCEIVED
EXPECTATIONS

0.09 -0.08 0.23 -0.17 -0.13 0.02

PERCEIVED
PERFORMANCE

-0 04 0.14 0.29 -0.03 0.18 0.35 *

MUSICIANS
PERCEIVED
EXPECTATIONS

-0.17 0.17 0.07 0.1 -0.02 -0.06

PERCEIVED
PERFORMANCE

0.45 * 0.40 041* 0.25 0.29 0.86*

Key ; Self esteem variables are abbreviated as follows; SOC: Social, ACAD: Academic, 

BEH: Behaviour, PHYS: Physical, GLOB: Global. * Significant at the 0.01 level of 

significance

No significant relationship was found between any of the self esteem variables and 

perceived expectations. However, significant relationships were found between the 

perceived performance score and global self esteem for the dancers and between 

perceived performance and social, athletic and global self esteem for the musicians. The 

relationship between perceived performance in the specialist subject and academic self 

just missed significance at 0.015 in the musicians.
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Summary

* There were no significant differences between the three groups in terms of age, sex or 

boarding status. However, there were differences between the groups in terms of 

parental occupation There were a greater number of dancers whose parents were 

employed in skilled or non skilled occupations, in comparison to the musicians and 

controls. The majority of parents of musicians and controls were employed in 

professional or semi-professional occupations.

* With regard to physical status, the dancers weighed less than non dancers and there 

were no significant differences between musicians and controls. No significant 

differences were found between dancers and non dancers with regard to height. The 

dancers were also significantly leaner than the non dancers as assessed using weight for 

height ratios and no significant differences were found between the musicians and 

controls. The mean weight for height ratios of all groups fell within the normal range.

* Contrary to the predictions, no association was found between group membership and 

an eating disorder diagnosis and there were no significant differences between dancers 

and non dancers with regard to eating disorder symptomatology. This pattern was true 

for both age groups, 11-13 and 14-16.

* No significant differences were found between the symptom counts of the female 

dancers from the three dance schools.

* Contrary to the predictions, only one of the dancers with Anorexia Nervosa was 

classified as a “neurotic perfectionist” and no association between group membership and 

scores above or below the SCANS cut offs was found. As predicted there were 

significant differences between the dancers and controls on the “perfectionism” scale of 

the SCANS and no significant differences between the dancers and the musicians on this 

scale. Contrary to the prediction, however, there were no significant differences between
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dancers and controls in terms of “general dissatisfaction”, although as predicted the 

dancers had higher “general dissatisfaction” scores than the musicians.

* An exploratory investigation of self esteem across the three groups revealed a number 

of interesting findings. Comparing the specialist groups the musicians scored higher 

(indicating higher self esteem) on three of the six self esteem scales, relating to academic, 

physical and global self esteem. There were no differences between the dancers and 

musicians with regard to behaviour, athletics or social self esteem. The dancers were also 

lower than controls on the physical self esteem scale and higher than controls on the 

behavioural self esteem scale. There were no significant differences between the groups 

on the other scales. The musicians had higher scores than controls with regard to 

academic and behavioural self esteem but lower scores on the athletic self esteem scale. 

There were no significant differences between musicians and controls on the other scales 

relating to social, physical and global self esteem..

* No support was found for the hypothesis that musicians would have a greater 

frequency of non eating disorder diagnoses than controls. Similar rates of diagnoses were 

found in both groups. Likewise, no support was found for the hypothesis that musicians 

would have more (non eating disorder) psychopathological symptoms than controls. 

There were no differences between the musicians and controls with regard to Separation 

Anxiety or Overanxious Disorder symptoms or Depression symptoms than controls.

* An exploratory investigation of non eating disorder diagnoses and symptoms revealed 

some interesting findings. There was no association between the presence or absence of 

non eating disorder diagnoses between dancers and non dancers. However, there were 

significant differences between the dancers and the non dancers with regard to 

Overanxious Disorder symptoms and Depression symptoms, particularly in the male 

subjects. In a fijrther investigation of these findings the scores for both of these symptom 

complexes were collapsed, to produce a negative affectivity score. Subjects were divided 

into high negative affectivity and average/low negative affectivity. Chi-square analysis
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revealed that was no association between group membership and high or average/low 

negative affectivity. However, 33% of the male dancers fell into the high negative 

affectivity group in comparison to 7% of the male non dancers. This large difference 

between groups was not observed for the female subjects where 25% of the females 

dancers fell into the high negative affectivity group in comparison to 21% of the female 

non dancers.

* Support was found for the hypothesis that specialist students whose perceived 

expectations exceeded their perceived performance would have a significantly higher 

symptom count than those without this discrepancy. On average, individuals with this 

discrepancy endorsed four more symptoms than those without the discrepancy. 

Interestingly, however, individuals with low perceived performance had on average nine 

more psychopathological symptoms than those with a high perceived performance. No 

difference in symptoms was found between the individuals with high or low perceived 

performance expectations.

* As predicted a negative association was found between the discrepancy variable and 

global self esteem for the dancers and musicians, although contrary to predictions no 

association was found between physical self esteem and the discrepancy variable for the 

dancers. Significant positive correlations were also found between global self esteem and 

perceived performance in the specialist subject for dancers, and between perceived 

performance and social, athletic and global self esteem for the musicians. No such 

association was found between self esteem and perceived expectations.

The implications of these findings will be discussed in the next section of this thesis.
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Section 4
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Chapter 6:

A discussion of the findings of the present investigation

Eating disorders in dancers in comparison to non dancers

One of the first objectives of this study was to attempt to replicate the findings of other 

studies which have shown that dancers have higher rates of eating disorders than non 

dancers and to extend this research to include a younger group of dancers. In this study 

the only cases of Anorexia Nervosa were found in the dance group. One of the twenty- 

five 11-13 year old dancers and one of the thirty-seven 14-16 year old dancers received a 

diagnosis of Anorexia Nervosa. No cases of Anorexia Nervosa were found in the non 

dancers. The finding of one case of Anorexia Nervosa in the younger age group of 

dancers between the ages of 11-13 would suggest that this group has been 

inappropriately neglected in previous research. However, no association between group 

membership and a diagnosis of Anorexia Nervosa was found.

All of the published studies looking at eating disorder in dancers have included only 

female subjects. For example, Smukler et al (1985) reported that 7% of their dancers 

with a mean age of 15.6 had Anorexia Nervosa. Likewise, Gamer and Garfinkel (1980) 

found that 8% of a group of highly competitive dancers, with a mean age of 15.4, had 

Anorexia Nervosa. In this study only one of 30 female dancers (3%) between the ages of 

14 to 16 were found to have Anorexia Nervosa.

With regard to Bulimia Nervosa, no cases were found in either the dancers or the non 

dancers between the ages of 11-13. This is not surprising since epidemiological research 

has shown that this disorder is rare below the age of 14 (Lask and Bryant-Waugh 1992). 

One of the thirty female dancers between the ages of 14-16, was found to have Bulimia 

Nervosa (3%). Although this study recruited far fewer dancers, this figure is very similar 

to the 2.8% Bulimia Nervosa reported by Gamer et al (1987) in female dancers with a
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to the 2.8% Bulimia Nervosa reported by Gamer et al (1987) in female dancers with a 

mean age of 15 .7. However, the rate of Bulimia Nervosa found in non dancing subjects 

was quite high in comparison to other epidemiological research. Hoek (1993) conducted 

a review of epidemiological research on the prevalence and incidence of eating disorder. 

He reported that the more sophisticated methodologies, for example those which have 

included a two stage procedure in case detection (screening questionnaire an interview to 

establish diagnosis and analysis of the performance of the initial questionnaire) have 

yielded a consistent 1% prevalence rate for Bulimia Nervosa using DSMIII-R or Russell 

criteria for case detection in adolescent and young women. In this study two of the forty 

female non dancers between the ages of 14-16 (5%) were found to have Bulimia 

Nervosa.

Overall, however, no statistical association was found between group membership and a 

diagnosis of Anorexia or Bulimia Nervosa. The number of subjects recruited to each 

group was very small, particularly considering that eating disorders are quite rare in 

comparison to other psychiatric problems. It is possible that in order to detect statistical 

significance in terms of actual eating disorder far greater numbers would have been 

required. A number of studies, like this one, have used an interview method to detect 

eating disorder in dancers such as that used in the present research (Gamer and Garfinkel 

1980, Smukler et al 1985, Gamer and Garfinkel 1987, Le Grange et al 1995). Only the 

Gamer and Garfinkel (1980) study used a control group of students. In this case the 

authors simply reported the different rates of eating disorder in dancers and controls, 

although no statistical procedures were applied to investigate the significance of these 

differences. The other studies have not used control subjects but have made use of 

epidemiological research as a basis for comparison to rates of eating disorder in their 

samples of dancers. Again no statistical procedures have been applied to investigate the 

differences between the reported rates. It would be reasonable to assume that differences 

between dancers and non dancers reported elsewhere would also not be statistically 

significant had such procedures been applied.
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No significant differences were observed between the dancers and non dancers with 

regard to eating disorder symptomatology. There are a number of possible reasons why 

this might be the case. It is possible that eating disorder symptomatology is lower in the 

present group of dancers than has been reported amongst other dancers. It has been 

suggested that ballet dancers are at a greater risk of developing eating disorder than 

other dancers because they have more rigid weight and shape demands placed upon 

them. As mentioned in the methodology section, whilst all of the dance schools in the 

present study taught ballet this was the primary focus for only one of the schools, dance 

school one. It is possible that the inclusion of two dance schools which offer a more 

general dance programme and are less competitive than dance school one, may have 

suppressed the overall eating disorder symptomatology scores. Although the symptom 

count for dance school one was higher, this was not statistically significant. In addition to 

this one of the individuals with Anorexia Nervosa was from one of the schools identified 

as less competitive and from a school which offered a more general dance focus.

A social class effect may also be responsible for low eating disorder symptomatology 

within the dancers in comparison to non dancers of this study. Crisp (1976) reported that 

the individuals referred to his eating disorders clinic were predominantly from upper or 

middle class families. If one accepts the hypothesis that eating disorders are more 

common in the middle and upper classes one might expect to find more eating disorder in 

the musicians and controls than in the dancers. More of the musicians and controls were 

from middle class families as indicated by parental occupational status. Far fewer of the 

dancers' had parents whose occupations were of a professional or semi-professional 

nature. However, the low rates of eating disorder in dancers in comparison to other 

studies is not simply a case of a social class bias. The composition of the dance group 

within this study is very similar to that reported by Smukler et al (1985). 86% of the 

dancers in Smukler's (1985) study were from social classes I to III. In this study 95% of 

the dancers were fell onto the social classes I to III. The overall rate of Anorexia 

Nervosa in this study, however, is half that reported by Smukler et al (1985) for female 

dancers of a similar age.
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It is also possible that low rates of eating disorder symptomatology are a reflection of a 

recruitment bias. Only 4 of the 10 schools dance schools approached agreed to 

participate and only three completed the whole assessment process. It is possible that 

these are the schools which were the most aware of the potential psychological problems 

in dancers and that this was somehow influential in reducing the overall symptomatology 

in these schools. As mentioned before, testing was abandoned in one dance school. It is 

therefore possible that the individuals with the most problems have been excluded from 

the dance group of this study.

It is also plausible to suggest that the failure to find differences between dancers and non 

dancers with regard to eating disorder symptomatology is not a reflection of low 

symptomatology in the dance group, but high symptomatology in the non dance group. 

This is supported by the observation of higher rates of Bulimia Nervosa in the non 

dancers than is seen within the general population. It is also important to remember that 

the items in the eating disorder symptom scale enquire about the cognitive and 

behavioural aspects of eating disorder, such as aversion to fatness, feeling fat, and 

attempts to lose weight. It is possible that the items included in the symptom scale are 

not specific enough to distinguish high and low risk group for the development of eating 

disorder.

Johnson-Sabine et al (1988) reported that 30% of British schools girls between the ages 

of 14-16 are currently dieting. Hill (1993) has suggested that dieting may also be 

common in preadolescents. It is suggested here that the failure to find differences 

between dancers and non dancers may be a reflection of the symptom scale used which 

covers the cognitive and behavioural aspects of eating disorder known also to be 

common in the general population. It is possible that additional information needs to be 

added to the symptom scale in order to distinguish the dancers and non dancers. For 

example, there are some interesting differences between the dancers and non dancers if 

one looks at the frequency of the three most commonly endorsed symptoms, l)worrying 

about being or becoming fat, 2)feeling fat and 3)attempts to lose weight, in dancers and
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non dancers below 90% weight for height (i.e. below the normal weight for height ratio). 

Twelve dancers and five non dancers were below 90% WT/HT. 53% of the dancers and 

none of the non dancers reported that they worried about being fat or becoming fat, 35% 

of the dancers and none of the non dancers reported that they felt that they were fat. 

Finally, 52% of the dancers and none of the controls had attempted to lose weight. The 

differences between groups approached significance for each of these symptoms. These 

data would indicate that the dancers in this group are a greater cause for concern in 

terms of eating disorder psychopathology than the non dancers.

The significance of eating disorder symptomatology in dancers: The use of the

SCANS Questionnaire

It was predicted that all of the dancers with Anorexia Nervosa would be classified as 

"neurotic perfectionists" The results from this research showed that one of the dancers 

with Anorexia Nervosa (from the 14-16 year old age group) scored above the SCANS 

cut offs. The 13 year old dance student given a diagnosis of Anorexia Nervosa did not 

score above both of the SCANS cut offs. However, she did score above the cut off on 

the “perfectionism” scale but had a score of 40 on the “general dissatisfaction” scale of 

the SCANS. The cut of score for the "general dissatisfaction" scale is 42. These data 

would indicate the similarity between dancers with eating disorder symptoms and 

patients with eating disorder is not of a superficial nature for as many as 50% of dancers.

A further 24% of students were classified as “neurotic perfectionists” but did not receive 

a diagnosis of Anorexia Nervosa. There are a number of possible reasons for this finding. 

Symptom denial is a common feature in Anorexia Nervosa. It is possible that some of 

these students would have received a diagnosis of Anorexia Nervosa had they not denied 

their symptoms. The SCANS questionnaire was also intended to be a measure of risk for 

Anorexia Nervosa and one sub type of Bulimia Nervosa. Consequently, these may be 

individuals who are at risk for developing an eating disorder. It is also important to point
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Anorexia Nervosa and Bulimia Nervosa where there has been a previous history of 

Anorexia Nervosa. One of the non dancers with a diagnosis of Bulimia Nervosa did 

score above both of the SCANS cut offs. Unfortunately, individuals with Bulimia 

nervosa were not asked whether they had previously had Anorexia Nervosa. It is 

possible, therefore, that the overall correct classification rate of the SCANS may have 

been higher if this information had been obtained. No association between group 

membership and “neurotic perfectionism” was found although more of the dancers were 

classified as "neurotic perfectionists" than non dancers. The lowest percentage of 

"neurotic perfectionism" was observed in the musicians and the highest was in the 

dancers. These differences between the two specialist groups will be discussed again in 

Chapter 7.

More of the female dancers and non dancers scored above both of the SCANS cut offs in 

this study than has been reported elsewhere. Waller et al (1992) reported that 18% of the 

females in their sample could be classified as “neurotic perfectionists”. In this study,

31% of the female dancers and 25% of the female musicians and controls scored above 

both of the SCANS cut offs. As one might expect, more of the females scored above the 

SCANS cut offs than the males. 17% of the male dancers, 8% of the male musicians and 

18% of the male controls scored above the SCANS cut ofifs.

As predicted the dancers were more perfectionistic than control subjects, although there 

were no significant differences between the dancers and the musicians. Interestingly, the 

"perfectionism" scores for all groups, both males and females, were similar to those 

reported by Slade and Dewey (1986) for patients with Anorexia and Bulimia Nervosa. 

This pattern has been observed elsewhere, however. Waller et al (1992) reported a mean 

"perfectionism" score of 29 in females aged between 11 and 16 fi-om private schools. The 

authors argued that the subjects in this study were likely to be a highly achievement 

oriented group, thus accounting for their high “perfectionism” scores. This explanation is 

likely to be true for all three groups in the present study.
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No significant differences were found between the dancers and controls on the “general 

dissatisfaction” scale of the SCANS. There were, however, significant differences 

between the dancers and the musicians. This appeared to be a reflection of a 

comparatively high self esteem in the music sample. The mean score on the “general 

dissatisfaction” scale for all three groups, both males and females, were considerably 

lower than the mean score of 52 reported by patients with eating disorders (Slade and 

Dewy 1986).

The music sample had the highest “perfectionism” scores and the lowest “general 

dissatisfaction” scores. This pattern has also been observed by Owens and Slade (1987) 

in a study of long distance runners. The authors argued that the runners had found a 

pursuit which fostered psychological health. The argued that the high "perfectionism" 

scores were not problematic given that they not associated with high levels of 

dissatisfaction. It is possible that this argument also applies to the music sample.

This apparent trend towards high self esteem amongst the music sample was confirmed 

by the results on the Perceived Competence Scale. The musicians had significantly higher 

scores in comparison to the dancers with regard to academic, physical and global self 

esteem, although there were no significant dififerences between these two groups on 

athletic behaviour of social self esteem. The musicians had lower self esteem scores in 

comparison to controls on the athletic scale. This may indicate a true or perceived lack of 

ability in this domain or this result may reflect the fact that most of the musicians did not 

participate in sports because their specialist subject was so time consuming. This was the 

only area where the musicians scored lower than the other groups. They scored 

significantly higher than controls on the academic and behavioural sub scales and there 

no significant dififerences between the controls and musicians on the social, physical and 

global sub scales of the self esteem questionnaire

Although the dancers did not differ significantly from controls with regard to "general 

dissatisfaction" the Perceived Competence Scale revealed that there were some
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differences, with regard to other measures of self esteem, between the two groups. The 

dancers had higher behavioural self esteem but lower athletic and physical self esteem. 

Again, the low athletic self esteem could be either a reflection of true or perceived ability 

in this area. This, however, could also be a reflection of the fact that the dancers were 

not allowed to participate in sports in case they were injured and therefore unable to 

dance. The fact that the dancers had significantly lower self esteem scores on the physical 

sub scale indicate that the dancers were not satisfied with their appearances. This is quite 

worrying given that the dancers are in an environment where appearances are important. 

Interventions designed to increase physical self esteem is likely to be important with this 

group.

Non eating disorder psychopathology in specialist students

One additional aim of this research was to investigate the psychopathology in music 

students in comparison to control students. Overall, there was a similar prevalence of 

non eating disorder diagnoses in both groups and there were no significant differences 

between the groups with regard to the symptom complexes. There is no evidence, 

therefore, that being in a highly focused competitive environment is a general risk factor 

for the development of psychopathology. It would appear that the music school students 

were no different in terms of psychopathology to children in less focused environments,

i.e., children and adolescents from independent schools.

An exploratory analysis of non eating disorder psychopathology in dancers in comparison 

to non dancers was also performed. There were no differences between the groups with 

regard to non eating disorder diagnoses although there were significant differences 

between the dancers and the controls on the Overanxious Disorder and Depression 

symptom complexes were observed. Further inspection of the data indicated that this 

differences could be accounted for by the difference in scores between the male dancers 

and non dancers. The two symptom complexes were collapsed and subjects were placed 

into either a high or average/low negative affectivity group. A very similar proportion of 

female dancers (25%) and female non dancers (21%) scored in the high negative
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affectivity group. Large dififerences between the male dancers and male non dancers were 

observed, however. 33% of the male dancers were in the high negative affectivity which 

compared with only 7% of the male non dancers. Thus, it would appear that male 

dancers have some specific problems that other males do not experience to the same 

degree. Ironically the literature on dancers has tended to focus on the females dancers 

only. The problems faced by male dancers have largely been neglected in the literature. 

This research would indicate that this is a worrying oversight.

Perceived performance expectations and perceived performance: The influence on

psvchopathologv

Gamer and Garfinkel predicted that perceived performance expectations were likely to 

be significant in the development of eating disorder in dancers. It was argued here that 

perceived expectation must be viewed in the context of perceived performance and that 

individuals whose perceived performance expectations exceeded their perceived 

performance would have more psychopathological symptoms than individuals without 

this discrepancy. The present research showed that the children with the discrepancy 

described above had on average four symptoms more than those without the 

discrepancy. However, an exploratory analysis was also performed on the perceived 

expectations and perceived performance dimensions separately. Again subjects were 

dived into groups to represent either high or low perceived expectations or high or low 

perceived performance. The results showed that there were no dififerences between the 

high/low perceived expectations groups. However, individuals with low perceived 

performance had on average nine more symptoms than individuals with high perceived 

performance. This would indicate that within specialist school children, perceived 

performance is more significant in the determination of psychopathology than either 

perceived expectations or a discrepancy between these two variables.
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Other discussion issues

There were a number of other methodological problems with the present research. It was 

mentioned in Chapter 4 that neither the CAS nor the DISC are perfectly accurate in their 

ability to correctly distinguish between those individuals with and without psychological 

disorders. Because of this there is the possibility that the measures have mis-identified 

some "cases" of disorders as "non cases" (false negatives) and some "non cases" of 

disorders as "cases" (false positives). Mis-identification in the assessment of 

psychopathology is often inevitable due to problems related to sensitivity and specificity 

and is further compounded when one is dealing with disorders, such as Anorexia 

Nervosa, which are low in prevalence in the general population. It is, therefore, 

necessary to consider these issues when one is interpreting the overall rates of 

psychological disturbance reported in this study.

The recruitment of schools to the present study was particularly difficult. There appeared 

to be a very different philosophy in operation between the schools that agreed to 

participate and those that did not. Many of the schools that did not agree to participate 

argued that the time required for each individual was excessive and would interfere with 

the child’s school programme. The schools that did participate also agreed that the study 

was time consuming but felt that the aims of the research made this worth while.

The recruitment of the individuals selected for participation was poor. Approximately 

20% of the parents approached from the music and control schools did not respond to 

the letters sent to them. A number of the children, particularly from the control schools, 

had parents who lived overseas. These accounted for a great majority of the non 

respondents. Unfortunately no other details are available on how those that did respond 

differed from those that did not. Also, between 10 and 20% of the parents from the 

music and control schools refused to allow their children to participate. In a number of 

cases this was because the children in question were considered to be quite sensitive 

individuals. In addition to this none of the data from the school in which testing was
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abandoned have been included in this research. The poor recruitment rate for both the 

schools in each group and individuals within these schools might suggest that individuals 

included in this study are not typical of the groups that they are supposed to represent. It 

is possible that the schools and individuals within these schools with the most emotional 

difficulties have not been recruited. A substantial number of children from both the dance 

and music schools were not available during the week of testing. This, however, was 

mostly due to commitments outside of school relating to the specialist subject rather than 

true absenteeism. As mentioned before investigations of the potential risks of diagnostic 

interviews to children and adolescents have shown that only a minority of this group are 

upset by this procedure. However, the present author encountered a number of 

difficulties in the use of the diagnostic interview in one school in this study. The specific 

difficulties are outlined below.

Two of the questions in the Child Assessment Schedule enquire about enuresis and 

encopresis. One of the teachers reported, however^ that the questions relating to enuresis 

were subsequently a focus of discussion amongst the children. One of the children 

involved in the discussion, was enuretic although she had been dry for almost three 

weeks. This particular child, however, was not one of interviewees. None of the 

interviewees endorsed these items. Following this discussion the child wet the bed after 

three weeks of being dry. One of the teachers at this school felt that this was a direct 

result of the of the research.

Three of the eleven year old children at one of the schools reported that they had been 

upset by some of the questions. These questions included the items on suicidal ideation 

(“When you are sad do you ever have thoughts about hurting yourself?”) and also the 

questions about menstruation relevant to a diagnosis of Anorexia Nervosa. Two 

additional incidents were also of interest. Two children reported that they had been asked 

certain questions that were actually not included in the interview. One child reported that 

she had been asked if she had ever been blind or deaf. The child reported that she had 

been upset by this question because she suffered from slight deafness. Another child had
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reported that she was asked to tell the interviewer all of her secrets. Interestingly, there 

were no items which covered blindness, deafness or secrets in the interview.

One section of the CAS contains questions about family dynamics. One of the items in 

this section is “what does your mum do that you like” which is followed by a parallel 

question “what does your mum do that you don’t like so much”. These questions are 

also asked in relation to the child’s relationship Avith his/her father. The latter question, 

however, in the case of one child caused quite serious problems. Dr Hodges, the author 

of the CAS interview has argued that most children do not experience any difficulties in 

answering these questions. This question is coded if the behaviour is particularly 

problematic to the child, for example parental alcoholism, violence. The item does not 

require that the interviewer probes for problematic parental behaviour and the child’s 

spontaneous response is always accepted. Most children report on domestic issues, for 

example that mum often nags the child about his/her bedroom being untidy. One of the 

children in the present work, however, reported that she had been asked “what does your 

father do to vou that you don’t like”. The child, and later her parents, interpreted this 

question as one specifically related to sexual abuse in the family and became very upset 

by this line of questioning.

Interestingly, none of the children appeared to be distressed during or immediately after 

the interview as observed by both their teachers and the interviewer. Those who did 

express concerns were all from one dormitory and related their distress at bedtime. One 

teacher described how the children became more and more upset as they talked and 

described this as a hysterical reaction which gathered momentum as the children 

remembered the questions of the interview. It was decided that it was not in the 

children's’ interest to continue the research in this school given the extreme reaction to 

the interview. The present author has since corresponded with Dr Hodges about these 

questions. No other such incidents have been reported using the CAS. Indeed no similar 

problems were reported in the use of this interview in the other eight schools.
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There are important lessons that can be learnt from this experience of an investigation 

into psychopathology in children and adolescents in the normal population. Any good 

researcher carrying out this type of investigation will obviously have obtained ethical 

approval for the work. He or she should also have obtained full approval from adult 

responsible for the child or adolescent included in the research. In school based research 

this will include both parents and teachers. The researcher should be well trained in 

dealing with difficult issues that might arise during the interview and should have the 

back up of clinical resources should there be the need to address the issues that had been 

raised outside of the research setting. The research should incorporate de-briefing time 

for individuals and the group as a whole. All of these issues were addressed in the 

present work. However, it is important to remember that a small minority of children 

may have extreme reactions to a diagnostic interview. Questions can be misinterpreted, 

mis-remembered or reported inaccurately. This has not been well documented in the 

research investigating the issue of risks to children undergoing such a procedure It may 

also be important to consider that whilst research interviews involving school children 

and adolescents frequently only involve a selected group the interview process may have 

an effect on those that have not been interviewed as well as interviewees. It may be 

necessary to acquaint teachers and parents with these issues before embarking upon the 

research.

Summary

* There are a number of reasons why no differences were found between dancers and 

non dancers with regard to eating disorder diagnoses and eating disorder 

symptomatology. It has suggested that the failure to find a statistically significant 

difference between dancers and non dancers in terms of a diagnosis of Anorexia Nervosa 

may be a reflection of the low numbers recruited to each group. It has also been 

suggested that the failure to find differences between dancers and non dancers with 

regard to eating disorder symptomatology may be due to a)low psychopathology in the 

dancers or b)high eating disorder psychopathology in the non dancers.
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* The use of the SCANS questionnaire showed that one of the two dancers with a 

diagnosis of Anorexia Nervosa could be classified as a "neurotic perfectionist". If one 

considers the implications of this finding for dancers as a whole, this would suggest that 

the similarities between dancers with eating disorder symptoms and patients with eating 

disorder are not simply of a superficial nature for as many as 50% of dancers. The 

highest rates of "neurotic perfectionism" were found in the dancers and the lowest in the 

musicians. This difiference between the two specialist groups is worthy of further 

investigation.

* No support was found for the hypothesis that being in a highly focused competitive 

environment is a general risk factor for the development of psychopathology. However, 

there did appear to be higher (non eating disorder) psychopathology in male dancers in 

comparison to male non dancers. It is suggested here that research which focuses 

specifically on female dancers and dancers with eating disorders may be missing

some important information.

* As predicted individuals whose perceived performance expectations exceeded their 

perceived performance had a higher symptom count than those without this discrepancy. 

However, it is suggested here that the variable of perceived performance may be more 

significant in the development of psychopathology than either perceived expectations or 

the discrepancy between perceived expectations or perceived performance.

* There were a number of methodological problems with this study which might indicate 

that groups included in the research were not typical of the groups that they were 

supposed to represent. The recruitment of schools from each group was poor as was the 

recruitment of individuals within them. It is possible that the schools and individuals with 

the highest levels of emotional disturbance have not been recruited to this study. It 

should also be noted, however, that neither the CAS nor the DISC are perfectly accurate 

in their ability to correctly distinguish between individuals with and without
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psychological disorders. This issue should be considered when one is interpreting the 

overall rates of disorders reported in this study.

* A number of children from one dance school became very distressed by the research 

interview and as such testing in this school had to be abandoned. A number of lessons 

can be learnt from this experience with regard to the investigation of psychopathology in 

a non referred sample of children and adolescents.

Suggestions for further research in the investigation of psychopathology in specialist 

school children and adolescents are given in the next section.



181

Chapter 7 

Recommendations for future research

Specialist schools

Recruitment issues

This investigation has produced some very interesting results with regard to the 

emotional well-being of individuals attending specialist schools for the performing arts. 

However, as mentioned before recruitment to this study was poor and therefore this 

work needs to be replicated including a greater number of performing arts school and a 

greater number of students from these schools. It is difficult to see how replication will 

be possible given the schools' reluctance to participate in this kind of research. One of the 

aims of this research was to highlight areas that could be of use to providers of specialist 

education as a whole in promoting emotional well-being within their schools. However, 

it has now become apparent to the present author that providers of specialist education 

cannot be seen as a unitary group working towards the same ends. The schools are often 

in competition with each other for the best and most talented students. Their schools 

concerns are, perhaps understandably, for their own students and a collective 

responsibility for the training of specialist students is often not to be found. This is 

further complicated by the fact that the teachers are often frightened of any adverse 

publicity that research conducted within their schools might bring in of the effect that this 

could have on existing pupils and their parents, and the future intake of students. 

Researchers are also often seen as individuals who don't really understand the nature of 

the specialist school environment. Somehow, however, psychologists and other 

researchers need to find a way of persuading providers of specialist education that this 

type of work is of value to them and their pupils.
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Dancers

As mentioned earlier the only cases of Anorexia Nervosa were found in the dance group. 

Although as a group the dancers did not endorse a greater number of symptoms than non 

dancers there were some specific areas of concern for the dancers. The finding that a 

high percentage of the dancers were below 90% weight for height, worry about their 

weight, feel fat, and have attempted to lose weight in the last six months is worrying.

This finding was specific to the dance group, none of the non dancers below 90% weight 

for height experienced these symptoms. The dancers were also more dissatisfied than 

their specialist peers as assessed by the "general dissatisfaction" scale of the SCANS and 

had lower self esteem than the musicians and controls in a number of domains. Perhaps 

the most worrying was the fact that the dancers had lower physical self esteem than 

either the musicians or controls. This is a matter of concern as the dancers are in an 

environment which places a high premium on physical appearance.

It is possible that intervention programmes designed specifically for dancers may be of 

use. The lessons learned from intervention programmes designed for the general 

population are likely to prove useful here. Loosli and Benson (1990) conducted a study 

of 92 adolescent ballet dancers. They reported that many of the dancers were consuming 

far fewer calories than was necessary to sustain normal growth and development and had 

diets which were high in fat and low in nutritional value. They also reported that 

although 60% of the dancers took a vitamin and mineral supplement only 7% of these 

dancers were taking the proper amounts or taking supplements which were appropriate 

to compensate for the deficiency in their diets. Loosli and Benson (1990) also reported 

that several dancers were taking excessive amounts of vitamins. The authors argued that 

these eating patterns demonstrated inadequate knowledge about appropriate nutritional 

practices and that this could be a focus for intervention work with this group.

It might be possible, therefore, to design intervention programmes which provide dancers 

with the necessary information regarding healthy nutrition. In a discussion about this
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issue with one of the schools, the teachers argued that their students were well informed 

about healthy nutrition, in many cases the students took pride in knowing the precise 

composition of their food. They also appeared to be well informed about the dangers of 

dieting. However, the teachers also argued that knowing the theory behind healthy 

nutrition did not necessarily influence their actual eating behaviour. This has certainly 

been the experience of a number of intervention programmes designed to 

modify unhealthy eating attitudes in adolescents. In a review of intervention programmes 

designed to reduce eating disorders, Smolak and Levine (1994) have argued that 

individuals who have been part of such an intervention programme often show improved 

knowledge about nutrition and weight regulation but that this does not necessarily 

change behaviours thought to constitute or predispose one to eating disorders.

It is likely, therefore, that programmes designed to improve nutritional knowledge within 

dance populations will either not be needed or will not necessarily change behaviour.

Smolak and Levine (1994) have listed a number of areas that should be covered in any 

prevention programme. They have argued that the promotion of "body acceptance" is an 

important feature of any intervention work. Dance teachers have reported that they often 

experience problems with dancers within their schools who are of normal weight or 

slightly underweight in terms of the general population but are heavy on the context of 

the schools as a whole. Hamilton et al (1985) have reported that the heavier dancers in 

their study (although these dancers were not overweight by general population 

standards) had a greater degree of eating disturbances than the lighter dancers. Although 

assessing cause and effect is a difficult issue, it is possible that the heavier dancers had 

more eating difficulties as a result of attempts to reduce their weight in the context of a 

group, many of whom were lighter than themselves. It is likely that such work would be 

important for the dancers in the present study given their low physical self esteem scores.

The mother of the dancer presented in the case study in Chapter 1 said that her daughter 

had developed eating problems following a comment by one of the teachers than she was 

starting to look a little overweight. Niva Piran (1992) has been involved in a successful
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prevention programme in world class ballet school in Canada. She has highlighted the 

importance of including teachers in any prevention interventions. Likewise, Smolak and 

Levene (1994) argue that involving parents in an intervention programme is imperative.

In summary, intervention programmes in general and those designed for dancers not only 

need to focus on body acceptance within the students themselves but amongst the 

significant adults with whom they are in contact.

It is obviously important to point out that simply lecturing children and adolescents about 

the danger of dieting and the importance of the acceptance of a wider range of body 

images and shapes is likely to prove to be unsuccessful. It would be naive to assume that 

such an approach would have any major impact in the context of powerful societal 

images of the "perfect body". An eating disorder prevention programme, targeted at 

adolescents is currently operation in Oxford. The programme consists of six 45-minute 

sessions in which adolescents are taught strategies adapted from the cognitive- 

behavioural model in the treatment of bulimia, such as self monitoring and cognitive re

structuring. The researchers have emphasised the importance of an approach which is 

interactive rather than didactic. It is possible that such an approach would also be useful 

with the dance populations.

Finally, Smolak and Levine (1994) have suggested that one reason why intervention 

programmes in the general population are relatively unsuccessful is that they are often 

targeted at adolescents which may be "too late". As mentioned earher research into 

eating disorders in dancers has also tended to focus on older individuals. The finding of 

one case of Anorexia Nervosa in the younger dancers would certainly confirm the need 

to focus attention on younger groups. Smolak and Levine (1994) have suggested that 

there is accumulating evidence that even very young children of elementary school age 

report body dissatisfaction and have attempted to lose weight. They have argued that 

intervention programmes should start with children at elementary school. The present 

author knows of no exploratory intervention work on the presence of eating disorders or 

eating disorder symptomatology with very young dancers in comparison to their non
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dancing peers. It is suggested here that this work would be extremely useful allowing 

researchers to plot the course of eating problems in dancers such that interventions 

programmes could be targeted at an appropriate developmental stage.

Male dancers

The results of this investigation showed that a far greater proportion of the males 

dancers fell into the high negative affectivity group in comparison to the male non 

dancers (33% vs. 7% respectively). This large differences was not observed between the 

female dancers and non dancers. Rowley (1992) has reported that for males participation 

in sport was seen to enhance their masculinity whilst females are seen to lose their 

femininity and manifest "gender abnormality". However, it appears that male dancers are 

not seen by their peers to be "masculine", but quite the reverse. A number of the male 

adolescent dancers in this study reported that they were often teased by other male non 

dancers for their participation in dance. One dancer reported that his own father had 

"accused" him of being homosexual because of his skill and enjoyment of dance. It is 

highly possible that this pressure from peers and in some cases members of their family 

experienced by male dancers is associated with the high degree of negative affect 

experienced by this group. The effect of this stereotyping on the emotional well-being of 

male dancers is certainly worthy of further investigation.

A number of male dancers from one school reported using cannabis and other illegal 

drugs on a regular basis. Alcohol abuse also appeared to be common. Substance abuse 

was not systematically assessed in the present research and it is possible that these 

behaviours are just as common in non dancers. However, these issues appeared to 

feature far less often in either the music or control group or within the interviews with 

the female dancers. Ironically, the research on dancers tends to focus on females and 

eating disorders. The present work would indicate that more research which is centred 

around the experiences of male dancers is indicated.
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Musicians

The present results showed that the musicians did not have more diagnoses or more 

psychopathological symptoms than their non musical peers. Some very interesting 

differences between the two specialist groups were also observed. Although, the two 

groups were similar in terms of their "perfectionism" scores, the musicians were much 

less dissatisfied as assessed by the "general dissatisfaction" scale and far fewer of the 

musicians were classified as "neurotic perfectionists". This group is characterised by low 

psychopathology and high self esteem. A number of researchers have argued that there 

are two forms of perfectionism. Frost et al (1993) have argued that one type of 

perfectionism is a positive striving for success and the second type is described as 

maladaptive concern about evaluation. On a similar theme Weeda-Mannak and Drop 

(1985) have argued that there may be two forms of achievement motivation, motivation 

is to avoid failure (negative fear of failure) and motivation to achieve (positive fear of 

failure). These data would indicate that the nature of the perfectionism and perhaps the 

nature of the motive to achieve seen in dancers is very different from that observed in 

musicians. It would appear, for example, that the musicians have a positive striving for 

success (Frost et al 1993) or a positive fear of failure (Weeda-Mannak and Drop 1985) 

whilst the dancers have a maladaptive form of perfectionism or a negative fear of failure. 

The precise nature of perfectionism or achievement motivation and the origins of these 

differences in dancers and musicians requires further investigation.

Perceived performance expectations and perceived performance

The data from this study would indicate that the schools' concerns about pressures 

placed on their students by parents and/or the schools themselves have a minimal 

influence on psychopathology. No significant differences in symptomatology between the 

high/low expectation group was found. However, low perceived performance in the 

specialist subject does appear to be associated with symptomatology and this appears to 

be more significant than the discrepancy between perceived performance and perceived
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expectations investigated in this study. Interestingly the teachers themselves reported 

that a number of their students lose confidence in their specialist abilities on entering a 

specialist school. Before coming to the school these students have often been the most 

talented within their previous music or dance group. However, in joining a specialist 

school they are with individuals who are equally if not more talented.

Quite clearly there is a need to replicate this work on the influence of perceived 

performance and the development of psychopathology in other groups of dancers and 

musicians. There is also a need to refine the questionnaire measure used in the 

investigation of perceived performance expectations and perceived performance. The 

questionnaire was designed with the schools to tap into the areas that they felt were 

relevant in terms of perceived expectations and performances. However, it was not 

piloted before use and there have been no investigations of the psychometric properties 

of this measure.

Summary

In summary there a number of recommendations for future research following this 

investigation of emotional well-being in specialist school children.

l.This research need to be replicated using a greater number of specialist schools and 

greater number of students from within these schools. Researchers need to be able to 

find a way of persuading providers of specialist education that this type of research could 

be of use to both their schools and their pupils.

2.Intervention programmes specifically designed for dancers are indicated. It is suggested 

that programmes that focus specifically on providing dancers with information about 

nutrition and the dangers of deliberate weight reduction may not be necessary and may 

not be useful. Researchers should draw upon the lessons learned from eating disorder 

prevention programmes designed for the general population.
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3 . The finding of one case of Anorexia Nervosa in the young adolescent group of dancers 

would indicate that this age group needs to be investigated more thoroughly. Research 

into eating disorders in the general population has also turned its attention to children. It 

is suggested here that a similar focus on child dancers would provide some useful 

information about the course and development of eating disorder symptoms in this group 

and help to provide a focus for appropriate intervention work with this group.

4. The results of this study have also indicated that more research is needed into the 

experiences of male dancers. This group has largely been neglected.

5.It is suggested here that there are difierences between the dancers and musicians in 

terms of the nature of perfectionism observed in both groups and their motivation to 

achieve. It is suggested that perfectionism seen in dancers may be maladaptive and that 

the perfectionism seen in musicians is an adaptive striving for success. This issue requires 

further investigation.

6.Finally, it is suggested that the finding that individuals with a low perceived 

performance have a greater number of symptoms than those with a high perceived 

performance is of great interest. It cannot be assumed that individuals who have been 

accepted for entry into a specialist school on the basis of their talent necessarily have a 

high self esteem with regard to their specialist skills. This research which has suggested 

that low perceived performance is associated with psychopathology needs to be 

investigated fiirther. However, it is suggested here that this information could be of use 

to providers on specialist education in the promotion of emotional well-being in their 

schools.
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The following set of diagnostic criteria were used in DSM 111-R to classify Anorexia 

Nervosa:

A.Refusal to maintain body weight over a minimal normal weight for age and height, e.g. 

weight loss leading to maintenance of body weight 15% below that expected; or failure 

to make expected weight gain during period of growth, leading to body weight 15% 

below that expected.

B.Intense fear of gaining weight or becoming fat, even though underweight.

C.Disturbance in the way in which one's body weight, size or shape is experienced, e.g. 

the person claims to "feel fat" even when emaciated, believes that one area of the body is 

"too fat" even when obviously underweight.

D.In females, absence of at least three consecutive menstrual cycles when otherwise 

expected to occur (primary or secondary amenorrhea). (A woman is considered to have 

amenorrhea if her periods occur only following hormone, e.g., oestrogen administration.)

Bulimia Nervosa is classified by the following set of criteria in DSM 111-R.

A)Recurrent episodes of binge eating (rapid consumption of a large amount of food in a 

discrete period of time)

B)A feeling of lack of control over eating behaviour during eating binges.

C)The person regularly engages in either self induced vomiting, use of laxatives or 

diuretics, strict dieting or fasting or vigorous exercise in order to prevent weight gain.
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D)A minimum average of two binge eating episodes a week for at least three months.

E)Persistent over concern with body shape and weight.
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SECTION 1:RESEARCH OVERVIEW 

BACKGROUND TO THE STUDY
In (1986) the Sports Council set up an investigation of the emotional, social and physical 
well being of a group of elite young athletes undergoing intensive athletic training, 
outside of school hours. The results of their study were very encouraging and only a 
small minority of children seemed to have difficulty coping with the demands placed 
upon them.

One of the problems for the young athletes, highlighted in the previous research, related 
to the fact that there were occasions where the child's academic education came into 
conflict with the pursuit of athletics outside school. This may be less of a problem in a 
specialist school where academics and the specialist subject are designed to compliment 
each other. Quite clearly, there is a need to extend this work to include other groups of 
children and adolescents attending specialist schools, where they obtain their training in a 
particular area and their education in the same establishment. In addition to this it would 
also be interesting to extend the study to include non athletic groups within specialist 
schools. This study, therefore, is designed to investigate how children within a specialist 
school environment cope in comparison to a "control" group of children studying within 
the traditional school system.

THE SCHOOLS CHOSEN

i)The Specialist Schools
In total 6 specialist schools in England and Scotland have been recruited for this study. 
These are schools which provide specialist education in either music or dance and 
theatre.

ii)The "Control" Schools
A further six non specialist independent schools have also been recruited for the study. 
These schools were approached because they matched the specialist schools with regard 
to a number of factors. These factors were, location of school and school size, ratio of 
boarders to non boarders, ratio of males to females and religious affiliation. This 
information was obtained from "The Parents' Guide to Independent Schools, thirteenth 
edition 1993-1994", Claire Tyrrell (eds), SFIA Educational Trust Ltd.

THE CHILDREN CHOSEN
We have limited the study to children between the ages of 11-16.Where the schools are 
small the parents of ̂  of the children have been approached to ask for permission for 
their child to participate in the study. Where the schools are larger and it would 
obviously be impossible to recruit all of the children, a smaller sample of approximately 
30 children are selected at RANDOM. This is done by assigning a code number to each 
child within the age range specified, from the school registers. Our computer programme 
then generates a list of random numbers from the total number of children available. The 
parents of those children whose numbers have been generated are then approached. This 
process is essentially the same as picking names out of a hat, and, therefore, each child 
within the age range of interest should have an equal chance of being selected.
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SECTION 2:HOW THE RESEARCH PROCEEDS

STAGE 1-.QUESTIONNAIRE
The research takes place in two phases, there is an initial questionnaire phase followed by 
a research interview. The questionnaire takes approximately 20-30 minutes to complete 
and is usually done in a classroom or small group setting, with a teacher present to 
answer questions if necessary. More details about the questionnaire can be obtained in 
section 2 of the information package.

STAGE 2:RESEARCH INTERVIEW
The second phase of the study is the research interview. This is conducted within the 
school or the school residences either during the school day or in the evening. In this 
phase each child is seen individually by the research psychologist. The interview takes 
approximately one hour. The precise details of how the interview proceeds can be 
obtained in section 3 of the information package.

The interview contains supplementary questions needed for the research and are IN 
ADDITION to those asked in the questionnaire. The interview is not intended to be a 
follow up of the responses given in the questionnaire, or a phase where children have to 
justify why the have answered in a particular way in the questionnaire.

ADDITIONAL MEASURES:
Weight and height will be taken BEFORE the research interview commences.

CONFIDENTIALITY
Each child is initially assigned a code number and this is written on each of the pages of 
the questionnaire and the research interview. The top page of the questionnaire is the 
only page to contain the child's name and the code number he or she has been assigned. 
Once the questionnaire is handed in, the top page is detached and kept separate from the 
rest of the research materials. All of the other pages on the questionnaire and the 
following research interview contain ONLY THE CODE NUMBER. This helps to 
preserve the child's right to confidentiality.

COLLABORATION WITH THE SCHOOLS
All of the research materials have been designed with children and adolescents in mind 
and most have been used in previous research with this age group. Extensive liaison 
work between our research team and the various schools was conducted BEFORE the 
research began and we have had discussions with teachers within each school about the 
appropriateness of the questions for the children within their schools. All of the schools 
in question have been supplied with copies of the research materials to review and have 
approved all of the research tools.
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SECTION 3: RESEARCH MATERIALS 

THE QUESTIONNAIRE: AN OVERVIEW
The questionnaire takes about half an hour to complete. A copy of the questionnaire can 
be found in appendix 1. The lay out of the questionnaire is explained below.

TOP SHEET:

The top page contains the child's name and the subject number he or she has been 
assigned. Once the questionnaire is handed in the top page is detached and kept separate. 
All of the other pages on the questionnaire and the following research interview contain 
ONLY THE CODE NUMBER. This helps to preserve the child's right to confidentiality.

PART 1 (1-36).

This is a general self esteem questionnaire, designed for children and adolescents, to 
assess self esteem in various domains of life.

PART 2 (1-22)

Questions 1-22 are designed to tap into perfectionism and general dissatisfaction with 
life. Perfectionism is something that a number of schools we have talked with have said 
they are particularly interested in.

Questions 23 TO 30 (performing arts students only)
These questions are designed to find out what the performing arts children feel is 
expected of them in their specialist subject (music or dance)

Questions 31 TO 37 (performing arts students only)
These questions are about the student's perception of his/her performance in the 
specialist subject.
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SECTION 3: RESEARCH MATERIALS CONTD.

THE RESEARCH INTERVIEW: AN OVERVIEW

The research interview is very detailed and takes about one hour. In this the children are 
asked about their lives i.e. their friendships, their school, their family, their mood, their 
physical well being, about any worries and fears that may have and their behaviour in 
both school and at home. The interview is also audio taped. This is standard procedure 
and the purpose of this is to allow the researcher to listen to the child rather than having 
to concentrate on writing everything down. This allows the researcher to develop a 
rapport with the child. Once the interview is over the material from the tape is 
transferred to the interview sheet and the tape is destroyed. Again code numbers are used 
rather than names. Each child is asked for their permission for the interview to be taped 
and is given ample opportunity to refuse. In circumstances where the child does not want 
the interview to be taped all information is written directly onto the interview sheet. 
Likewise it is perfectly acceptable for parents to refuse permission for their child's 
interview to be taped and this should be specified before the research begins.

INTRODUCTORY INFORMATION TO THE CHILD
At the beginning of the interview the child is given the following information:

i)The purpose of the study

ii)He or she is told that there are no right or wrong answers, simply their opinions or 
feeling about things.

iii)Each child is told that some of the questions may not apply to them and may at times 
seem a little strange. The child is told the questions are not asked because we think he or 
she is a particular kind of person, but in order to be consistent everybody is asked the 
same questions. Everybody is told that some of the questions may not apply to them but 
may well apply to someone else.

iv)Everyone is told that if they don't understand they should let the researcher know and 
she will rephrase the question. Likewise, if the researcher doesn't understand, she will say 
that she doesn't understand, but at no time is she trying to "trick" or "catch" the child 
out.

v)Each child is reminded that the information contained in the interview is confidential, 
which means that it is private and that we do not use names but code numbers. Each 
child is told their code number and given the opportunity to see that the code number 
rather than his or her name goes onto the interview sheet.

vi)Each child is asked if he or she minds the interview being audio taped and is given 
ample opportunity to refuse

vii)Finally, everybody is given an opportunity to ask questions before the research 
interview begins.
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SECTION 3; RESEARCH MATERIALS CONTD. 

DE-BRIEFEVG INFORMATION TO THE CHILD

At the end of the interview there is a debriefing session. This includes:

i)A reminder that the information is confidential.

ii)Everybody is given the opportunity to ask if they have any questions or if they would 
like the researcher to explain the point of some of the interview items that they found 
unusual.

iii)The child is reminded that the questions are asked not because we think he or she is a 
particular kind of person, some of the questions may not have applied to them but may 
well apply to someone else.

iv)An opportunity is also available for discussion of any other issues that have been 
raised during the course of the interview.

THE RESEARCH INTERVIEW VIDEO

Unfortunately because of the cost of producing numerous research materials it is not 
possible to provide everyone with an individual copy of this interview. However your 
child's school has been provided with 5 copies of the research interview and one of these 
can be made available to you on request.

The video provided contains a mock interview with a student volunteer who acts as the 
interviewee. The interviewer on the tape is the research psychologist, Jacqueline Smith, 
who will be conducting the interviews within the schools. This interview is shorter than a 
real research interview as the interviewee was asked to keep her answers short and is not 
given the opportunity to elaborate her answers, however, this should give an idea of the 
kinds of questions that will be asked of the children participating in the study.
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SECTION 4:COMMON QUERIES AND QUESTIONS

1.WHY WAS MY CHILD CHOSEN TO PARTICIPATE?
In the larger schools we have asked permission for 30 of the students to participate in the 
study. These students are selected completely at random from class registers. In the 
smaller schools the parents of W1 of the children have been approached with regard to 
this project. No individual child has been deliberatelv chosen.

2.CAN WE SEE THE MATERIALS USED IN THE RESEARCH?
Yes. The school has reviewed all of the research materials but these are available to any 
parent who would like to see them. A copy of the questionnaire is attached to this 
booklet and you can contact your child's school for a video of a mock research interview.

4.HOW CAN WE BE SURE THAT IT IS ALL CONFIDENTIAL?
As mentioned before onlv the top sheet of the questionnaire has both the child's name 
and the code number assigned to that child. This is detached and kept separately from the 
rest of the research materials. The rest of the questionnaire and the research interview 
and the audio tape of the research interview contains only a code number and NO 
NAMES ARE USED. All of the completed research materials are kept in a locked filing 
cabinet.

5.ARE YOU ONLY INTERESTED IN PROBLEMS?
No. It is quite clear that only a minority of children in any school setting are likely to 
have problems. It is, therefore, as important to try to elucidate the factors which make 
the majority of children resilient. This information could be of interest not only to the 
providers of specialist education but educationalists in general.

6.SOME OF THE QUESTIONS APPEAR TO BE REPEATED ALTHOUGH 
THEY ARE ASKED IN A DIFFERENT WAY. ARE YOU TRYING TO CATCH 
THE CHILDREN OUT?
No, there is no question of ever trying to "catch" anyone out. There are no right or 
wrong answers to any of the questions just how the children feel about things. Some of 
the questions in both the questionnaire and the interview may appear to be a repetition of 
a previous question. This is because there are various ways of tapping into the same 
thing, people use different terms to refer to the same entity and our questions must 
reflect that. If, therefore, someone appears to be giving contradictory answers, it is quite 
likely that this is a reflection of the way in which the question was formulated. For 
example, a child may say that he or she has been feeling "down in the dumps " in the last 
few weeks, but if asked if they have been feeling "blue" in the last few weeks, he or she 
may answer "no". Although the question about "feeling down in the dumps" and feeling 
"blue" are both intended to investigate feelings of sadness, different responses may be 
given. This may be because in general children in Britain do not use the term "blue" to 
refer to feelings of sadness. Thus the term "blue" may be less appropriate but it is 
nonetheless important to include a wide range of possible ways for individuals to 
describe their feelings.
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COMMON QUERIES AND QUESTIONS CONTD.

8.WHAT HAPPENS AT THE END OF IT ALL?
At the end of the data collection stage we are planning a feedback session to the teachers 
of the school At this stage we will organise a way in which we can also feedback to 
parents and give parents an opportunity to voice their opinions. All comments on the 
way in which the children appear to have perceived the questions or any reactions to the 
way in which the research has proceeded would be gratefully received and could be very 
useful for the design of future research.

Once the data has been analysed a summary of the findings will be submitted to each of 
the school. This will probably not be available until 1997. All parents will have access to 
the report. As is standard procedure the research findings will also be submitted for 
publication in a relevant academic journal. Of course, the research will be about the 
general findings and suggestions for future research. There will be no reference to 
individuals.

9.HOW CAN WE OBTAIN MORE INFORMATION?
If you would like more information, either before or after your child has participated in 
the study please feel free to contact either myself Jacqueline Smith, Research 
Psychologist, or Dr Rachel Waugh, Research Co-ordinator and Consultant Clinical 
Psychologist. The contact address and phone number is on the original consent form and 
is also given below. Any complaints about the research should also be submitted in 
writing to Dr Waugh at this address.

Great Ormond Street Hospital for Children NHS Trust 
Department of Psychological Medicine 
Great Ormond Street 
London WCIN 3JH

TEL: 071 829 9679 FAX: 071 829 8657
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APPENDIX 1: RESEARCH QUESTIONNAIRE

8
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DEPARTMENT OF PSYCHOLOGICAL MEDICINE 
TEL: 071 829 8679 FAX:071 829 8657

Dear Parent(s)

Your child's school has agreed for some of its students to participate in a study 
being carried out at Great Ormond Street Hospital and in association with the 
Psychology Department of University College London.

This is a study of young people in specialist schools for the performing arts in 
comparison to children within the traditional school system. We are attempting to 
recruit students attending specialist dance and music schools as well as students 
attending non performing arts schools. We are approaching you as the parent(s) of 
a child attending a specialist school for the performing arts.

Your child will be asked to complete one questionnaire and to attend a research 
interview lasting approximately one hour. Height and weight measurements will 
also be taken at this time, although the children are only required to remove their 
shoes for this to be done. The interview will take place at the school during the 
normal school day, or perhaps in the evening where the children are boarders.

Your child's school has approved the questionnaire and the questions in the 
research interview. Some additional background information about the study is 
attached to this sheet in the " Parents Information Package ". This package 
includes a copy of the questionnaire to be used. A video tape of a mock research 
interview is available from the school on request. I would also be happy to provide 
you with any additional information that you feel is necessary for you to allow you 
son or daughter to participate. I can be contacted on the above address, or 
alternatively your child's school will be able to supply you with further details 
about the research.
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Please complete the consent form below and return it to the school's 
headmistress/headmaster as soon as possible. Thank you for your consideration of 
this letter.

Yours sincerely.

Jacqueline Smith 
RESEARCH PSYCHOLOGIST

(NAME) agree/ do not agree to allow my

child----------------------------- (NAME) to participate in the study

described, (delete as applicable)

SIGNATURE: DATE:



214

DEPARTMENT OF PSYCHOLOGICAL MEDICINE 
TEL: 071 829 8679 FAX:071 829 8657

Dear Parent(s)

Your child's school has agreed for some of its students to participate in a study 
being carried out at Great Ormond Street Hospital and in association with the 
Psychology Department of University College London.

This is a study of young people in specialist schools for the performing arts in 
comparison to children within the traditional school system. A range of specialist 
schools have already been recruited, including dance and music students. We 
would now like to include a group of non specialist students, who would act as a 
comparison group of school children.

Your child will be asked to complete one questionnaire and to attend a research 
interview lasting approximately one hour. Height and weight measurements will 
also be taken at this time, although the children are only required to remove their 
shoes for this to be done. The interview will take place at the school during the 
normal school day, or perhaps in the evening where the children are boarders.

Your child's school has approved the questionnaire and the questions in the 
research interview. Some additional background information about the study is 
attached to this sheet in the " Parents Information Package". This package 
includes a copy of the questionnaire to be used. A video tape of a mock research 
interview is available from the school on request. 1 would also be happy to provide 
you with any additional information that you feel is necessary for you to allow you 
son or daughter to participate. 1 can be contacted on the above address, or 
alternatively your child's school will be able to supply you with further details 
about the research.
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Please complete the consent form below and return it to the school's 
headmistress/headmaster as soon as possible. Thank you for your consideration of 
this letter.

Yours sincerely,

Jacqueline Smith 
RESEARCH PSYCHOLOGIST

(NAME) agree/ do not agree to allow my

child----------------------------- (NAME) to participate in the study

described, (delete as applicable)

SIGNATURE: DATE:
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CHAIRMAN: M RS. C BOND. S.R.N., S .S U .

GENERAL MANAGER; SIR ANTHONY TIPPET, K.C.B., C.B.I.»^

10 June 1992

Dr B Lask
Psychological Medicine 
GOS

Dear Dr Lask,
RE: 1029: Eating disorders, physical development and psychiatric 
morbidity in young ballet and music students : Dr B Lask
My apologies for the delay in contacting you over the outcome of
the above Ethical Committee application.
Your application was approved with the provision that the 
following points be noted;

i) A minor amendment was requested in the letter to 
parents. The Committee asked that you delete 'other' 
in the second sentence of the second paragraph on page 
one.

ii) It was also felt important that candidates for the
study were not self-selected but that whole classes
were approached to avoid the danger of bias in the 
study results.

I would be grateful if you would send me a copy of the revised 
information sheet for my records.
Yours sincerely,

I

f I 1,4  ̂ ^

Alison Simcock
Clinical Services Assistant x 5027

ETHICAL/4
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APPENDIX 4



M odified for DSM-III-R  

CHILD ASSESSM ENT SCHEDULE (CAS)

Identifying Infonnation

ID N o. Sex A ge Date o f  Birth Interviewer Respondent Date o f  Interview Tim e

A - SCHOOL F /N o  N S Amb T /Y es

What grade are you in? Where do you go  to school?
(RESTATE A S REPORTED DURING  TIM E L IN E  ACTIVITY.)

In the last six  months (since six month time marker; since last 
interview), what have you liked best about school?

Cannot report anything s/he likes best 
about school.

Do you like to (best liked aaivity metaioned in previous question) 
as much as you used to?

Reports significant decrease in enjoyment 
o f  "best liked thing" (within past 6 months).

I f  answers to  above questions were about 
academic w ork, ask:

What else do you like besides school subjects?

Cannot g ive a social or interpersonal 
activity that s/he likes.

H ow do you get along with your teachers?

Reports significant difficulty in getting 
along with teachers (e.g., definite problem 
with at least one teacher; some problem 
with couple of teachers).

9 1

9 1

2 (1)

2 (2) 
D

9 1 2 (3)

(4)

F/No *  Falie or No; NS - Not Scored; AMB “  Ambiguoua; T/Ye* *  Tnie or Ye»
Copyright ® 1990 K»y Hodge:; ® 1986 Kmy Hodge: DO NOT REPRODUCE Miliury Venion
CAS



F/No NS Amb

a z o

H ow  are your grades?

Indicates that his/her grades are not adequate 
or satisfactory (has a grade lower than average 
(’€ ’) in at least one main academic subject).

I f  grades are poor, a d c

H ow  com e your grades are poor?

E  G RADES ARE POOR, MARK  
•YES" IF APPLIES, OTHERWISE 
•NS":

a.

b.

c.

Indicates that unsatisfactory 
grades are due to poor effort 
on d iild ’s part.
Indicates that unsatisfactory 
grades are due to lade o f  
ability or learning problems. 
Other

D o you usually make (grade given in previous question)!
Is your schoolw oik  as good as before?

Grades have decreased 
within past 6 months.

H ow  about hom ework, or assignments—do you do them? D o you  
have to push yourself to do them?

Indicates that s/he does not do or complete 
homework.

Indicates lack o f  concern about not doing 
homework.

9 1 2  (5)

9 1 2  (6)

9 1 2  (7)

9 1 2 (8)

9 1 2 (9)

9  1 2 (10)

F/No — Falie or No; NS - Not Scored; AMB = Ambiguoua; T/Ycs = True or Yei
Copyright * 1990 Kay Hodgea; * 1986 Kay Hodgea DO NOT REPRODUCE Military Version
CAS



F/No ÜS Amb T/Yes

I f  yes, ask:

Have you always had this problem?

Indicates that there has been a recent 
decrease in homework performance 
(within vast 6 monthsl.

0 9 1 2 (11)

At school, are you worried or sad about other problems when 
you should be doing your work (like worrying about home
problemsp.

Trouble concentrating due to mental stress, 
such as worries, being iq>set, dq>ressed.

Do you have trouble paying attention to wbat you are supposed 
to be doing?

Rqxirts being easily distracted by 
extraneous stimuli.

Do you have trouble listening to the teacher in class?

Reports difficulty listening.

Spontaneously reports that difficulty 
with listening and/or concentration is 
intentional fi.e., "I don't want to listen 
or don't want to pay attention

Do you have trouble keeping your mind on your work at school?

Reports difficulty concentrating 
on schoolwork.

When you are playing, do you have trouble keeping 
your mind on one game (or activityp [FOR TEENAGERS,
’When you are doing something you like or enjoy... ’ ]

Reports difficulty sticking to a play 
activity.

9 1

9 1

9 1

9 1

9 1

2 ( 12) 
D

2  <13)
AH

2  (14)
AH

2 (14aa)

2  (15)
AH

0 9 1 2  (16)
AH

F/No “  F&lme or No; NS - Not Scored; AMB ”  Ambiguotu; T/Ye# -  Tnie or Ye#
Copyright ® 1990 Kiy Hodge#; •  19R6 K#y Hodge# DO NOT REPRODUCE Miliuty Venion
CAS



D o you have trouble finishiug things you start?

Reports difficulty finishing tasks, 
chores; difficulty sticking to tasks.

H ow often are you absent from school?

F/No NS Amb T/Yes

0 9 1 2  (17)
AH

Indicates frequent absences (once a 
week or 3 days in succession and 
not due to known organic disease 
or illness). 0  9 1 2  (18)

If yes, ask:

H ow come?

M A R K -Y ES* IF APPLIES,
OTHERWISE "NS":

a. Lack o f  interest in attending
school. 0  9 1 2  (19)

b. Likes to be with parents or
family members. 0  9 1 2  (20)

c. Concerns about peers or SA
teachers who ridicule,
threaten, pick on, exclude
him/her, etc. 0  9 1 2  (21)

d. Parents or family members
who want or "need" child to
stay home from school (e.g.,
baby sit, do chores). 0 9 1 2 (22)

e. Suspensions, expulsions from
school. 0  9 1 2  (22aa)

f. Other

B. FRIENDS

H ow many friends do you have fin school or in your neighborhood)!

Does not have at least three or more 
friends and cannot give names. 2 (23)

F/No = Ftlie or No; NS - Not Scored; AMB = Ambiguoux; T/Ye: = True or Ye:
Copyright •  1990 Kjy Hodge:; ® 1986 Kmy Hodge: DO NOT REPRODUCE Miliury'Venion
CAS



F/No NS Amb T/Yes

What grade are your fnend(s) in (or how old are theyp

N o close friends which are in same 
grade or within 1 year o f  child’s 
age (diher much older or younger). 
N o  friends are same sex.

In the last six  months (since six month time marker; since 
last interview), have you had a best friend? Let m e tell 
you what I call a best fnend. It is som eone y o u  like more 
than anybody e lse  and they like you more than anybody else.

9 1 2  (26)

If  ves. ask:

H ow long have you been good friends?

D oes not have a friendship with a 
child within one year o f  child’s age 
that has lasted at least six  months. 9 1 2  (24)

M ARK  "YES" IF  APPLIES;
OTHERWISE "NS":

a. Child spontaneously reports having
moved in  last six  months and 
expresses difficulty integrating 
with new  children.

b. Child spontaneously reports not
wanting to make friends 
because s/he w ill just m ove again. 
Secondary to military life.

c. Describes se lf  as socially  
isolated, or i f  has close friends, 
they are also socially isolated.

d. Has trouble keeping friends
(Can make friends. but 

friendships don’t last).

9 1 2  (24aa)

9 1 2  (24bb)

9 1 2  (25)

9 1 2 (25aa)

F/No “  Falie or No; NS - Not Scored; AMB “  Ambigvoui; T/Yes “  True or Yei
Copyright ® 1990 Kay Hodges; •  1986 Kay Hodges DO NOT REPRODUCE Military Vetaion
CAS



F/No HS Amb T/Yes

I f  d iild  rq io fts  no  cloG e friends « d e  

D o you  w ish  you  had more friends?

W ould not lilce to have more friends. 2  (27)

What do you  like to do with friends? (Do you belong to any clubs 
or play any team sports?)

Cannot report activities 
s/he does w ith friends.

During the last six  months (since six month time marker; since last 
interview) have you been (answer to previous question, e.g., riding 
bike) as m uch as you usually do? D o  you like being with your friends 
as much as before?

Indicates that within past 6 months 
there has been less enjoyment, is 
doing fewer activities, or spends 
less time with friends.

T ell me about how  you get along w ith your friends.

-H ow  do you feel about your friends?
(How do they feel about you?)

N o concern for the welfare 
o f  friends or companions.

-D o  you do favors for them? How about when 
they carmot do something for you in return?

D oes not extend him /herself for 
others when no immediate 
advantage is likely (lack of 
altruism).

2 (28)

2  (29)
D

2 (30)

2 (31)

F/No — Falie or No; NS • Not Scored; AMB »  Ambiguoui; T/Yei «  True or Yei
Copyright * 1990 Kay Hodgea; * 1986 Kay Hodgea DO NOT REPRODUCE Miliury Venion
CAS



F/No HS Amh T/Yes

-D o  you tend to tell on your friends 
M^en they have done something bad?

W ill blame or inform on companions. 
Score "NO" i f  child qualifies that s/he 
w ill only tell i f  the behavior was 
riangftmm to se lf or Others or was 
considered to be "serious* bv the child. 2 (32)

-H ow  do you feel when you have done 
som ething wrong toward a friend (or 
taken advantage ofthemp

D oes not feel guilt or remorse 
when such a reaction is i^ ro p ria te  
(or only feels remorse when caught 
or in difficulty).

Besides your friends, how  do you  get along with other kids?
(Like other kids in your class or neighborhood?) (Do you 
have enemies?)

Indicates conflictual problems with som e 
peers (with more than one diild; other 
than occasional problems with friends).

2  (33)

2  (34)

I f  yes, ask:

H ow  did you com e to be enemies?

M A R K  "YES' IF APPLIES,
OTHERW ISE "NS":

a. Attributes cause to bad
tpudities about her/himself.

b. Attributes cause to other
children.

c. Attributes cause to authority
figures.

d. Other

0 9 1 2 (34aa)

0 9 1 2 (34bb)

0 9 1 2 (34cc)

F/No "  False or No; NS • Not Scored; AMB "  Ambigwous; T/Yes «  True or Yes
Copyright •  1990 Kay Hodges; •  1986 Kay Hodges DO NOT REPRODUCE Military Version
CAS



F/No NS Amb T/Yes

When other Idds bug you or tease you, do you get maH quickly?

Is often touchy or easily annoyed 
by others.

Do you generally feel you can trust people?

9 1 2  (34a) 
OP

Indicates that s/he cannot trust 
people ( i.e ., most people; mostly 
cannot trust). 9 1 2 (35)

c. A c n v m E s

In the last six months (since six month time marker; since 
last interview), what have you been doing when you are by 
yourself (spare time, hobbies)!

Cannot report something s/he does on 
his/her own /watching TV. sleeping 
or eating do not ouaiifvi.

H ow much do you (answer to above question)! H ow much did you 
(answer to above question) six months ago?

Indicates does fun activities or 
hobbies less recently /w ithin  past 
6 months').

Indicates does these activities 
more, associated with increasing 
withdrawal, decreasing interest 
in social activities, or sadness.

H ow much o f  your free time do you spend by yourself 
(i.e., referring to solitary activities or play)!

Indicates that s/he spends a lot of 
time by him/herself.

9 1

9 1

9 1

2 (36)

2 (37)
D

2 (38)

9 1 2 (39)

F/No “  Fâl*e or No; NS - Not Scored; AMB *  Ambiguouf; T/Yei *  True or Yei
Copyright * 1990 Kay Hodge,; ® 1986 Kay Hodge, DO NOT RERtODUCE MUiury Veraion
CAS



F/No HS Amk T/Yes

How do you feel when you are by yourself or alone?

Wants to be near major attachment 
figure most all the time.
Persistent avoidance o f  being alone.

Does not like being alone due to 
fearfulness, which is reportedly 
unrelated to separation fears.

0 9 1 2  (40)
SA

0  9 1 2  (41)

D . FAMILY

Who lives in your house? (FOR ALL PERSONS IN HOME, 
LIST NA M E, RELATIONSHIP TO CHILD, AN D  AGE OF 
CHnJDREN IN HOM E.)

Spontaneously indicates dislike or 
difficulty with some family 
membcrfs). 2 (43)

F/No ■ Falie or No; NS - Not Scored; AMB »  Ambiguouf; T/Ye* «  True or Ye»
Copyright •  1990 Kmy Hodge»; •  1986 Kay Hodge» DO NOT REPRODUCE Military Version
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a a î

F/No NS Amb T/Yes

Are your parm ts liv ing together?

If not living togetfaer. mdc

H ow  com e? W here does your biological (first) father {mother) 
live? H ow  often do you see him (her)?

MARK*YES" IFAPFUES,
OTHERWISE "NS":

a. Biological parents living 
together.

b. B iological parents not living 
together due to marital 
problems.

c. Biological parents not living 
together because one is on 
mUitaiy assignment away 
from home.

Comment on extent o f  contact with
non-custodial biological parent.

Comment on contact with parent away 
on military duty.

9 1 2  (43aa)

9 1 2  (43bb)

9 1 2  (43cc)

In the last six  months (since six month time marker; since last 
interview), vdio has been the biggest troublemaker in your family?

W ho are you  closest to?

D oes not name a member o f  the family 
in the hom e. 2  (44)

BM—Biological Mother, SM —Step Mother, B F "  Biological Father, SF^Step Father
T/Yea—True or Yea; N S * N o t Scored; Amb"  Ambiguoua; F /N o«F alieor No
Copyright *  1990 Kay Hodgea; * 1986 Kay Hodgea DO NOT REPRODUCE Military Veraion
CAS



H ow do you get along w ith your mother?

Indicates has difficulty in getting 
along w ith mother.

I f  answer indicates a  negative lelatiaodiip , ask:

H ow com e you and your mom (child’s words - e.g., 
’don’t get along well’) ?

I f  answer does g o t  indicate a  negative le la tio o d iÿ , ask:

When you and your mother don’t get along OK, what seems to 
be the problem?

M ARK "YES" IF APPLIES, 
OflHERWISE "NS":

F/No MS

BM 0  
SM 0

2 (45)
2  (46)

Does not fulfill child’s physical 
or concrete needs and/or wants
(e.g., money, meals, a bedroom to BM 0 9 2 (47)
him/herself). SM 0 9 2 (48)

b. D oes not fulfill child’s emotional 
needs or tlesires for closeness or 
caring (e.g., ’she doesn’t love/ BM 0 9 2 (49)
care/understand me’). SM 0 9 2 (50)

c. D oes not fulfill child’s needs or 
desires for independence or 
freedom (e.g., is too restrictive; BM 0 9 2 (51)
’babies’ too much). SM 0 9 2 (52)

d. Is negative toward child {e.g., 
yells, hits, constant nagging, con
stant ’putting down ’, recurrent BM 0 9 2 (53)
swearing at child). SM 0 9 2 (54)

e. Problems due to child’s non- BM 0 9 2 (53aa)
compliance, misbehavior, etc. SM 0 9 2 (54aa)

BM "Biological Mother, SM "Slep Mother, BF"Biological Father, SF"Step Father
T/Ye««True or Yea; N S "  Not Scored; Ainb"Ainbiguoui; F/No "False or No
Copyrifht * 1990 Kay Hodgea; * 19S6 Kay Hodges DO NOT REPRODUCE Military Version
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W ho is mostly to blame for these problems?

M ARK  •Y E S ' IF APPLIES, 
OTHERW ISE "NS":

a 3 o

F/No NS Amb T/Yes

a. It is his/her ow n fault
b. It is his/her mother’s Ault.
c. It is the fault o f  a third force

(e.g., father, marriage).

d. Other_ 

What does your mom do that you like?

Cannot think o f  something mom does 
wdiich s/he likes.

What does your m om  do that you don’t like?

Cannot think o f  something mom does 
v ^ c h  s/he dislikes.

R qw rts parental behavior which is 
understandably bothersome to child 
fi.e., alcohol/drug usage, sexually 
inappropriate to child, neglectfid, 
physicalfy punitive, diild f e a t^  
of parent, has a terrible temper, 
hits people).

SPECIFY

BM 0  
SM 0

BM 0  
SM 0

BM 0  
SM 0

(54bb)
(54cc)

(54dd)

(55)
(56)

(57)
(58)

(57aa)
(58aa)

H ow  do you get along w ith your father?

Indicates has difficulty in  
getting along with dad.

I f  answer indicates a  negative le la t io a d iÿ , « k ;

H ow  com e you and your dad (child’s words - e.g. 
"don’t get along well") ?

BF 0  
SF 0

(59)
(60)

BM "Biological Mother; SM "Slep Mother, BF"Biological Father; SF"Step Father 
T /Y e§"T nie or Yea; N S " N ot Scored; Amb"  Ambiguoua; F/No"Falaeor No 
Copyright •  1990 Kay Hodge:; •  1986 Kay Hodge: DO NOT REPRODUCE Military Veraion 
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F/No US Amb T/Yes

I f  sosw er does g o t indicstn a negative idatkxid iip , a d c

When you and your father don’t get along OK, %hat seems to 
be the problem?

M ARK "YES" IF APPLIES, 
OTHERWISE "NS":

Does not fulfill child’s physical 
or concrete needs and/or 
wants (e.g., money, meals, a
bedroom to him/herself). BF 0 9 2 (61)

SF 0 9 2 (62)
b. D oes not fulfill child’s emotional 

needs or desires for closeness or 
caring (e.g., "he doesn't love/ BF 0 9 2 (63)
care/understand me’). SF 0 9 2 (64)

c. Does not fulfill child’s needs 
or desires for independence or 
freedom (e.g., is too restrictive; BF 0 9 2 (65)
’babies’ too much). SF 0 9 2 (66)

d. Is negative toward child (e.g., 
yells, hits, constant nagging, 
constant ’putting down, ’ BF 0 9 2 (67)
recurrent swearing at child). SF 0 9 2 (68)

e. Problems due to child’s BF 0 9 2 (67aa)
non-compliance, misbehavior, etc. SF 0 9 2 (68aa)

BM "Biological Mother, SM "Slep Mother, BF"Biological Father, SF"Step Father
T/Y ea"Tnie or Yea; N S " N ot Scored; Amb" Ambiguoua; F/No"Falae or No
Copyright •  1990 Kay Hodgea; •  1986 Kay Hodgea DO NOT REPRODUCE Military Veraion
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W ho is m ostly to blame for these problems?

KIARK "YES" IF APPLIES. 
OTHERWISE "NS":

F/No NS Amb T/Yes

a. It is his/her ow n fault.
b. It is father’s fault.
c. It is the fault o f  a third

force (e.g., mother, marriage).
d. Other

(68bb)
(68cc)

2 (68dd)

What does your dad do that you like?

Cannot think o f  something dad does 
which s/he likes.

BF 0  
SF 0

(69)
(70)

What does your dad do that you don’t like?

Cannot think o f  something dad does 
which s/he dislikes.

BF 0  
SF 0

(71)
(72)

Reports parental behavior which is 
understandably bothersome to child 
(e.g., alcohol/drug usage, sexually 
inappropriate with diild, neglec^, 
physically punitive, diild fearful of 
parent, has a terrible temper, 
hits people).

BF 0  
SF 0

(71aa)
(72aa)

SPECIFY

EM—Biological Mother, SM —Stcp Mother, BF—Biological Father, SF -Step  Father
T /Y ei—True or Yes; N S —Not Scored; Amb—Ambiguous; F /N o—False or No
Copyright * 1990 Kay Hodges; * 1986 Kay Hodges DO NOT REPRODUCE Military Version
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In the last six  months (since six month time marker; since last interview), 
have you wished that there was anything different about your family?

a 34-

F/No NS Amb T/Yes

M ARK "YES" IF APPLIES, OTHERWISE 
•NS":

a. Answer is related to external or
material changes (e.g., money, 
move, new house).

b. Answer is related to behavior o f
family members or relationships 
among family members.

c. Answer is related to child
changing him/herself.

Are you happy in your family?

Indicates not happy in his/her 
family (with whom he/she lives 
with the most).

H ow  are your parents getting along with each other 
(parents you live with)l

Indicates parents have marital 
difficulties.

9  1

9 1

9 1

9 1

2 (73)

2 (74)

2  (75)

2  (76)

9  1 2  (77)

CIRCLE RELEVANT RELATIONSHIP:

a. Natural parents.
b. Natural and step parent.

I f  b iological parents live  apart, ask: 

H ow  do your mom and dad get along?

Indicates that biological parents, 
either divorced or sq>arated, have 
much conflict; or, parents avoid 
almost all communication because o f  
fear o f  conflict. 0  9  1 2  (78)

. - Vmiac or : ‘.r Auw-Amuisuwu.; Y ei-Tnie or Ye#
Copyright * Kmy Hodge:; * 1986 Kmy Hodge# DO NOT REPRODUCE Miliuty Venion
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F/No NS Amb T/Yes

I f  has siblings, ask:

H ow  do you get along w ith your brothers (sisters)!

Indicates considerable conflict.
resentment, difficulty, etc., with at
least one sibling. 0  9 1 2 (79)

D o  you wantno run away or leave nome?

Indicates would like to run away or 
leave home. 0 9 1 2 (80)

H ave you been away from hom e overnight? When you have been  
away from hom e in the past 6 months, how did that make you feel?

Indicates feels relieved when away 
from hom e and prefers to be away.

Indicates recurrent feelings o f  panic, 
excessive sadness or withdrawal (temper 
tantrums, pleading, crying) in anticipation 
o f  being awav: or, child is afndd harm 
may befall parents when child is 
away from parents.

Indicates recurrent feelings o f  panic, 
excessive sadness or withdrawal when awav 
from hom e or parents (e.g., wants 
to return home, must call home).

Remarks suggest fear or concern about 
quality o f  parent’s bond or commitment 
to child (e.g., of rwt being wanted, 
being rejected, or fear of forced 
separation from parent by social 
services, etc.).

0  9 1 2  (81)

9 1

9 1

2  (82a)
SA

2  (82b) 
SA

0  9 1 2 (83)

F /N o^F alieo r No; NS=Not Scored; Amb «  Ambiguous; T/Y ee^Tnie or Yes
Copyright * Kay Hodges; * 1986 Kay Hodges DO NOT REPRODUCE Miliury Version
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F/No HS Amb T/Yes

E . FEARS

M ost people are afraid o f  something. In the last six  months 
(since six month time marker; since last interview), have you  
been afraid o f  anything? Anything else?

Fears are o f  a bizarre nature fi.e. 
does not reflect ageappropriate 
reality testing).
Describe: 2  (85)

N o w  I am going to ask you som e questions about fears that some Idds 
have. I want you to tell me i f  these fears really bother you.

-Are you afraid o f  being away from hom e, like in 
a shopping center (because you are cfraid of not 
being able to get help if  you need it or are 
afraid of not being able to get out p.

Fear o f  being in public places away 
from home, (e.g., crowds, public 
transportation) from vâûch escape might 
be difficult or help not available in 
case o f  sudden inc^)acitation.

-Are you afraid that you might do something to embarrass 
yourself? Tell me about it.

Fear o f  doing something embarrassing 
or humiliating w hile in social 
situations in \ ^ c h  other people 
might be judging or watching him/her 
(see guidelines).

-Are you fearful o f  going to school?

Fear o f  school.

-Are you afraid o f  any anim als?

Fear o f  animals.

(86)

0  9 1 2  (87)
P

0  9 1 2  (88)
P

(89)

F/N o»FaU eor No; N S«N ot Scored; Amb* Ambiguoua;T/Ye>*Tnie or Yea
Copyright * Kay Hodgea; * 1986 Kay Hodgea DO NOT REPRODUCE Military Veraion
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-Are you afraid o f  heights or being on top o f  
buildings or hills?

Fear o f  heights.

-D oes being in  a closed q*ace, like a small area, 
closet, or room  make you fearful?

Fear o f  closed space 
(smcdl area, room).

-Anything else?

•/No NS Amb T/Yes

0  9 1 2 (90)
P

0  9 1 2  (91)
P

Describe:

FO R EACH  OF T H E FEARS M ENTIO NED, DETERM INE W HETHER TH E CRITERIA FO R PHOBIA  
ARE M ET.

You mentioned that you were afraid o f Tell me about that.

E  N E E D E D . ASK  THESE PROBES:

-D o  you get so upset that you do something special to 
keep away from it (or certain situationsp.

-D o you get upset i f  you caimot keep away from it? 
(?/hat do you do when you are upset?)

-D o you think you are a lot more scared o f  these things 
than you should be (or than other Idds are)?

-D o  these fears keep you from doing vdiat you would  
usually do?

M ARK "YES" BELOW  IF ALL OF THE FOLLOW ING CRITERIA  
FOR PHOBIA ARE M ET.

(1) Situation or object is avoided, or if  endured, 
with intense anxiety, and (2) fear is seen as 
excessive or unreasonable by child, and (3) fear 
or the avoidant behavior causes marked distress gr  
interferes w ith social or academic functioning.

F/No^Fmlieor No; N S^N ol Scored; Amb=Ambiguou:;T/Yce=Tnie or Yce
Copyright * Key Hodgei; * 1986 Kmy Hodge# DO NOT REPRODUCE Miliuty Venion
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/No NS Amb T/Ycs

ASK  T H E  CH ILD A BO UT EACH  FEA R  M ENTIONED. IF CHILD D ID  N O T  ENDORSE A  
FE A R , M A R K  "NS". REM EM BER TO  W RITE DOW N CHILD’S CTH ER FEARS.

(1) public places (#86)

(2) embarrassment (#87)

(3) school (#88)

Fear #(1) 0  9  1

Fear #(2) 0  9 1

Fear # ( 3 )  0  9 1

(4) other (FIL L  IN )

Fear # ( 4 )  0  9 1

2  (92)
P

2 (93)
P

2 (94)
P

2 (95)
P

(5) other (FILL IN )

Fear # ( 5 )  0  9 1 2 (96)
P

F . WORRIES AN D ANXIETIES

M any Idds worry about different things, do you have any worries?
Tell m e about them.
Anything else?

N ow  I am  going to tell you som e worries that som e Idds have. You 
tell m e i f  these are worries for you.

-In the last six  months (since six month time 
marker; since last interview), have you been 
worrying about bad things like storms or fires?

Excessive worry about natural 
disaster (e,g., fire, flood, 
storms, dak) or external 
concerns (e.g., lose job). 2 (98)

F/No"F#l#e or No; NS—Nor Scored; Amb-Ambiguous; T /Y et-T nie or Yes
Copyright •  Kmy Hodges; •  1986 Kmy Hodges DO NOT REPRODUCE Miliury Version
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-Have you been worrying about your parents or 
ether people in your family;

—becoming sick?

Worries that a family member is 
or w ill become sick.

—dying or getting hurt?

F/No HS Amb T/Yes

2  (99) 
SA

If yes, specify that thi« has occurred within past 6 months and 
say;

Tell me about it.

MARK "YES' IF APPLIES, OTHERWISE 
"NS":

Worries that a family member will 
die or be harmed, other than military 
activity concerns, which may or may 
not be present.

Worry about family member dying is 
related to risk associated with 
military activity.

9 1

9  1

2  (100) 
SA

2 (lOOaa)

—argum g;

Worries that parents will argue 
(verbal).

-physically fighting or getting hurt?

Worries that parents will fight 
(physical).

—getting a divorce or one of your parents 
not wanting tb be part o f  the family anymore?

9 1

9 1

2 ( 101)

2 (102)

Worries about marital separation, 
divorce, or that a family member 
will leave. 9 1 2 (103)

FANo“ F«lie or No; NS = NoC Scored; Amb« Ambiguous; T/Yet^Tiue or Yes
Copyright ® Kiy Hodges; •  1986 Ksy Hodges DO NOT REPRODUCE Military Versioo
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F/No NS Amb T/Yes

—getting real upset or dq)ressed?

Worries about parents’ mental health 
(e.g., loneliness, depression, sensitivity) 
or says s/he does activities to try to help 
alleviate these problems or syn^tom s. 0  9 1 2  (104)

-H ave you been worrying about being separated from 
your parents fbeing lost, Iddnappedp.

W orries that s/he w ill become 
sqjarated from major attachment 
figure (e.g., dïild will be lost, 
kidnapped, killed, or be viaim of 
an accident). 2  (105) 

SA

-H ave you been worrying about yourself? In what way?

W orries about self.
Specify______________________

2 (106)

-H ave you been worrying about \riiat w ill happen to you in  
the future (how things will turn out for youfi

I f  y es, aslc

H ave you been worrying more than you should? Are you a 
worry wart?

E xcessive or unrealistic worry about 
future events (anticipatory anxiety).

-H ave you been worrying about trying to be perfect (about 
whether you have done good enough in the pastp.

2  (107) 
OV

Excessive or unrealistic worry about 
past in ^ r fec tio n s . 2  (108) 

OV

F/N o—F&lme or No; NS—Not Scored; Amb—Ambi{uou(;T/Ye«-Tnie or Yet
Copyright * Kmy Hodgei; * 1986 Kmy Hodgei DO NOT REPRODUCE Miliury Venion
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F/No NS Amb T/Yes

•Have you been worrying a lot about doing well in school, 
sports, or in making friends?

I f  yes, ask:

Have you been worrying more than you should? Are you really 
doing OK but you still worry?

Excessive or unrealistic concerns about 
competence (e.g., in either school, 
athletics, social). 2  (109) 

OV

•Have you been worrying so much that you need to be told 
that things are all right for you to feel okay?

Excessive need for reassurance 
about a variety o f worries. 2 (110) 

OV

FOR EACH WORRY ADMITTED TO BY THE CHILD, UP TO ITEM 107. DETERM INE  
WHETHER CRITERIA FOR PREOCCUPATION ARE MET. BF CHILD REPORTS 
PREOCCUPATION, INQUIRE ABOUT INCAPACITATION.

You mentioned that you worried about 

Tell me about it.

F/No-Fâl*e or No; N S-N o( Scored; Amb-Ambiguow«;T/Ye#=Tme or Ym
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Have you been:

-worrying so much that you have found 
yourself thinking about it when you 
should have been doing other things, 
for example, thought about it when 
you should have been thinking about 
your school work or enjoying being 
with your friends?

PREOCCUPATION - THINKS ABOUT FT A  
LOT, INCLUDING WORRY W HEN S/HE  
SHOULD BE DOING OTHER TASKS (E .G ., 
SCHOOL WORK). DISTRACTS FROM  
OPTIMAL FUNCTIONING.

-worrying so much that it has got in 
the way o f  going to school, having 
friends, or doing things you have 
needed to do?

INCAPACITATION - IN TERFERES WITH  
DEVELOPMENTAL TASKS (E .G ., CANNOT  
GO TO SCHOOL REGULARLY, CANNOT  
PERFORM REQUIRED TASKS AT SCHOOL, NOT  
ADEQUATELY SOCIALIZING WITH PEERS).

Preoccupation Incapacitation
F/No NS Amb T/Yes F /N o NS Amb T/Yes

Separation concerns (#99, 100 or 105) 
other than those related to military
activity

Separation concerns (#100aa) 
related to military activity

Parents argue and/or fight (#101 or 102)

Divorce/leave (#103)

Parental mental health (#104)

Other (FILL IN)

Other (FILL IN)

0 9 1 2
( l l l ) S A

1 2 
( l l la a )

I 2 
( 112)

9 1 2
(113)

2
(114)

2
(115)

9 1 2
(llS aa)

9 1 2
(116)SA

9 1 2
(116aa)

9 1 2
(117)

0 9 1 2
(118)

9 1 2
(119)

9 1 2
( 120)

0 9 1 2
(120aa)

F/No=F«l*e or No; NS*=Not Scored; Amb“ Ambiguou«;T/Yci“ Tme or Ye*
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O ther (Hii J -  IN )

O ther (FILL IN)

Preoccupation 
F/No HS Affib T/Y es

0 9 1 2
( l lS b b )

1 2 
(115CC)

Incapacitation 
F/N o £iS A m b T/Y es

1 2
(120bb)

1 2 
(120cc)

Sometimes Idds have nervous feelings a lot o f  the time. 
Different people call it different names - like nervous, 
anxious, tense, or just cannot relax. In the last six 
months (since 6 momh lime marker; since last interview), 
have you been feeling this way a lot?

Indicates anxiety a lot of the 
time or unable to relax because 
of tension.

I f  13 or cider, ask:

-Have you been feeling jittery, shaky, trembly, muscles 
twitch/move a lot?

Experiences motor tension a lot.

-Have you been having trouble breathing, 
feeling sweaty, been dizzy, or feeling 
your heart beat real fast?

Indicates autonomic hyperactivity.

-Have you been 'on edge" (startled 
easily, noticing everything around you)l

Indicates vigilance scanning,
and/or hyperalertness.

Have you been feeling like bad or terrible things will happen to you?

Thinks bad or terrible things will 
happen to him/her (within past 6 months).

F/N o NS Amb T/Y es

9 1 2  (121)
OV

9 1 2 (122)

9 1 2 (123)

9 1 2 (124)

2 (125)

F/No—F*lie or No; N S-N ot Scored; Amb-Ambiguoui; T /Y et-Ttue or Ye*
Copyright * Kmy Hodge*; •  1986 Kmy Hodge* DO NOT REPRODUCE Miliury Verrion
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F/No NS Amb T/Yes

Have you been worrying about doing bad things or being bad?

W orries about bad things to
happen.

Som etim es people have thoughts that they cannot get out o f  their minds. 
T hey find them selves thinking about them a lot and they don’t want to. 
Has that been hiqjpening to you?

D escribes obsessions ( i .e .. recurrent 
persistent ideas, thoughts, images, or 
im pulses—see guidelines!.

2  (126)

2  (127) 
OC

I f  yes, ask:

T ell me about it. H ow  did it make, you feel? (Who: did you do 
when you had these thoughts?)

Tries to not have the thoughts (e.g., 
ignoring, suppressing). 1 2  (128) 

OC

Som etim es people find them selves doing certain things over and 
over again like cleaning or checking things all o f  the time.
It’s like a ritual (habit)", you can never do it enough. Have you  
been doing things like that?

Describes compulsions (i.e .. repetitive 
and seemineh purposeful behaviors that 
are performed according to certain rules 
or in a stereotvoed fashion-see guidelines). 2 (129) 

OC

I f  yes, ask:

T ell me about it. H ow  did it make you feel?

Conq)ulsions are a source o f  distress, 
are time-consuming, or significantly 
interfere with normal routine. 2 (130) 

OC

F /N o»F alieor No; NS—Not Scored; Amb—Ambiguous; T/Y ei—True or Yes
Copyright * Ksy Hodgei; * 1986 Ksy Hodges DO NOT REPRODUCE Miliury Version
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^ 4 - 5

F/No HS Amb T/Yes

G. SELF4MAGE

T ell m e som ething about what you have been Hire during the 
last six  months (since 6 month time marker; since last 
interview). (Tell me about yourself.)

Describes se lf  in negative terms
or makes very negative comments. 0  9 1 2  (131)

What do you think about your looks?

What do you think about how  smart you are?

What do you think about how  good you are at sports?

W hat do you think about how much other Idds like you?

Are you the kind o f  person vAio is easily embarrassed or 
worries a lot about what others think o f  you?

W hat are you most proud o f  about yourself?

F/Noa>Falie or No; NS —Not Scored; Amb—Ambiguous;T/Yei—Tnie or Yes
Copyright * Kay Hodgea; * 1986 Kay Hodges DO NOT REPRODUCE Miliury Version
CAS

D

Describes imperfections in body or looks 
(e.g., too fat, thin, ugly, poor
body image). 0  9 1 2  (132)

D

V iew s se lf as dumb. 0 9 1 2 (133)
D

V iew s se lf as clumsy or poor
at sports. 0  9  1 2  (134)

D

View s se lf as not liked,
unpopular. 0  9 1 2  (135)

D

Marked self-consciousness. 0  9 1 2  (136)
OV

Cannot think o f  something to be 
proud o f  that is positive and
reasonably significant. 0  9  1 2  (137)



F/No NS Amb T/Yes

What do you m ost dislike about yourself? (l(f you had magic and 
could diange something about yourself, what would it be?)

F eels inadequate or inferior or 
dislikes or is disrespectful o f  
self.

When bad things happen, are they usually your fault or someone 
else’s fault?

2  (138) 
D

Attributes m ost bad things 
h ^ p en in g  to her/him self as 
her/his fault. 2  (139)

Blames others for m ost bad things 
Ci.e., often blames others for his/ 
her own mistakes).

Is your family proud o f  you?

2  (139a) 
OP

Cannot think o f  a specific way in udiich 
family is proud o f  her/him  which is 
positive and reasonably significant. 
Respondent must be able to specify. 2  (141)

H. MOOD AND BEHAVldR

M ost children have a number o f  different m oods or feelings.
During the last six  months (since 6 month time marker; since 
last interview), what kind o f  mood have you usually been in?

What is the worst you have felt within the last six months 
(since 6 month time marker; since last interviewp.

F/No k Fi Im  or No; NS—Not Scored; Amb—Ambisuoui;T/Ye<-True or Ye<
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F/No NS Amb T/Yes

W ould you  say that you have been feeling:

-sad (or gloomy, blue, or down in 
the dumps p.

F eels sad.

•crabby, irritable, things get on 
your nerves easily?

Feels irritable a lot.

I f  13 years or older, mdc 

-"enqity" inside?

Feels empty.

2  (142)
D Y

2
D Y

(143)

0  9 1 2 (144)

-that things are bad for you  
and that they w on’t get better?

Feels hopeless.

-as i f  nothing is fun anymore?

Anhedonia.

2  (145) 
D

2 (146) 
D

E veryone has sad feelings sometimes. When you feel this way, 
what m akes you have these feelings? When do you get these feelings?

M ARK "YES" IF APPLIES, OTHERWISE "NS":

a. Is related to school (e.g.,
academic performance).

b. Is related to peers or social
activities.

c. Is related to family.
d. Is related to feelings about self.

2  (147)

(148)
(149)
(150)

F/N o^Falae or No; N S«N ol Scored; Amb—Ambiguoum; T/Yee-Tnie or Yei
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What do you do when you have these sad feelings 
(feelings mentioned by dxildp.

I f  child responds "yes' to m y  o f  the feelings in #142-146  
above, or indicates nootzansieat sadness, ask:

I have been asking you about feelings.

-H ow much (ofien) have you been feeling this way?

Feels sad nearly everyday (or 
irritable, empty, hopeless, or has loss 
o f pleasure).

-When you feel this way, do you feel this way while 
doing most everything you do, or just some things?

Experiences sadness (or equivalents 
mentioned above) \&hen doing all or 
almost all usual activities.

When you feel sad (or down or nothing is fun) do you:

-cry?

F/No NS Amb T/Yes

H ow much (everyday, many days, once in a while)!

2  (151)
D E

2  <152)
DE

-Cries several times a week or 
more when sad. 2 (155)

F^o>= Faite or No; NS«Not Scored; Amb = Ambiguoua; T/Yet=Tme or Ye:
Copyright ® Kay Hodgea; •  1986 Kay Hodgea DO NOT REPRODUCE Military Veraion
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F/No NS Amb T/Yes

In the last six  months (since 6 month time marker; since last 
interview), when you  have felt sad (or down or nothing is fun) 
did you:

-feel mad?
Rqx>its getting angiy.

-feel sad even wdien good things happen?

Lack o f  reactivity.

-think you are no good?

Reports low  se lf esteem.

-think you are bad or feel guilty?

Feelings o f  guilt.

-m ove around a lot, get real active, doing something 
all the time?

Reports agitation or hyperactivity.

-becom e slow ed dow n, talk less?

Psychom otor retardation.

-think over and over about unhappy things that 
have h^ pened?

Broods about unpleasant events,

-want to be with som ebody most all the time?

Clinging feelings.

-did you feel "stirred up* or upset most all the time?

Is agitated a lot.

W hen you have these sad feelings do you feel like things 
w ill work out or do you feel like they arc hopeless?

D oes not feel things w ill work out, 
feels hopeless.

0  9 1 2  (156)

0  9 1 2  (157)

0  9 1 - 2  (158)
D

0  9 1 2  (159)
D

0  9 1 2  (161)
D

0  9 1 2 (162)
D

0  9 1 2  (163)

0  9 1 2  (164)

0  9 1 2  (165)

0 9 1 2  (166)
D

F/N o—F*l«e or No; NS—Not Scored; Amb—Ambiguous; T /Y es-Tnie or Yes
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/No Amb T/Yes

H ow  much do you feel lonely?

Indicates feels lonely a lot o f  the 
time.

Som etim es Idds think- about death. D o  you think about death? 
H ow  much?

0 9 1 2 (167)

Thinks about death often, not 
just fear o f  dying.

Have you b em  having thoughts about hurting yourself?

Has thought o f  hurting him/herself 
in the last six months.

D o you do things to hurt yourself? What I mean is 
you do things to hurt yourself, but you aren’t trying to 
kill yourself.

Attempted se lf  hurt or injury 
within the last six  months.

I f  yes, ask:

When was the last time you tried to hurt yourself?

Attempted se lf hurt or injury within 
recent two w eeks.

2  (168) 
D

2 (169) 
D

0  9 1 2  (169aa)
D

2 (171) 
D

Have you been having thoughts about killing yourself?

Has thought o f  committing suicide 
in the last six  months. 2  (170) 

D

F/N o—Fmlmc or No; NS—Not Scored; Amb—Ainbiguouc;T/Ye<-Tnie or Yes
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F/No NS A s*  T/Yes

I f  yes, mdc

H ow  often have you thought about hurting yourself?

Has had recurrent thoughts o f  hurting 
se lf  and/or committing suicide within 
the last six  months (more than three 
times within one month).

When w as the last time you thought about killing yourself?

Has thought about killing se lf in 
recent two weeks.

D id you  th ink  o f  how  you w ould do it?

Can specify a method.
Describe:

What makes you have these feelings o f  wanting to hurt or kill 
yourself?

Spontaneously reports suicidal 
thoughts only when angry or in 
revenge toward others.

Spontaneously reports that suicidal 
thoughts were the direct result o f  
being restricted or detained (e.g., in 
juvenile detention, in hospital, etc.).

9 1 2 (171) 
D

9 1 2 (171aa) 
D

9 1 2 (172) 
D

2 (172aa) 
D

2 (172bb) 
D

F/No«Falae or No; N S»N ot Scored; Amb~ Ambiguous;T/Yee^eTnie or Yes
Copyright * Kay Hodges; * 19S6 Kay Hodges DO NOT REPRODUCE Military Version
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3 .5 %

F/No MS Anik T/Yes

In the past (in last six months, since six month time marker), did you ever try 
to kill yourself? Tell me about it.

Has actually tried to hurt or Idll 
se lf in the last six months.
Describe:

2 (173) 
D

If y es, ask:

W hen was the last time you tried to kill yourself?

Has tried to kill se lf in the past six 
months.

Has tried to Idll se lf within past 2  
weeks.

I f  w ithin last six  months, ask:

W hen you tried to Idll yourself, did you really think you would  
die?

Thought would probably die or wasn’t 
sure w ould die but really wanted to 
die fi.e., intended to kill self).

9 1

9 1

9 1

2 (173aa) 
D

2 (173bb) 
D

2 (173CC) 
D

At the present time, do you feel like hurting or killing yourself?

Had thoughts o f  wanting to hurt or Idll 
se lf within last few days.

Have you done things carelessly, as i f  you didn’t care 
whether you hurt yourself?

Reports a type o f  carelessness 
which suggests an underlying desire 
to hurt se lf  (within past 6 months).

2 (173dd) 
D

2 (174)

F/N o^FalK  or No; NS«No( Scored; Amb~Ainbiguou<;T/Yet»Tnie or Ye#
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L PHYSICAL COMPLAINTS

In the last six  months (since 6 month time marker; since last 
iruerview), have you had trouble sleeping?

Experiences trouble sleq>ing.

Are you sleeping more than you used to (Do you take naps; Do you 
sleep as late as you canp.

Significant change within past 
six  months.

D o  you have trouble:

-falling asleep?

Has trouble falling asleep 
(30 to 60 minutes).

-with nightmares?

'/No NS Amb T/Yes

9 1

9 1

9 1

2 (175)

2 (176)
D

2 (177)
D

Has very upsetting 
nightmares or nightmares with 
rq)eated themes. 9 I 2 (178)

I f  v e s . inquire about contenL

Repeated nightmares involving 
unpleasant theme o f  separation. 9 1 2  (179)

SA

-waldng up in the m iddle o f  the night 
in a panic (all upsetp

Has night terrors.

-waking up really early in the morning or in the 
m iddle o f  the night and can’t get back to sleep?

Early morning wakening.

Wakening in the middle o f  the 
night.

9 1

9 1

9 1

2 (180)

2 (181) 
D

2 (182) 
D

F/No»FaUe or No; N S^N ot Scored; Amb«Ainbiguoui;TnfeavTnie or Yet
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CAS



F/No NS Amb T/Yes

-walking in your sleep?

Sleepwalking.

-sleq)ing, i f  you are not sleqïing with your 
parents or near them?

Sleq)s with a parent; has 
trouble sleq>ing unless is near 
major attachment figure.

H ow  good is your appetite? D o you enjoy your meals?

Child indicates loss o f  appetite 
when not dieting.

Have you gained or lost weight within the last six months (since 6 
month time marker; since last interviewp

0  9 1 2 (183)

S A
(184)

2  (185)
D

If  ves. ask:

H ow much?

Child has lost or gained weight within past 
6 months (five percent of body weight in a 
month) and was not on an intentional diet. 9 1 2  (186)

D

Child is concerned about being too fat or 
becoming fat (l,e. body shape and weight) 
and either (1) is very thin and has tried 
to keep from gaining or (2) reports binge 
eating (i.e. rapid consumption of a large 
amount of food); intentional vom iting after 
eating; stores or hides food. 9 1 2  (186aa)

[IF 186aa IS Y E S, ADM INISTER EATING DISORDERS  
SUPPLEM ENT TO  CHILD A N D  PAREN T.]

F/N o»F alieor No; N S^N ot Scored; Amb>Aiiibiauoui;T/Yef«Tnie or Ye*
Copyright ® Kay Hodge:; ® 1986 Kiy Hodge: DO NOT REPRODUCE Military Vereion
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Z S 5

F/No ÜS A n* T/Yes

H ow  often do you have stomachaches or headaches? D o you have other 
aches or pains (nausea and vomiting/! Could the doctor find 
anything wrong?

Experiences numerous aches and pains 
with no known medical cause.

I f  ves.  add

D o  these keep you from doing anything? W hen do you usually 
have them? D oes som eone stay hom e with you on days when 
you are too sick to go to school?

M A R E  "YES" IF  APPLIES,
OTHERWISE "NS":

a. Severe (l.e., interferes with 
school and!or social/inter
personal aaivities).

b. Child spends the time at 
hom e w ith a parent figure (or 
equivalent) or tries to leave 
school to jo in  parent.

9 1 2  (187)
ov:4-.'

2 (189)

2  (190aa) 
S A

D o you feel m ore tired than before?

Indicates increase in  tiredness varying 
from less energy than usual to extreme 
fatigue; spends more time than usual 
resting (within past 6 monthsi.

Are you often restless, "on the go," or have too much energy?

Rqxjrts hyperactivity (always 'on 
the go’).

2 (191) 
D

2 (192)

F/No*Falae or No; NS—Not Scored; Amb=Ambiguou»;T/Yce"Tnie or Ye«
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D o you w et the bed or your clothes (pantsp

I f  ves.

Have you seen a doctor for this problem? What does s/he say?

Reports wetting with no known medical 
cause fat least one time oer month).

D o you have accidents (have a bowel movemera in your pantsp

Have you seen a doctor for this problem? What does s/he say?

'/No NS Amb T/Yes

2  (193)
E U

Rqx)rts encopresis or fecal soiling with 
no known medical cause (at least one 
time per month Y 2  (194)

F/No—Falme or No; N S^N ot Scored; Amb—Ambiguoue;T/Ye«"Tnie or Yee
Copyright •  Kay Hodgei; •  1986 Kay Hodgei DO NOT REPRODUCE Miliucy Venioo
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F/No HS ST T/Yes

J. ACTING O UT

INTERVIEW ER: REM EM BER TO  UTILIZE THE 'Amb' SCORING OPTION AS: SOMETIMES T R U E , 
OCCASIONALLY A  PROBLEM . SOM EW HAT (BUT MORE T H A N  THE 'EVERY NO W  A N D  T H E N ' T H A T  
M O ST K IDS M A Y  REPORT).

What do you do udien you feel mad or angry?

What kinds o f  things make you feel mad or angry?

M ARK  "YES" IF APPLIES, OTHERWISE "NS":

a. L ow  frustration tolerance
fi.e,, frustrated when too mudi 
is asked of him or when he is 
asked to do something too
quickly). 0  9 1 2  (195)

b. Upset by more emotionally charged 
issues; related to relationship 
with or among others (e.g., hears 
parents talking about an upsetting
issue, when feelings are hurt). 0  9 1 2  (196)

c. Others provoking him/her (calling
names, pushing him/her). 0  9 1 2  (197)

d. W hen cannot live up to ideals for
self. 0  9 1 2 (198)

e. Other

F/No"Fmlme or No; NS^NoC Scored; Amb*Ainbiguo(u;T/Ye<*eTnie or Yee
Copyright * Key Hodgee; * 1986 Key Hodges DO NOT REPRODUCE Miliury Version
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EZHo HS SL  T/Yes

In the last six m onths, (since six month time marker, since last interview), 
D o you find that you act or do things before you think things through?

Often acts before thinking.

At school, do you call out in class rather than raise your hand?

Frequently calls out in class (e.g., doesn't 
raise hand or other appropriate action, 
doesn't wait to be recognized).

D o you have trouble waiting for your turn (like in gamesp

Has difficulty waiting for turn 
in games or group situations.

D o you need help m ost o f  the time to do v/bnt you are
supposed to do?

N eeds a lot o f  supervision.

D o you lose things a lot, like things for school?

Often loses things necessary for tasks 
or activities at school or at home.

D o you have trouble knowing what order to do things in 
(getting straight what you are supposed to dop

Has difficulty organizing work.

D o you tend to go from doing one thing to doing another thing, 
without finishing the first thing?

Often shifts from one uncompleted 
activity to another.

D o you get angry a lot? D o  you hold grudges?

Is often angry and resentfiil.

D o you have trouble controlling your temper?

Often has difficulty controlling 
temper.

2  (199)

2  (200) 
A H

:2 #  (201) 
A H

2 (202)

2  (202a)
A H

2 (203)

2  (204)
A H

2  (204a)
O P

2  (205)
OP

F/No—Fml#e or No; N S^N ot Scored; ST-SomeUmemUue, OcceuiouUy a problem; T/Yea> Tnie or Yei
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D o other people think you go looking for trouble?
D o they think you do things that bug (annoy) other people?

’/No ÜS ST T/Yes

D o you have trouble follow ing rules at school?

Actively defies or refuses adult 
requests or rules.

H ow  about at home?

0 9 1 2  (206)
OP

Actively defies or refuses adult 
requests or rules.

D o  you argue w ith grown-ups often (gotten accused of 
talking bade, sassingp

Often argues w ith adults.

D o  you curse or use bad language in front o f  
grown-ups often%

0  9 1 2  (207)
OP

0  9 1 2  (209)
OP

O ftm  swears or uses obscene language.

D o you lie  often?

0  9 1 2  (209a)
OP

Often lies (other than to avoid 
sexual or physical abuse). 0  9 1 2  (211)

CD

D o you try to get back at people who make you mad? (plan or 
make an eÿbrr to get back at them?)

Often spiteful and vindictive. 0  9 1 2  (226a)
OP

Reports provocative behavior. Often 
deliberately does things that annoy 
other people. 0  9 1 2  (227)

OP

F/No«Falae or No; N S "N ot Scored; ST"Somcüme# tnie, OccauiootUy i  problem; T/Yee» True or Yet
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A C ,0

F/No MS s r  T/Yes

Have you been thought o f  as a troublemaker?

I f  ves. ask:

What do you  do that makes others think you are a trouble 
maker?

N ow  I need to ask you about behaviors udiich can sometimes really get Idds into trouble. I w ould like, though, 
for you to be as honest as possible because that is important for our research to be good. So, I want to remind 
you that what you tell me is confidential. That means that anything you say to me w ill remain private. For 
instance, i f  you tell me that you have stolen a car, I won’t tell anyone. You cannot get into trouble because you 
have told m e. Because this is a research project, this information w ill not be given to anyone. You have a 
right to privacy. A lso, w e do not use names in our study. All o f  our forms are numbered and do not have any 
names on them. So, nobody w ill know what you have said. D o  you have any questions? Is this clear?

As before, I w ill be asking you whether som e things have happened in the last six  months (since six month time 
marker, since last interview). Just tell m e i f  they have happened. A lso , i f  they have happened, tell me a little 
about it so I can make sure that I understand.

INTERVIEW ER: REM EM BER T O  SA Y . T E L L  M E ABO UT 1T ...A N Y  OTHER TIM ES W H E N  THIS  
H APPENED?" LISTEN A N D  REFLECT BACK EXACT STATEM ENTS TO  EN C O U R A G E REPORTTNG. 
D O  N O T  A SK  S P E O n C  ’GRILLING’ QUESTIONS. MAKE Y O U R  BEST ESTIM ATE, B A SE D  O N  TH E  
IN FO RM ATIO N T H AT THE CHILD GIVES TO YOU.

W ithin the past six months (since 6 month time marker; since last 
interview), have you done any o f  these things or been accused o f  
doing any o f  these things;

F/No=Fml*e or No; N S»N ot Scored; ST^Som etim eitnic, Somewfaei, Occitiooally a problem; 
T /Y ei“ Tfue or Y et (2=oAeo true; 3 “ t  lot)
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’/No HS 51

-n in  away from home overnight? Tell m e about it.
D id  this happen any other time?
(How long were you gone?)

1. Run away once overnight Cue., for one nighi only);
OR occasionally runs to a neighbor, friend or relative’s 
house, w ith parents knowing o f  vtereabouts.

2 . Run away from hom e overnight at least twice;
OR once for at least three days.

3. Run away more than two times;
OR once longer than a week.

-stolen, like taken things from a store without paying?
T ell me about it. Any other times?
(What kinds of things do you generaliy take?)

1. Occasionally and restricted to small items.

2 . Often steals small item s fue, once a week);
OR steals a valuable it« n  ( >$100.00) once.

3. M ore than one theft o f  a valuable item ( >$100.00); 
OR forgery for theft.

-skipped school? T ell me about it.
(About how mudi school do you usually miss because of 
skipping? Has anybody noticed or have you gotten into any 
trouble because of skipping?)

1. Truant from the same class at least five times (does not 
have to be consecutive days).

2. Received consequences for truancy (detention, suspen
sion, attendance contract established);
OR truant for five consecutive days or more;
OR truant approximately once a week.

3. Because o f  truancy, went to hearing/court;
OR lost credit toward graduation in more than one 
course;
OR truant for ten consecutive days (part or all 
of a day);
OR truant for approximately 50% o f  school days.

0 9 1

0 9 1

2  3 (210)
CD

CD
(212)

0 9 1 2  3 (213)
yoCD

F/No**Faite or No; N S «N ot Scored; ST■‘Sometimes true. Somewhat, Occatiooally a problem; 
T /Y et»T n ie  or Yet (2»ofteatxue; 3 = a  lot)
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EZÊio HS S I

i W

-tried to get m oney from others by threatening them? Tell me 
about it.

1. l ik e ly  involvement in extortion and/or likely 
an acconq)lice.

2 . TniHafmd extortion once or twice.

3. Rqieatedly inititated extortion (e.g. more than twice 
in six months).

-snatched a purse or a wallet? Tell me about it.

Purse-snatching.

-stolen anything v& ile threatening to hurt someone?
Tell me about it.

9  1

9 1

2  3 (215)
C D

2  (216) 
CD

Robbery.

In the last six  months (since 6 month time marker; since last 
interview), have you:

-gotten into physical fights a lot with others?
Hit others? T ell me about iL 

(How mudt would you say you get into fights?)

1. Occasionally.

2. Often physical fights (I.e. once a week);
OR fights in reaction to being provoked by non-physical 
acts (e.g. name-coiling, bullying).

3. Routinely gets into fights (i.e. more than once a week).

9 1

9 1

2  (217)
C D

2  3  (218)
C D

F/No=Fml#e or No; N S * N o t Scored; ST"Sonmeümee true, Soonewfaal, Occatiooally a problem; 
T /Y ct=T m e or Yes (2"oA eo Uue; 3 » t  lot)
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F/No MS S I  T/Yes

-hit or done mean things to som eone (they were 
really hurt or you really tried to hurt them)!
T ell me about it.
(Was anyone hurt? How mudt does this happen?)

Describe:___________________________________ ^

1. Occasionally hits or mistreats w ith no injury to others.

2 . Often deliberately hits others or is cruel to (mistreats) 
others, with only minor injury (e.g. bruises, bloody 
nose, blade eye, etc.) not requiring professional 
attention.

3. Routinely physically aggressive or is cruel to 
(mistreats) others;
OR caused injury to others requiring 
doctor’s v isit or equivalent.

Assault o f  others has been restricted to 
family members.

2  3 (219)
CD

2  (219aa)

-h it or done real mean things to anim als (they were 
really hurt, or you really tried to hurt them/} Tell me about it. 

(Has any animal ever hurt or died?)

1. Occasionally mistreats, w ith no injury to animal.

2. Is often deliberately cruel to (mistreats, tortures) 
animals.

3. Routinely is cruel to (mistreats, tortures) animals; 
OR has seriously injured or destroyed an anim al as a 
result o f  malicious actions. 3 (219a) 

CD

F/No^FaU e or No; N S"N ot Scored; ST=Sometime«Uue, Somewhat, Occaaioaally a problem; 
T/Y es«T rue or Yea (2■■often true; 3 = a  lot)
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-threatened anyone with a weapon (like a gun or knife) 
or used a weiqx)n in a fight? Tell me about it. Any 
other time?

(Was anyone ever hurt?)

1. Infrequent threats with no actual physical assault and 
with no real intent to hurt.

F/No MS 5 1  T/Yes

2. U sed a weapon in more than one fight with no more 
than minor injury.

3 . Frequently uses a weapon in a physical assault (e.g. 
once a week);
OR has used a weapon in a fight that
caused serious injury (e.g. medical attention required). 0  9 1 2  3  (220)

CD

F or m ales 12 years or  older, ask:

- made anybody do sex acts (things) with you?
T ell me about it. Any other time?
(What did s/he say you did? What happened?)

1. Has touched sexual parts without consent or made 
som ebody touch their sex parts.

2. Has touched sexual parts, or has made another, 
using physical force or using threat that something 
negative w ill happen if  person was noncompliant.

3. Has sexually penetrated at least once (SEE 
GUIDELINES FOR DEFINITION). 9 1 2  3 (221)

CD

-mugged (i.e ., beaten someone severely with intent to rob)l 

M ugging. 9 1 2 (222) 
CD

F /N o»F a lie  or No; N S=N ot Scored; ST «Sometimes tnie, Somewfait, Occasiooally a problem; 
T /Y es«T n ie or Yes (2 «often tnie; 3 « a  lot)
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'/N o NS ST T/Yes

-vandalized (destroyed propertyp. Tell me about it.
Any other time?

1. Occasionally, with property o f  little value.

2 . Often vandalizes property o f  little value;
OR at least once w ith thusage greater than $100.00.

3 . Often vandalizes property o f  value fi.e. >  $100.00). 0  9 1 2  3  (223)
CD

- break into a house, car or building? T ell me about i t  
Any other time?

Participated in at least one break-in.

- stolen anything from a house, car, or building?

Burglary/Larceny.

- taken a stranger's car for personal use (joyride, 
auto parts, money) without the person's knowledge?

Auto theft.

- set a fire? T ell me about it. Any other times?
(What burned? War anybody hurt?)

1. Intentionally plays w ith matches or fire, but no injury 
or damage over $50 .00 .

2. Deliberately set a fire once or twice with damage over 
$ 1 0 0 .0 0  but no physical injury.
(Im plies malicious purpose as seen in arson.)

3. Repeatedly and deliberately sets fires;
OR one fire w ith either injury to person 
and/or property damage over $500.00.

H ave you drunk beer, w ine, or liquor on your own, or taken drugs 
to get high within the last six  months (since 6 month time marker; 
since last interviewp

Has used alcohol except at dirmer with parents 
and/or drugs.

0  9 1 2  (224)
CD

0  9 1 2 (224bb)

0 9 1 2 (224dd)

2  3 (225)
CD

2 3 (228)

F/NoK palte or No; N S «N ot Scored; ST-Sooicüm e# Uue, Somewhat, Occasionally a problem; 
T/Yea—True or Yes (2—oAcn true; 3 —a lot)
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F/No HS 51  T/Yes

H ow  often did you drink tlcohol or take drugs? D o  you get 
drunk? D o  you get in trouble for drinking or taking drugs?

Reports drinking more than once a 
month or having gotten drunk at least 
once.

Reports taking drugs (or smoking 
drugs) more than once a month or 
having gotten into trouble for using 
drugs (exclude cigarettes).

0  9 1 2  3 (229)

0  9 1 2  3 (230)

[IF EITHER 229  OR 2 30  =  YES, ADM INISTER SUBSTANCE  
A B U SE  SUPPLEM ENT TO  CHILD A N D  TO PARENT.]

H ave you b eo i picked up by the police, or have the police talked with 
you, within the last six  months (since 6 month time marker; since last 
iruerview/l Tell m e about it. Any other time?

1. Questioned only as an accomplice or tag-along, (i.e., 
meaning you knew that something wrong was being 
donf). Exclude circumstances \vhen questioned as 
victim  or innocent bystander.

2. Questioned for possible criminal/delinquent activities.

3. Arrested by police;
OR charged for the crime. 0  9 1 2  3 (231)

CD

F/NoKpalae or No; N S —Not Scored; ST"Someümem true, Somcwtut, Ocueionally a problem; 
T /Y ef»T n ie  or Yes (3 so ften  tnie; 3 «a  lot)
Copyright •  1990 Kay Hodget; •  1986 Kay Hodges DO NOT REPRODUCE Military Version 
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F/No MS ST

Have you been to court within the last six  months (or since 6 month time 
marker; since last interview) or are you supposed to go to court soon? 
Tell me about it.
(What did they say you did? What happened in court?)

Describe crime:

For m inor offense (e.g. minor drug offense, vandalism, driving 
offense)

W ent to hearing or court

Outcome o f  court: Found guilty in court

2 (231bb)

2 (231CC)

For major offense (e.g. stealing > SlOO.OO, breaking and 
entering, purse snatching, car thfft, forgery, major drug crime, 
robbery, physical assault or threatening assault).

W ent to hearing or court

Outcome o f  court: Found guilty in court

2 (23 lee)

2 (23 Iff)

Have you had to see the principal for getting into trouble? 
Tell me about it. Any other time?

2. Had contact with the principal once or 
twice. Exclude if  as innocent bystander.

3. Repeated contact with principal in the 
last six  months.

Have you been suspended or expelled w ithin the last six months? 

Suspended.

Expelled.

9 1

9 1

9 1

2 3 (232)

2 (232aa)

2 (232CC)

F /N o~F alie  or No; N S » Not Scored; ST—Sometime# tme, Somewfait, Occuionally i  problem; 
T /Y ei—T nieor Ye# (2 —often true; 3 —■ lot)
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F/No NS Amb

K. REALITY TESTING

In the last six  months (since 6 month time marker; since last 
interview), have you thought that you have special or magical 
powers?

Believes has q)ecial powers; 
exagerated sense o f  ow n importance 
(grandiose delusions).

Have you thought that other people have special or magical 
powers to control you?

Believes other people or 
external forces can control 
or influence mind or actions 
(delusions of being controlled).

Have you found yourself feeling confused and unable to think?

Admits to feeling confused or unable 
to think.

2 (233)

2 (234)

2 (235)

Sometimes w e  see or hear things that make us think our imagination is 
playing tricks on us. D oes this happen to you? T ell me about it. 
(What do you see? What do you hear? What do the voices say?)

Describes visions, or says s/he  
perceives things that other people 
don't see (visual hallucinations)
(within oast 6 months) (not due to 
drue or alcohol usaee or medications).

Describes auditory percq)tions for 
vdiich no external stimuli can be 
identified or says s/he hears unusual 
noises and/or voices that other 
people don’t hear (auditory 
hallucinations) (within past 6 
months) (not due to drue or alcohol 
usaee or medications).

2 (236)

2 (237)

F/No "  FaUe or No; NS • Not Scored; AMB Ambiguoui; T/Yee »  True or Yee
Copyright * 1990 Key Hodges; * 1986 Key Hodges DO NOT REPRODUCE Miliuty Version
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F/No NS Amb

M A R K 'Y E S ' IF APPLIES. 
CXm H R W ISE "NS":

b.

c.

Visual hallucinations are o f  
formed images (sudi as people). 
Auditory hallucinations are 
voices.
Describes voices wdiich threaten, 
criticize or make fun o f  him/her 
(persecutory hallucinations). 
Describes voices which affirm  
his/her superiority, power, or know
ledge to the point o f  exaggeration, 
or make him/her feel distinctly 
superior to others.
Describes people or things as 
looking distorted or altered in 
size (illusions).
Describes the surroundings as 
unreal or dreamlike (derealization).

2 (238) 

2 (239)

2 (240)

2 (241)

2 (242) 

2 (243)

Are you  afraid o f  losing your mind or being crazy?

Indicates s/he is fearful o f  
losing his/her mind or losing 
control o f  his/her emotions 
(within vast 6 months}.

[IF 2 3 3 , 2 3 4  OR A N Y  OF 23S-243 ARE YES, ADMINISTER  
PSYCHOSIS SU PPLEM ENT TO PARENT A N D  CHILD.]

H ave you  had a terrible, really ligh ten in g  experience?
For exan^ le: W ere you in danger o f  being I^ ed ?
(PROBE: Were you there when someone else was killed or murdered? 
Has anyone close to you committed suicide? Have you been in 
a fire or had your house on fire?)

IF  Y E S, DESCRIBE:

2 (244)

2 (244aa)

F/No = Falw or No; NS • Not Scored; AMB =  Ambiguoui; T/Yci =  Tnie or Yes
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F/No HS Amb T/Yes

[IF YES TO  244m  A N D  W ITHIN SIX M ONTHS. O R PARENT REPORTED O N  T H E  INTERVIEW  
PROTOCOL T H A T  T H E  CHILD W AS REFERRED FOR A  TRAUM ATIC E V E N T  (E .G ., LISTED ABO VE, 
IN CEST, RA PE), O R IF PARENT REPORTED O N  P-PTSD SUPPLEM ENT T H A T  A N Y  T R A U M A  , OR  
ABUSE-RELATED SYM PTO NS, CONTINUE, A SK  PTSD SUPPLEM ENT O F PA R E N T  A N D  C H ILD .]

I f  "yes* to 244as, and over six  "mnfh» gnce  event, ask 
question below:

T ell me, do you still think- about it a lot? D o you find that you 
can’t push the thoughts out o f  your mind, even i f  you want to 
(do you ever feel as though it's  happening all over again)? Do 
you dream about it over and over again?

Rqx)rts thinking about incident 
excessively, feels as though s/he is 
experiencing it again, and/or dreams 
about incident r^>eatedly.

2  (244bb)

UF YES TO 244bb, ASK  PTSD SUPPLEM ENT.]

F/No *  FâUe or No; NS - Not Scored; AMB «  Ambiguous; T/Yei — True or Ye:
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P A R T  H: INFORM ATION TO OBTAIN ON O NSET A N D  DURATIO N

INSTRUCTIONS TO  INTERVIEWER

FO R SOM E D IA G N O SES THERE ARE DIAGNOSTIC CRITERIA FO R  O NSET A N D  DU R A TIO N  OF  
D ISTU R BA N C E. FO R  A  FEW  OTHER DIAGNOSES, INFO RM ATION IS NEED ED  A BO U T  
FR EQ U EN C Y  A N D  PERVASIVENESS O F SYMPTOMS.

THOSE D IA G N O SE S FOR W HICH M ORE INFORM ATION IS N E E D E D  ARE NO TED O N  THE  
INTERVIEW  FO R M  B Y  SHADING A N D  A N  ABBREVIATION CO DE FOR THE DIAGNOSIS.

W HILE STILL W ITH  THE CHILD, T H E  EXAM INER SH O ULD QUICKLY LOOK OVER THE  
RESPO NSE ITEM S A N D  NOTE W HICH ONES ARE SH ADED. FO R  A N Y  DIAGNOSTIC CATEGORY  
W ITH O N E O R  M ORE SHADED H E M  M ARKED "YES," THE E XA M INER SH O ULD INQUIRE  
A BO U T T H A T  DIAGNOSTIC CATEGORY. YO U CAN UTILIZE T H E  SHEET W ITH DIAGNOSTIC  
CATEGORIES T H A T  APPEARS A T  THE E N D  OF THE CAS TO  NO TE W HICH CATEGORIES SH O ULD  
BE IN Q U IRED A B O U T  FURTHER. TH E SPECIFIC QUESTIONS W H ICH  N E E D  TO BE ASKED ARE  
LISTED BELO W  B Y  DIAGNOSTIC CATEGORY. FO R EXAM PLE, IF  O NE O R M ORE SH A D ED  ITEM  
IS M ARK ED "Y E S' FOR OVERANXIOUS DISORDER, THE E X A M IN E R  M IGHT SAY: "YOU 
M ENTIO NED BEING  UPSET A N D  WORRIED ABOUT T H IN G S-L IK E  H OW  W ELL Y O U  ARE  
DO ING  A N D  A B O U T  THE FU T U R E . HOW  LONG W OULD Y O U  SA Y  TH AT Y O U ’V E  BEEN  
W ORRIED A B O U T  THESE THINGS?" NO TE TH AT IT IS N O T  NECESSARY TO  ASK A BO UT  
E AC H  SH A D E D  ITEM , BUT RATHER O N LY  NECESSARY TO  IN Q U IRE GENERALLY A BO UT THE  
R ELEV ANT DIAG NO SIS A N D  O NLY A BO UT DURATION, O N SET , ETC.

"We have talked about many things in our discussion today. N ow ,
I want to ask you ju st a few more questions about som e o f  the things 
w e talked about. I want to make sure I understand things well. Some 
o f  these questions may be about the last year, not just six months, 
and I w ill let you know  at that time. *

INTERVIW ER: U TILIZE TIME LINE TO ILLUSTRATE SIX 
M O N TH  A N D  O N E  Y E A R  MARKER.

Attention D eficit D isorder (AH) F /N o  NS Amb T /Y es

H ow  long have you  had a problem with this (e.g., had difficulty 
paying attention or being too aaivep

Minimum Duration:
Last 6 months. 0  9 1 2  (245)

F/No ■ F«I«e or No; NS - Not Scored; AMB “  Ambiguous; T/Yes ■ True or Yes
Copyright * 1990 Ksy Hodges; * 1986 Ksy Hodges DO NOT REPRODUCE Mililuy Version
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F/No HS Amb T/Yes

H ow  old were you when you first started having this problem? 
(Has it been a problem since first grade?)

Onset:
Before 7 years old. 2  (246)

Conduct D isorder (CD)

INTERVIEW ER: BE SURE TO  ASK ABOUT AGGRESSIVE A N D  NO NAGG RESSIVE BEHAVIORS  
IF CHILD END O R SED BOTH TYPES OF BEHAVIORS.

F or aggressive bd iav iots, ask:

H ow  long have you had a problem with hurting or threatening 
other people (or their propertyp. When was the last time you  
did anything like that (e.g., fighting, threatening others with a 
weapon, threatening to hurt people when your stealing, setting 
fires, breaking into a place, damaging people’s propertyP

Minimum Duration: 
Happened in last 6 months. 2  (248)

F/No “  FâUe or No; NS - Not Scored; AMB “  Ambiguoui; T/Yei «  True or Yei
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F/No NS Amb T/Yes

F or nonaggressive b d u v io is , ask:

H ow  long have you had problems w ith things like (e.g., 
skipping school, running away from home, lying, stealing/!

M inimum Duration;
Last 6 months.

W hen w as the last time you did anything like that? Did this 
only  happen once?

I f  m ore than once, say:

T ell m e about it.

Happened in last 6 months and there 
is  a repetitive history (more than 
once).

2 (249)

9 1 2 (250)

W hen you do these things are you usually by yourself (or do ydU 
usually do them with the other kids you hang around withp. 
(N O T E : REFERS TO  EITHER AGGRESSIVE OR 
NO NA G G RESSIVE BEH AVIOR.)

Solitary - Initiated by the 
person and got as part 
o f  a group activity.

Group - Happens as part o f  a 
group activity.

9 1 2  (250a)

9 1 2 (250b)

F/No =  Falie or No; NS - No( Scored; AMB "  Ambiguoui; T/Yea »  Tnie or Yee
Copyright •  1990 Key Hodgea; •  1986 Key Hodgea DO NOT REPRODUCE Militery Venion
CAS



F/No HS A #  T/Yes

Separation Am detv fSA )

H ow  long have you had this problem (e.g., felt upset when you 
were away from your parents, worried a lot about your parentsp.
IF  CHILD H A S B E E N  HOSPITALIZED FOR TW O OR MORE  
W EEKS, A SK  A B O U T  PROBLEM PRIOR TO  HOSPITALIZATION: 
(Before hospitalization, how long were you having this problem 
(e.g. felt upset when you were away from your parents, worried 
a lot about your parents} ?)

Minimum Duration:
Last 2  weeks (should be 
current or recent). 2  (251)

Has anything happened that made you start worrying about 
your m om  or dad (or that you might get lost or kidnapped)!

Worries are Unrealistic:
Mark H s  if  child had recent trauma 
fi.e., realistic reason to worry); 
otherwise, mark Y es. 2 (252)

O veranxious D isorder (O Vl

H ow  long have you had this problem (or felt this way) 
(e.g., worried a lot)?

Minimum Duration: 
Last 6  months. 0 (253)

F/No «  Fâlie or No; NS • Not Scored; AMB = Ambiguoui; T/Yei »  Tnie or Yei
Copyright * 1990 Kiy Hodgei; * 1986 Key Hodgei DO NOT REPRODUCE Miliury Venion
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F/No NS Amb T/Yes

Has anything happened that made you start worrying so much?

Worries are unrealistic 
Mark H s  child had recent 
trauma (i.e., realistic reason 
to worry); otherwise, mark Y es.

Has worries besides separation concerns 
Mark ^fo i f  child only worries about 
separation issues; otherwise, mark 
(diild may or may not have separation anxiety).

2 (253a)

2  (253b)

Oppositional nianrder (OP)

H ow  long have you had this problem (or been this way) (e.g., been 
getting inxo trouble for arguing a lot; not wanting to do what others 
(teacher, parents) tell you to do; had a temper problemp

Minimum Duration: 
Last 6 months. 0  9 1 2 (255)

Enuresis (EID

H ow  much (how often) do you wet the bed or w et your pants?

Frequency:
1 time per month at least. 0  9 1 2 (256)

F/No ■ Fmlae or No; NS - Not Scored; AMB «  Ambiguoui; T/Yee *  True or Yee
Copyright * 1990 Kay Hodgee; * 19S6 Kay Hodgee DO NOT REPRODUCE Military Vereion
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F/No l i s  Amb T/Yes

Fncnnresis ŒNl

H ow  cfLen do you have accidents?
H ow  long have you been having accidents?

Freouencv and Duration:
One time per month or more for 
at least 6 months.

D epressive A ffective States (BY  for PvstfiinM ;
D E  for M aior D epressive Episode^

2 (257)

INSTRUCTIONS TO  INTERVIEW ER

ASK  A B O U T  DEPRESSION IF A N Y  OF TH E FOLLOWING AR E PRESENT: 142. 143 (C O D ED  D Y ). 
151, O R  152 (CO DED D E ).

BEFORE BEG INN ING . THE INTERVIEW ER M UST DETERM INE W H ETHER DYSPHO RIC M OOD  
(L E ., ITEM S 142 OR 143) OR AN H ED O N IA (L E .. ITEM S, 2 ,  2 9 , 3 7 , OR 146) IS T O E  M OST  
PR O M IN EN T FEATURE OF TH E CHILD'S PRESENTATION. A N H E D O N IA  REFERS T O  LO SS OF  
IN TEREST O R PLEASURE IN  U S U A L  ACTIVITIES.

E  DY SPH O RIC M OOD IS THE M O ST PROM INENT FEA TU R E, T H E N  THE CHILD SH O U L D  BE  
ASK ED A B O U T  SADNESS/IRRTTABILTTY. E  A N H ED O N IA  IS THE M OST PRO M INENT  
FE A T U R E , T H E N  TH E CHILD SH O ULD BE ASKED A BO U T H IS/H E R  LACK  OF IN TEREST IN  
U S U A L  ACTIVITIES. NOTE TH A T  FOR D E , IT  IS NEC ESSARY TO  V ER IFY TH A T  
SYM PTO M S H AVE BEEN PRESENT NEARLY EVERY D A Y  FO R  T H E  PAST 2  WEEKS A T  LEAST.

You m entioned feeling sad (and!or things aren’tfiin anymore, 
feeling irritable, hopeless, depressed).
T ell m e w te n  that was.

F/No "  Faite or No; NS • Not Scored; AMB "  Ambiguous; T/Yes — True or Yes
Copyright « 1990 Kay Hodges; •  1986 Kay Hodges DO NOT REPRODUCE MiUtaiy Version
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’/No NS Amb T/Yes

W ould you say you have been feeling sad m ost o f  the time 
during the last few  w eeks (and/or things aren V fiui anymore, 
feeling irritable, hopeless, depressedp.

M inimum Duration;
Last 2  w eeks fi.e., current or recent) 
has sad m ood (or equivalent) or anhedonia 
(i.e., lack of interest in pleasurable 
activities) m ost o f  the time.

So, as I understand, you felt sad (diild's words regarding timing 
of sad episodes). D id  I get that right? W as there a time before 
then that you felt sad (and/or things weren't fun anymore, felt 
irritible, hopeless, depressedp

I f  yes, a d c  

W hen w as that?

H ow  about before then?

CO N TIN U E PROBING U N T IL  PATTERN OF SAD  
EPISO DES IS DETERM INED FO R A T  LEAST TH E LAST  
YEA R.

0  9 1 2  (260)

M inimum Duration:
Previous episodes o f  sadness and/or 
anhedonia date back for at least 1 
year (for Dysthymia). 0  9 1 2 (258)

F/No — Falae or No; NS • Not Scored; AMB »  Ambiguoum; T/Yee "  Tnie or Yei
Copyright * 1990 Key Hodges; * 1986 Kay Hodgei DO NOT REPRODUCE Military Venion
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%f episodes o f  smdnrss and/or m lvA w iîa date bade at least one  
year, say:

I want to ask you about the last year, since (REM IND CHILD  
O F O N E  Y E A R  M ARKER E V EN T REFERRING TO  TIME  
LIN E).

S ince (marker event), would you say that you felt sad more 
days than you felt good or OK (and/or things weren ’/  fitn 
anymore, felt irritable, hopeless, depressedp.

Course: M ostly Depressed 
Child sad or anhedonic more days 
than not during last year.

W hen you had times (periods) o f  feeling OK, how long did they 
last?

Course: Persistently Depressed 
Persistently depressed; feeling OK 
does not last longer than 2 months at 
a time.

In the last year, has som eone died who you were close to?

F/No NS Amb T/Yes

0 9 1 2 (258aa)

0 9 1 2  (259)

Has anything happened lately to make you sad?

N o recent death o f  loved one: 
Sadness not due to bereavement. 
Mark H s  i f  recent death; otherwise, 
mark Y es. 2 (261)

►END OF QUESTIONS FOR CHILD<

F/No “  Falae or No; NS - Not Scored; AMB »  Ambiguoua; T/Yea “  True or Yea
Copyright •  1990 Kay Hodgea; •  1986 Kay Hodgca DO NOT REPRODUCE Military Veraion
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Screening Question for P svdx)tic . O rgm ic Disorders

Examiner makes a judgment; 
no question for child.

Child appears to be seriously  
impaired across a number o f  spheres 
o f  functioning (i.e,, illness 
affects many or all areas o f life). 
Child may meet the cr itn ia  for any 
o f  the following: Pervasive Develop
mental Disorder, Autistic Disorder, 
Schizophrenia, any other psychotic 
disorder, or any organic mental 
disorder. 2  (261a)

P A R T IH : OBSERVATIONAL JUDGM ENTS

TH E FOLLOW ING ITEM S ARE JUDGM ENTS M A D E  BY THE INTERVIEW ER. 
THERE ARE N O  ACCO M PANYING  QUESTIONS TO  ASK PATIENTS.

INSIGHT

Has little or no insight into 
his/her problems. 2  (262)

GROOMING

Poor grooming (hair is uncombed, 
clothes are dirty, mismatched 
or tom).

M OTOR COORDINATION

Poor motor coordination.

2 (263)

2 (264)

F/No — Ftlae or No; NS - Not Scored; AMB «  Ambiguoue; T/Yei »  Tnie or Yea
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F/No HS Amb T/Yes

ACTIVITY LEVEL, ATTENTION SPAN A N D  IMPULSIVITY

RATE •Y E S ' O NLY IF  CONSIDERABLY  
M ORE FREQ UENT T H A N  OBSERVED  
IN  M OST CHILDREN OF THE SAME  
M ENTAL AG E.

Restless, fidgety, unable to sit 
still. 2  (265)

A H

Has difficulty remaining seated 
when required to do so.

High activity level in terms o f  
gross motor activity (e,g., running, 
climbing, crawling, physically 
moving around).

0 9 1 2  (265a)
A H

0 9 1 2  (266)
A H

Activity appears poorly organized, 
lacking in goal oriented behavior.

Short attention span (e.g.. in
ability to sustain attention.
Jlits from one activity to 
another).

0 9 1 2  (267)
AH

0 9 1 2 (268)
A H

Worsening o f  attention span in 
unstructured situations.

Impulsive (e.g., careless, sloppy, 
seeks immediate gratification, 
answers or comments before question 
is finished, guide to respond in 
an apparent impulsive manner).

Low frustration tolerance (e.g., 
becomes distressed when wants or 
needs are frustrated).

0 9 1 2  (269)
A H

0 9 1 2  (270)
AH

9 1 2  (271)

F/No = Falae or No; NS • Not Scored; AMB "  Ambiguous; T/Yca «  Tnie or Yes
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ESTIMATES OF COGNmVE 
ABIUnES

^>pears borderline or
mentally retarded. 0  9 1 2  (272)

QUALITY OF VERBAL  
COM M UNICATIONS  
(Speech, L ogic  o f  
Thought)

Speech is disorganized or 
incoherent Includes 
and delayed echolalia, meta
phorical language, pronominal
reversal. 0  9 1 2 (273)

Speech is slow  or there are 
excessive pauses (laxencies)
before answering. 0  9 1 2 (274)

D
Abnormalities o f  speech such as 
question-like m elody, monotonous
voice. 0  9 1 2  (275)

Stutters. 0  9  1 2 (276)

Perseveration (persistent repetition 
of own words or phrases in a mechanical
manner, e.g., ’gone away, gone away"). 0  9 1 2  (277)

Flight o f  ideas (in conversation, 
abruptly shifts from one topic to
another without completing ideas). 0  9 1 2  (278)

Loose associations (links thoughts 
which have no apparent or logical 
relation with each other, e.g.,
"I like ice cream, my shirt is
tom"). 0  9 1 2 (279)

Rambles; talks aim lessly. 0  9  1 2 (280)

Irrelevance (responds to questions 
with answers that have nothing to
do with what was asked). 0  9 1 2  (281)

F/No — Faite or No; NS - Not Scored; AMB »  Ambiguous; T/Yet = Tnie or Yes
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CAS



F/No NS A s k  T/Yes

Circumstantiality (adds excessive 
or unnecessary details to answers).

Deliberately avoids answering 
questions by changing the subjects, 
m umbling, or consisteatly answering 
"I drm't know."

D oes not respond verbally to a 
nujority o f  questions.

U ses only single words or brief 
phrases to answer questions.

Talks very rrqiidly, difficult to 
interrupt, persists in talking at 
length.

M um bles or talks to himself.

Screams, ye lls  or shouts.

Curses; persists in using obscene 
language.

Q UALITY OF EM OTIONAL EXPRESSION

Looks sad; sits or stands in a 
despondent posture.

Looks tearful or cries.

Facial expression shows no sign 
o f  em otion.

Blushes, perspires.

Laughs \%ten it is inappropriate 
to the topic.

Appears angry throughout the 
interview.

0  9 1 2  (282)

2  (283) 

2 (284) 

2  (285)

2 (286) 

2 (287) 

2 (288)

2 (289)

2 (290) 
D

2 (291) 
D

2  (292) 

2 (293)

2 (294)

2  (295)

F/No = Falie or No; NS • Not Scored; AMB =  Ambiguoiu; T/Yee =  True or Yet
Copyright * 1990 Kay Hodgei; * 1986 Kay Hodgei DO NOT REPRODUCE Military Venion
CAS



F/No NS Amb T/Yes

M oods alter drastically during 
interview.

Looks scared or apprehensive.

Looks ashamed.

PHYSICAL M OVEM ENTS A N D  BEHAVIOR

D oes not look at interviewer or 
eyes are kq;t closed.

M ovements are atypically slow .

Retains the same posture; does 
not shift positions.

Takes on strange positions for no 
identifiable purpose.

Ritualistic, repetitive behavior.

Scratches se lf persistently.

Pacing or hand wringing behavior.

D oes deliberate damage to som e
thing in the interviewing room, 
such as throwing toys.

Autoerotic behaviors.

Behaves in an overtly sexually  
suggestive manner (e.g., undressing 
or cqwsing genitals).

Nonautoerotic behaviors, such as 
rubbing on hair, skin, clothing  
or other objects or thumbsucldng.

Attempts to leave the room  before 
the interview is over.

0  9 1 2  (296)

0  9 1 2 (297)
OV

2 (298)

0  9 1 2 (299)

0  9 1 2 (300)
D

2 (301)

0  9 1 2  (302)

0  9 1 2  (303)
OC

0  9 1 2 (304)

0  9 1 2  (305)

0  9 1 2 (306)

0  9 1 2 (307)

2 (308)

2  (309) 

9 1 2 (310)

F/No "  Falie or No; NS • Not Scored; AMB »  Ambiguoum; T/Yet =  True or Yet
Copyright •  1990 Key Hodgei; •  1986 Key Hodgei DO NOT REPRODUCE Miliury Veniotr
CAS



IM PRESSIONS A B O U T  QUALITY OF 
INTERPERSONAL INTERACTIONS

F/No ÜS Amk T/Yes

Presence o f  recurrent, involuntary, 
purposeless movements (stereotyped 
movements, tics). 0  9 1 2  (311)

Quality o f  rapport seems super
ficial (e.g., not interested in 
rapport).

Appears to lack concern for feelings 
o f  others, including lack o f  
appropriate guilt and remorse.

^ ipears manipulative or exploitative 
(e.g., does not extend self for others 
unless there is obvious immediate 
advantage to him/her).

0  9 1 2  (312)

0  9 1 2  (313)
CD

0 9 1 2  (314)
CD

Excessively conforming or approval- 
seeking. 0  9 1 2  (315)

Difficulty in establishing rapport 
and seems to be due to shyness as 
opposed to hostility, avoidance o f  
specific issues, or thought disorder.

(Quality o f  rapport is superficial, 
secondary to serious impairment in 
relating interpersonally (feels 
like there is "a wall’ between you 
and patient).

Stubborn, oppositional.

Argumentative, belligerent, 
provocative.

Difficulty separating from  
parental figure or attachment 
figure.

0 9 1 2  (316)

0 9 1 2  (317)

0  9 1 2  (318)
OP

0 9 1 2  (319)
OP

0 9 1 2 (320)
SA

F/No «  Pâlie or No; NS - Not Scored; AMB »  Ambiguoui; T/Yei «  True or Yei
Copyright * 1990 Kiy Hodgei; * 1986 Kay Hodgei DO NOT REPRODUCE Military Venion
CAS



PART IV: INTERVIEW CHARACTERISTICS 

Where did the interview take place?

M ARK "YES" IF APPLIES,
OTHERWISE, "NS": F /N O HS AM B T/YES

a. Child’s home. 0 9 1 2 (320aa)
b. Interviewer’s office.
c. A  treatment facility

0 9 1 2 (320bb)

or equivalent, 
d. O ther

Did the interview take more than one session on different days?

0 9 1 2 (320cc)

MARK "YES" IF MORE
T H A N  ONE SESSION. 0 9 1 2 (320dd)

•If so , where did you take breaks in the interview?

Did you deviate from routine protocol in administering the interview?

M ARK "YES’ IF DEVIATED. 
If "yes", explain:

2 (320ee)

What was the quality o f  rapport with the child?

M ARK "YES" IF  W AS LESS TH AN  
SATISFACTORY.
If poor, explain:

2 (320ff)

Did the ch ild ’s report appear mostly untruthful?

MARK "YES" IF UN TRUTH FUL. 
Explain:

2 (320gg)

F/No = Falie or No; NS - Not Scored; AMB «= Ambiguoue; T/Yet •= True or Yet
Copyright * 1990 Key Hodget; * 1986 Kay Hodgea DO NOT REPRODUCE Miliury Vertion
CAS



/No HS Amb T/Yes

W ere there selected topics about v t ic h  you felt the child 
may have been untruthful and/or hesitant to talk honestly?

M ARK  "YES" IF  U N TRUTH FUL/ 
N O T  HONEST.
What were those topics?

0  9 1 2  (320hh)

D o you think this child should be view ed as a risk for 
suicidal behavior?

M ARK "YES" IF RISK. 
If "yes", explain:

2  (320ii)

Comment on noteworthy observations not captured in your ratings 
o f  behavioral observation:

Finish Time:

K H /C A S.390

F/No »  FkIm  Of No; NS - Not Scored; AMB ■ Ambiguoui; T/Yei =  Tnie or Ye*
Copyright •  1990 Kay Hodget; •  1986 Kay Hodgea DO NOT REPRODUCE Military Vertion
CAS



a ç ?
For 1986 Revised Version - Modified for DSM-III-R

APPENDIX B 
Diagnostic Index

A detailed description of the uses of the Diagnostic Index is
contained in the text of this manual. Provided below are brief 
definitions of the three major columns of the index as well as
descriptions of the two major notations used in the index.
Descriptions of Columns
1. Diagnostic Criteria. This column contains a listing of the DSM- 

III-R criteria necessary to meet each of the diagnoses assessed 
with the CAS.

2. DSM-III-R Required Symptoms. This column contains a listing of 
the CAS items that are keyed to each of the DSM-III-R criteria. 
These items are required for diagnosis. Separate symptom listings 
have been provided for the 1985 and the 1986 versions of the CAS, 
with corresponding items for the two versions listed adjacent to
each other.. It should be noted that CAS items corresponding to
the behavioral observations are not used in making diagnoses with 
the exception of items related to Attention Deficit Hyperactivity 
Disorder and Major Depressive Episode. All other diagnoses are 
based solely on information reported by the children (or parents 
for the P-CAS). For Attention Deficit - Hyperactivity Disorder, 
some of the items are only asked of the parent. They are 
indicated in the index with a (P) notation. Additionally, while 
the child is asked about onset and duration for Major Depressive 
Episode, more detailed inquiry is provided for this in the parent 
version (items 261a - 261i in the P-CAS).

Notations
Two notations are utilized in the Diagnostic Index: (1) parentheses
enclosing a ”P", (2) parentheses encasing a ”C," and (3) asterisks.
The notation (P) indicates that the item is found only in the parent 
version of the CAS. The notation (C) indicates that the item appears 
only in the child version of the CAS (i.e., behavioral observation 
items). Some items are asterisked because they indicate the need to 
obtain onset and duration information for particular diagnoses (e.g., 
a response item on depressed mood which is marked "D*" or "DE" 
indicates that the relevant items in the onset and duration section 
need to be asked). Because of the nature of the DSM-III-R criteria, 
more items are asterisked in the CAS version modified for DSM-III-R.

1
A diagnostic index is also available for the previous versions of 

the CAS (1978 and 1983). The changes in the CAS have been minor in 
substance since 1978; however, some items have been added and deleted, 
resulting in renumbering of items.



DIAGNOSTIC CR ITERIA  FOR 3 1 4 .0 1  A TTEN TIO N -D EFIC IT HYPERACTIVITY DISORDER

Note: Consider a criterion met only if the
behavior is considerably more frequent than 
that of most people of the same mental age.
A. A disturbance of at least six months

during which at least eight of the 
following are present:
(1) often fidgets with hands or feet or 

squirms in seat (in adolescents, 
may be limited to subjective 
feelings of restlessness)

(2) has difficulty remaining seated 
when required to do so

(3) is easily distracted by extraneous 
stimuli

(4) has difficulty awaiting 
games or group situations

turn in

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 . 1986

(5) often blurts out answers to 
questions before they have been 
completed

(6) has difficulty following through on 
instructions from others (not due 
to oppositional behavior or failure 
of comprehension), e.g., fails to 
finish chores

(7) has difficulty sustaining attention 
in tasks or play activities

(8) often shifts from one uncompleted 
activity to another

(9) has difficulty playing quietly
(10) often talks excessively
(11) often interrupts or intrudes on 

others, e.g., butts into other 
children's games

295

239

240 

15

204c

204b

19

18

204f

245

265* or 
16a*(P)

265a* or 
266 (C) or 
16b (P)* 
13*

201 *

200* or 
270 or 
199b(P)*
17*

15* or 
16*

204*

201b(P)*
199c(P)*
2 0 1 a ( P ) *



Diagnostic criteria for 314.01 Attention-deficit Hyperactivity Disorder 
continued-

(12) often does not seem to listen to 16 14*
what is being said to him or her

<13) often loses things necessary for 202a*
tasks or activities at school or at 
home (e.g., toys, pencils, books, 
assignments)

(14) often engages in physically 199a(P)*
dangerous activities without 
considering possible consequences 
(not for the purpose of thrill- 
seeking), e.g., runs into street 
without looking

B. Onset before the age of seven. 296 246
C. Does not meet the criteria for a 261a

Pervasive Developmental Disorder.
Criteria for severity of Attention-deficit
Hyperactivity Disorder:
Mild: Few, if any, symptoms in excess of
those required to make the diagnosis and 
only minimal or no impairment in school and 
social functioning.
Moderate: Symptoms or functional
impairment intermediate between "mild" and 
"severe."
Severe: Many symptoms in excess of those
required to make the diagnosis and
significant and pervasive impairment in 
functioning at home and school and with 
peers.



DIAGNOSTIC CRITERIA FOR CONDUCT DISORDER

A. A disturbance of conduct lasting at 
least six months, during which at least 
three of the following have been 
present:
(1) has stolen without confrontation of 

a victim on more than one occasion 
(including forgery)

(2) has run away from home overnight at 
least twice while living in paren
tal or parental surrogate home (or 
once without returning)

(3) often lies (other than to avoid 
physical or sexual abuse)

(4) has deliberately engaged in fire- 
setting

(5) is often truant from school (for 
older person, absent from work)

(6) has broken into someone 
house, building, or car

else's

(7) has deliberately destroyed others' 
property (other than by fire-set
ting)

(8) has been 
animals

physically cruel to

(9) has forced someone into sexual 
activity with him or her

(10) has used a weapon in more than one 
fight

(11) often initiates physical fights
(12) has stolen with confrontation of a 

victim (e.g., mugging, purse-snat
ching, extortion, armed robbery)

CAS ITEMS
DSM-III-R 

Required Svmotoms 
1985 1986

212

210

211

217

213

217

217

216

276

247 or
(249 and 250)

212 *

2 1 0 *

211 *

225*

213*

224*

223*

219a'

221 *

2 2 0 *

218*
215 {222*

any {216* 
of {215* 

{217*



Diagnostic criteria for Conduct Disorder continued-
(13) has been physically cruel to people 216 219*

B. If 18 or older, does not meet criteria 
for Antisocial Personality Disorder.

Criteria for severity of Conduct Disorder:
Mild: Few if any conduct problems in
excess of those required to make the 
diagnosis, and conduct problems cause only 
minor harm to others.
Moderate: Number of conduct problems and
effect on others intermediate between 
"mild" and "severe."
Severe: Many conduct problems in excess of
those required to make the diagnosis, or
conduct problems cause considerable harm to 
others, e.g., serious physical injury to 
victims, extensive vandalism or theft, 
prolonged absence from home.

312.20 group type •
The essential feature is the predominance (see 250a)
of conduct problems occurring mainly as a
group activity with peers. Aggressive
physical behavior may or may not be
present.

312.00 solitary aggressive type
The essential feature is the predominance (see 250a)
of aggressive physical behavior, usually 
toward both adults and peers, initiated 
by the person (not as a group activity).

312.90 undifferentiated type
This a subtype for children or adoles
cents with Conduct Disorder with a 
mixture of clinical features that cannot 
be classified as either Solitary Aggres
sive Type or Group Type.



DIAGNOSTIC C R ITER IA  FOR 3 1 3 .8 1  OPPOSITIONAL DEFIANT DISORDER

Note: Consider a criterion meit only if the
behavior is considerably more frequent than 
that of most people of the same mental age.
A.

B.

A disturbance of at least six months
during which at least five of the
following are present: •
(1) often loses temper
(2) often argues with adults
(3) often actively defies or refuses 

adult requests or rules, e.g., 
refilses to do chores at home

(4) often deliberately does things that 
annoy other people, e.g., grabs 
other children's hats

(5) often blames others for his or her 
own mistakes

(6) is often touchy or easily annoyed 
by others

(7) is often angry and resentful
(8) is often spiteful or vindictive

obscene(9) often swears 
language

or uses

Note: The above items are listed in
descending order of discriminating 
power based on data from a national 
field trial of the DSM-III-R criteria 
for Disruptive Behavior Disorders.
Does not meet the criteria for Conduct 
Disorder, and does not occur exclusive
ly during the course of a psychotic 
disorder, Dysthymia, or a Major Depres
sive, Hypomanie, or Manic Episode.

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 1986

303

205
209
207

219

136

255

205*
209*
206*
or
207*
227*

139a*

34a*

204a*
226a*
209a*

(Specified in 
computer program)



a<i3
Diagnostic criteria for 313.81 Oppositional Defiant Disorder, continued*
Criteria for severity of Oppositional 
Defiant Disorder:
Mild: Few, if any, symptoms in excess of
those required to make the diagnosis and 
only minimal or no impairment in school and 
social functioning.
Moderate: Symptoms or functional impair
ment intermediate between "mild" and 
"severe."
Severe: Many symptoms in excess of those
required to make the diagnosis and signifi
cant and pervasive impairment in function
ing at home and school and with other 
adults and peers.



DIAGNOSTIC CRITERIA FOR 309.21 SEPARATION ANXIETY DISORDER

CAS ITEMS
DSM-III-R 

Required Symptoms
A. Excessive anxiety concerning separation 

from those to whom the child is attach
ed, as evidenced by at least three of 
the following:
(1) unrealistic and persistent worry

about possible harm befalling major 
attachment figures or fear that 
they will leave and not return

(2) unrealistic and persistent worry
that an untoward calamitous event 
will separate the child from a 
major attachment figure, e.g., the 
child will be lost, kidnapped,
killed, or be the victim of an
accident

(3) persistent reluctance or refusal to 
go to school in order to stay with 
major attachment figures or at home

(4) persistent reluctance or refusal to 
go to sleep without being near a 
major attachment figure or to go to 
sleep away from home

(5) persistent avoidance of being 
alone, including "clinging" to and 
"shadowing" major attachment 
figures

(6) repeated nightmares involving 
theme or separation

the

(7) complaints of physical symptoms, 
e.g., headaches, stomachaches, nau
sea, or vomiting, on many school 
days or on other occasions when 
anticipating separation from major 
attachment figures

1985 1986

104

110

22
114a

180

47

181

1 8 7

99* or 
100* and 
111 (note a) 
and 252
105* and 
111 (see 
note a 
below) 
and 252

20* or 
116*

184*

40*

179*

190*



Diagnostic criteria for 309.21 Separation Anxiety Disorder continued-
(8) recurrent signs or complaints of 82 82a*

excessive distress in anticipation
of separation from home or major
attachment figures, e.g., temper
tantrums or crying, pleading with 
parents not to leave

(9) recurrent signs of complaints of 113a 82b*
excessive distress when separated
from home or major attachment fi
gures, e.g., wants to return home, 
needs to call parents when they are 
absent or when child is away from
home

B. Duration of disturbance of at least two 251
weeks.

c. Onset before the age of 18.
D. Occurrence not exclusively during the 261a

course of a Pervasive Developmental
Disorder, Schizophrenia, or any other 
psychotic disorder.

Note a; This algorithm includes the requirement that worry is 
preoccupying (e.g., item 111), which is an attempt to help 
identify children who are "persistent" in their worry.



DIAGNOSTIC CRITERIA FOR 313.00 OVERANXIOUS DISORDER

A. Excessive or unrealistic anxiety or 
worry, for a period of six months or 
longer, as indicated by the frequent 
occurrence of at least four of the 
following:
(1) excessive or unrealistic worry 

about future events
(2) excessive or unrealistic concern 

about the appropriateness of past 
behavior

(3) excessive or unrealistic concern 
about .competence in one or more 
areas, e.g., athletic, academic, 
social

(4) somatic complaints such as 
•headaches or stomachaches, for 
which no physical basis can be 
established

(5) marked self-consciousness
(6) excessive need for reassurance 

about a variety of concerns
(7) marked feelings of tension or 

inability to relax
B. If another Axis I disorder is present 

(e.g.. Separation Anxiety Disorder, 
Phobic Disorder, Obsessive Compulsive 
Disorder), the focus of the symptoms in 
A are not limited to it. For example, 
if Separation Anxiety Disorder is 
present, the symptoms in A are not 
exclusively related to anxiety about 
separation. In addition, the
disturbance does not occur only during 
the course of a psychotic disorder or a 
Mood Disorder.

C. If 18 or older, does not meet the
criteria for Generalized Anxiety 
Disorder.

D. Occurrence not exclusively during the
course of a Pervasive Developmental
Disorder, Schizophrenia, or any other 
psychotic disorder.

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 1986
301

99
100

101a

184

126
101b
98

253
and
253a

107*
108*

109*

187*

136*
1 1 0 *

121*

253b

261a



DIAGNOSTIC CRITERIA FOR 307.60 FUNCTIONAL ENURESIS

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 1986

A. Repeated voiding of urine during the 190* 193*
day or night into bed or clothes,
whether involuntary or intentional.

B. At least two such events per month for 304
children between the ages of five and or
six, and at least one event per month 305 256
for older children.

C. Chronologic age at least five, and 
mental age at least four.

D. Not due to a physical disorder, such as 190* 193*
diabetes, urinary tract infection, or a
seizure disorder.

Specify primary or secondary type.
Primary type: the disturbance was not 
preceded by a period of urinary
continence lasting at least one year.
Secondary type: the disturbance was
preceded by a period of urinary
continence lasting at least one year.

Specify nocturnal only, diurnal only, or 
nocturnal and diurnal.



DIAGNOSTIC CRITERIA FOR 307.70 FUNCTIONAL ENCOPRESIS

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 1986

A. Repeated passage of feces into places 191' 
not appropriate for that purpose (e.g., 
clothing, floor), whether involuntary
or intentional. (The disorder may be 
overflow incontinence secondary to 
functional fecal retention.)

B. At least one such event a month for at 306 
least six months.

194'

257

C.

D.

Chronologic and mental age, 
four years.-

at least

Not due to a physical disorder, such as 
aganglionic megacolon.

191* 194'

Specify primary or secondary type.
Primary type: the disturbance was not
preceded by a period of fecal 
continence lasting at least one year.
Secondary type: the disturbance was
preceded by a period of fecal 
continence lasting at least one year.



DIAGNOSTIC CRITERIA FOR MAJOR DEPRESSIVE EPISODE

CAS ITEMS

Note: A "Major Depressive Syndrome" is
defined as criterion A below.
A. At least five of the following symptoms 

have been present during the same two- 
week period and represent a change from 
previous functioning; at least one of 
the symptoms is either (1) depressed 
mood, or (2) loss of interest of 
pleasure. (Do not include symptoms 
that are clearly due to a physical 
condition, mood-incongruent delusions 
or hallucinations, incoherence, or 
marked loosening of associations.)
(1) depressed mood (or can be irritable 

mood in children and adolescents) 
most of the day, nearly every day, 
as indicated either by subjective 
account or observation by others

( 2 )

(3)

markedly diminished interest or 
pleasure in all, or almost all, 
activities most of the day, nearly 
every day (as indicated either by 
subjective account or observation 
by others of apathy most of the 
time )
significant weight loss or weight 
gain when not dieting (e.g., more 
than 5% of body weight in a month), 
or decrease or increase in appetite 
nearly every day (in children, 
consider failure to make expected 
weight gains)

(4) insomnia 
every day

or hypersomnia nearly

DSM-III-R 
Required Symptoms 

1985 1986

308

141*
or
142*

2
32
or
42

182

173
174
178 
or
179

For CAS 260 
For P-CAS: 

any {260a (P) 
5 ( t o  
of (260i (P)

151*
or
152*

any { 2 
2 {29
of {

{37 or 
146 & 151* 
or 152* 
or 153*
185 
or
186

176
177 
181
or
182



3 0 0
Diagnostic criteria for Major Depressiv> episode continued-

(5) psychomotor agitation or 159 For CAS 274
retardation nearly every day or or 300
(observable by others, not merely 160 For P-CAS 161 (P)
subjective feelings of restlessness or 162 (P)
or being slowed down)

(6) fatigue or loss of energy nearly 188 191
every day

(7) feelings of worthlessness or 131
excessive or inappropriate guilt 128 138
(which may be delusional) nearly 158
every day (not merely self-reproach or
or guilt about being sick) 159

(8) diminished ability to think or 14 12
concentrate, or indecisiveness, or or
nearly every day (either by 17 15
subjective account or as observed
by others)

(9) recurrent thoughts of death (not 165 168
just fear of dying), recurrent 166 169
suicidal ideation without a 167 170
specific plan, or a suicide attempt 168 171
or a specific plan for committing 169 172
suicide or

170 173
B. (1) It cannot be established that an 261a

organic factor initiated and 
maintained the disturbance

(2) The disturbance is not a normal 310 261
reaction to the death of a loved 
one (Uncomplicated Bereavement)
Note: Morbid preoccupation with
worthlessness, suicidal ideation, 
marked functional impairment or 
psychomotor retardation, or 
prolonged duration suggest
bereavement complicated by Major 
Depression.

C. At no time during the disturbance have. 261a
there been delusions or hallucinations
for as long as two weeks in the absence 
of prominent mood symptoms (i.e., 
before the mood symptoms developed or 
after they have remitted).



301
Diagnostic criteria for Major Depressive Episode continued-
D. Not superimposed on Schizophrenia, 261a

Schizophreniform Disorder, Delusional
Disorder, or Psychotic Disorder NOS.

Major depressive Episode codes: fifth
digit code numbers and criteria for 
severity of current state, of Bipolar 
Disorder, Depressed, or Major Depression:

1-Mild: Few, if any, symptoms in 
excess of those required to make the 
diagnosis, and symptoms result in 
only minor impairment in occupational 
functioning or in usual social 
activities or relationships with 
others.

2-Moderate: Symptoms of functional
impairment between "mild" and 
"severe.

3-Severe, without Psychotic Features:
Several symptoms in excess of those 
required to make the diagnosis, and 
symptoms markedly interfere with 
occupational functioning or with 
usual social activities or 
relationships with others.

4-With Psychotic Features: Delusions 
or hallucinations. If possible, 
specify whether the psychotic 
features are mood-congruent or mood- 
incongruent.



2oZ

DIAGNOSTIC CRITERIA FOR 300.40 DYSTHYMIA

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 • 1986

A. Depressed mood (or can be irritable
mood in children and adolescents) for 134 142*
most of the day, more days than not, as or or
indicated either by subjective account 136 143*
or observation by others, for at least and and
two years (one year for children and 308 258
adolescents)

B. Presence, while depressed, of at least 
two of the following:

c.

D.

(1) poor appetite or overeating 182 185
(2) insomnia or hypersomnia 173 176

174 177
178 181
or or
179 182

(3) low energy or fatigue 188 191
(4) low self-esteem 128 131

or
{132

or {133
2 of {134

{135
or
138
or
158

(5) poor concentration, or difficulty 14 12
making decisions 17 15

(6) feelings of hopelessness 162 145

During a two-year period (one-year for 
children and , adolescents) of the 
disturbance, never without the symptoms 
in A for more than two months at a

166

time.
No evidence of an unequivocal Major 
Depressive Episode during the first two

309 259



3 0 3
Diagnostic criteria for 300.40 Dysthymia continued-

years (one year for children and 
adolescents) of the disturbance.
Note: There may have been a previous
Major Depressive Episode, provided 
there was a full remission (no ' 
significant signs or symptoms for six 
months) before development of the 
Dysthymia. In addition, after these 
two years (one year in children or
adolescents) of Dysthymia, there may be
superimposed episodes of Major 
Depression, in which case both 
diagnoses are given.

E. Has never had a Manic Episode or an
unequivocal Hypomanie Episode.

F. Not superimposed on a chronic psychotic 
disorder, such as Schizophrenia or
Delusional Disorder. 261a

G. It cannot be established that an
organic factor initiated and maintained 
the . disturbance, - e.g., prolonged
administration of an antihypertensive
medication. 261a

Specify Primary or secondary type:
Primary type: the mood disturbance is
not related to a preexisting, chronic, 
nonmood. Axis I or Axis III disorder, 
e.g.. Anorexia Nervosa, Somatization 
Disorder, a Psychoactive Substance 
Dependence Disorder, an Anxiety 
Disorder, or rheumatoid arthritis.
Secondary type: the mood disturbance
is apparently related to a preexisting, 
chronic, nonmood Axis I or Axis III 
disorder.

Specify early onset or late onset:
Early onset: onset of the disturbance
before age 21.
Late onset: onset of the disturbance
at age 21 or later.
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DIAGNOSTIC CRITERIA FOR 300.22 AGORAPHOBIAWITHOUT HISTORY OF PANIC DISORDER

CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 • 1986
85

and
93
95

(note a)

86

92-96
(note b)

A. Agoraphobia: Fear of being in places 
or situations from which escape might 
be difficult (or embarrassing) or in 
which help might not be available in 
the event of suddenly developing a 
symptom(s) that could be incapacitating 
or extremely embarrassing. Examples 
include: dizziness or falling, deperso
nalization or derealization, loss of 
bladder or bowel control, vomiting, or 
cardiac distress. As a result of this 
fear, * the person either restricts 
travel or needs a companion when away 
from home, or else endures agoraphobic 
situations despite intense anxiety. 
Common agoraphobic situations include 
being outside the home alone, being in 
a crowd or standing in a line, being on 
a bridge,' and traveling in a bus, 
train, or car.

B. Has never met the criteria for Panic 
Disorder.

Specify with or without limited symptom 
attacks.

Note a: The information needed here would be recorded on one of
the response items 96a - 96e. The exact item is
dependent upon where the fear is placed on the list of
fears compiled by the examiner on page 11 of the
interview.

Note b: The information needed here would be recorded on one of
the response items 92 - 96. The exact item is dependent 
upon where the fear is placed on the list of fears 
compiled by the examiner in this section.



3 0 5

A.

B.

C .

D.

E.

F.

G.

DIAGNOSTIC CRITERIA FOR 300.23 SOCIAL PHOBIA
CAS ITEMS
DSM-III-R 

Required Symptoms 
1985 1986

A persistent fear of one or more situa
tions (the social phobic situations) in 
which the person is exposed to possible 
scrutiny by others and fears that he or 
she may do something or act in a way 
that will be humiliating or embarras
sing. Examples include: being unable
to continue talking while speaking in 
public y choking on food when eating in 
front of others, being unable to 
urinate in a public lavatory, hand- 
trembling when writing in the presence 
of others, and saying foolish things or 
not being able to answer questions in 
social situations.
If an Axis III or another Axis I disor
der is present, the fear in A is 
unrelated to it, e.g., the fear is not 
of having a panic attack (Panic 
Disorder), stuttering (Stuttering), 
trembling (Parkinson's disease), or 
exhibiting abnormal eating behavior 
(Anorexia Nervosa or Bulimia Nervosa).
During some phase of the disturbance, 
exposure to the specific phobic stimu
lus (or stimuli) almost invariably 
provokes an immediate anxiety response.
The phobic situation(s) is avoided, 
is endured with intense anxiety.

or

The avoidant behavior interferes with 
occupational functioning or with usual 
social activities or relationships with 
others, or there is marked distress 
about having the fear.
The person recognizes that his or 
fear is excessive or unreasonable.

her

If the person is under 18, the distur
bance does not meet the criteria for 
Avoidant Disorder of Childhood or 
Adolescence.

86 87

93 
and
94 

(note a]

92-96 

(note b)



Diagnostic Criteria For 300.23 Social Phobia - continued
Specify generalized type if the phobic 
situation includes most social situations, 
and also consider the additional diagnosis 
of Avoidant Personality Disorder.

Note a: The information needed here would be recorded on one of
the response items 94a - 94e. The exact item is
dependent upon where the fear is placed on the list of 
fears compiled by the examiner in this section.

Note b: The information needed here would be recorded on one of
the response items 92 96. The exact item is dependent
upon where the fear is placed on the list of fears 
compiled by the examiner in this section.
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DIAGNOSTIC CRITERIA FOR 300.29 SIMPLE PHOBIA

A.

B.

C.

D.

E.

F.

CAS ITEMS
DSM-III-R 

Required Symptoms
1985 1986

A persistent fear of a circumscribed 87 88
stimulus (object or situation) other 88 89
than fear of having a panic attack (as 89 90
in Panic Disorder) or of humiliation or or or
embarrassment in certain social situa
tions (as in Social Phobia).

90 91

Note: Do not include fears that are
part of Panic Disorder with Agoraphobia 
or Agoraphobia without History of Panic 
Disorder.
During some phase of the disturbance, 
exposure to the specific phobic stimu
lus (or stimuli) almost invariably 
provokes an immediate anxiety response.
The object or situation is avoided, 
endured with intense anxiety.

or

The fear or the avoidant behavior 
significantly interferes with the 
person's normal routine or with usual 
social activities or relationships with 
others, or there is marked distress 
about having the fear.
The person recognizes that his or 
fear is excessive or unreasonable.

her

The phobic stimulus is unrelated to the 
content of the obsessions of Obsessive 
Compulsive Disorder or the trauma of 
Post-traumatic Stress Disorder.

93 
and
94

(note a)

92
and
96

(note b)

Note a: The information needed here would be recorded on one of
the response items 94a - 94e. The exact item is
dependent upon where the fear is placed on the list of 
fears compiled by the examiner in the interview.

Note b: The information needed here would be recorded on one of
the response items 92 - 96. The exact item is dependent 
upon where the fear is placed on the list of fears 
compiled by the examiner in this section.



DIAGNOSTIC CRITERIA FOR 300.30 OBSESSIVE COMPULSIVE DISORDER

CAS ITEMS

A. Either obsessions or compulsions: 
Obsessions: (1), (2), (3), and (4):

DSM-III-R 
Required Symptoms 

1985 1986

(1) recurrent and persistent ideas, 
thoughts, impulses, or images that 
are experienced, at least initial
ly, as intrusive and senseless, 
e.g., a parent's having repeated 
impulses to kill a loved child, a
religious person's having recurrent 117 127
blasphemous thoughts and and

(2) the person attempts to ignore or 118 128
suppress such thoughts or impulses
or to neutralize them with some 
other thought or action

(3) the person recognizes that the 
obsessions are the product of his 
or her own mind, not imposed from 
without (as in thought insertion)

(4) if another Axis I disorder is pre
sent, the content of the obsession 
is unrelated to it, e.g., the 
ideas, thoughts, impulses, or 
images are not about food in the 
presence of an Eating Disorder, 
adsout drugs in the presence of a 
Psychoactive Substance Use Disor
der, or guilty thoughts in the 
presence of a Major Depression

Compulsions: (1), (2), and (3);
(1) repetitive, purposeful, and inten

tional behaviors that are performed 
in response to an obsession, or
according to certain rules or in a 119 129
stereotyped fashion and and

(2) the behavior is designed to neutra- 120 130
lize or to prevent discomfort or
some dreaded event or situation; 
however, either the activity is not 
connected in a realistic way with 
what it is designed to neutralize 
or prevent, or it is clearly 
excessive
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Diagnostic criteria for 300.30 obsessive Compulsive Disorder continued-

( 3) the person recognizes that his or 
her behavior is excessive or unrea
sonable (this may not be true for 
young children; it may no longer be 
true for people whose obsessions 
have evolved into overvalued ideas)

B. The obsessions or compulsions cause 
marked distress, are time-consuming 
(take more than an hour a day), - or 
significantly interfere with the 
person's normal routine, occupational 
functioning, or usual social activities 
or relationships with others.
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13/1/92) 0 = NO I s  SOMETIMES/ 2 = YES 8 = NOT APPLICABLE
SOMEWHAT

9,99 = DON'T KNOW

T IM E  N O W

BUL/AN

N ow  I'm going to change the subject a bit and ask you some questions about eating 
and weight.

1. In the past 6 months, have you worried about being fat or becoming fat?

IF  Y ES, A. Would you say that you worry about this too much?

B. How often have you worried about this? Would you say; Every 
d a y ... several times a week.... at least once a w eek... or at least 
once a month?

Every d a y  - .............................................
4 - 6  days a w e ek .............................................
1 - 3 days a w e ek .............................................
1 • 3 days a month  .....................................
Less than once a m onth..................................
Don't kn ow   ...........................................

START NEW CARD
DUP COL 1 • 10

MOD. .B ___L_ 111 -12]

CARD NO. _û__ Q_ (13 ■ 14)
b [15]

[16-19]

START NEW  CARD
DUP C O L I  • 12

CARD NO. ___1 _ [13 -14]
b [15]

0  1 2  9 (16)

0  (I) (2) 9 [17]

(18)

3T

2. Do you spend a lot of time thinking about food or about eating? 0

3. Have you gone on eating binges, when you ate a whole lot o f food in a 0
very short tim e...like a whole cake or two quarts o f ice cream, or much more
than you would usually eat?

IF Y E S, A . In the last 6 months, was there ever a period when you had an 0
eating binge like that at least once a week?

IF Y E S, B. How about twice a week? 0

IF YES. C. Did you go on eating binges twice a 0
week or more for as long as three 
months in a row?

D. W hen you thought about bingeing, about eating a lot o f food, 0
was it something you couldn't stop thinking about, that you just 
couldn't put out o f your head?

2 9

2 9

(2J 9

119]

[20]

121]

[22]

[23]

[24]

Module B: Mitcellaneous Ditorden
Bulimia/Anorexia
DISC-C, Venion 2 3



13/1/92] 0 = NO I s  SOMETIMES/ 2 = YES 8 = NOT APPLICABLE
SOMEWHAT

9,99 s  DON'T KNOW 31.
E. When you were on &n eating binge and ate all that food, were 

you worried that you wouldn't be able to stop eating?
II] 12] 125]

F. Have you thought that bingeing was something you couldn't 
control?

0 (1) 12] 9 126]

G. When you were on an eating binge, did you try to hide 
your eating from other people?

0 1 2 9 127]

H. D id you feel bad about yourself after you ate that way? 0 1 2 9 128

I. Did you often make yourself sick or throw np after you binged 
like that?

0 ID 12.1 9 129)

J. D id you often take medicines like laxatives or diet pills to 
keep from gaining weight?

0 ID 12] 9 130]

K. Did you often eat a lot less after you had binged or eaten 
a lot?

0 ID 12] 9 131]

L. How about putting yourself on a very strict diet so you 
wottldn'i gain weight? Did you often do that?

0 ID 12] 9 [32]

M. Did you exercise a lot to keep from gaining weight? 0 ID [2] 9 (33:

arc you?
1 1

1

c p r r r r y .................................. ........ .................................. ....... 1 1 [34-36]
FT. INCHES

ch do you weigh now?
1 1

SPECIFY — - - - - - > 1 _ l [37-39]
POUNDS

6. In the last 6  months, what was your lowest weight?

S P E C f f Y -------------------- ----------------
POUNDS

[40-42]

N O T E  I: IS CH ILD UNDERW EIGHT ( i  CHARTW EIGHT) FOR  
H EIG H T NOW  OR IN PAST 6  M ONTHS?
(Refer to Chart pp. 4 • 5. If height not on chart, select 
I )  next older age, or 2) closest height greater than child's 
heighL)

0 12'] 9 M3

7. In the past 6  months, has your [CARETAKER] or others said that you arc 
too4h in?

0 12'] 9 [44

IF " *"  R E SPO N SE  TO  NOTE I OR Q7, CONTINUE; 
O T H E R W ISE , GO TO  NOTE 2, P. 7,

Module B; Miscellaneous Disorders
Bulimia/Anorexia
DISC-C. Version 2.3



(3/1/92) O s N O  1= SOMETIMES/ 2 = YES 8 = NOT APPLICABLE 9,99 * DON'T KNOW 3 / ^
SOMEWHAT ^

INTENTIONALLY LEFT BLANK

Module B: Misoelltneous Ditorden 
Bulimia/Anorexi#
DISC-C. Venion 2.3



Height 
Less than or >

A G E 7 
M ale/W t FemaJe/Wt

AGE 8
Male/Wt. F«nalc/W t MaWWL

A G E  9
FemaJc/WL

3 ’9" 35 33 — — —

31 0 " 37 34 38 37 — —

3’i r 40 37 40 38 — —

4 ’ 43 41 43 40 41 41

4 T 47 45 43 41 44 43
4'2" 50 50 47 47 47 47

4 3 " 57 55 53 53 50 50.5
4*4" — — 55.5 56.5 53 54

4 3 " — — 58 60 56 67.5

4*6" — — 65 65 59 61

4 - r — — — — 66 71

4*8" — — — — 74 76

Height 
Less than or =

AGE
Male/WL

10
FemaJe/WL

AGE
Male/WL

11
Female/W t

AGE
Male/WL

12
Femalc/WL

4'2" 45 46 — — — —

4'3" 48 48 — — — —  '

4'4" 50.5 51 49 50 — —

4 3 " 53 54 53 54 — —

4 ’6" 56.5 57.4 55.5 57.5 59 54

4 'T 60 61 58 61 61.5 61.5

4'8" 66 70 61.5 65.5 64 69

4 ’9" 71.5 76 65 70 67.5 70.5

4'10" 77 82 70 74.5 71 72

4 ' i r 85 88 75 79 75 76

5'0" — — 88 93 79 80
51" — — 96 103 82.5 84
5*2" — — — — 86 873
5*4- — — — — 90.5 96

5*6" — — — — 102 99

5*8" — — — — 114 106

Module B; Miscellaneous Disorders
B u lim ia /A n o r e x ia
DISC-C. Version 2.3



Heigjii 
Less than or >

AGE
Male^Vu

13
Female/WL

AGE
Male/WL

4 6 " 58 - -

4'8" 67.5 69 -

4*10" 71 76 76

5 0 " 77 80 77

5'2" 86 90.5 86

5 4 " 94 98 97

5'6" 100 99 104

5'8" 112 109 111

5'10" 118 — 121

60" — — 130

6-2" — — —

6 4 - — — —

Height 
Less than or =

AGE
Male/WL

16
Female/WL

AGE
Male/Wi.

4'6" — - -

4'8" — - —

4-10" — 95 -

5’0" — 91 -

5 ’2" 87.5 96 93

54" 96 104 106

5’6" 108 110.5 115

5 8" 115 116 121

5’10" 122 123 124

6'0" 129 — 133

6 2 " 147 — 141

6'4" — — 163

3 L
Female/W t

79

90
93

99

106

112

112

A G E  15 
M alc/W t Female/V»;

Femalc/WL

g4
91

99

104

111

113

115

&4

92

96

105

116

120

131

132 

138

85
90
95

103

109
114

117

Module B; Miscellaneous Disorders
. B u l i m i a / A n o r e x i a
DISC-C. Version 2.3



13/1/921 O s NO I s  SOMETIMES/ 2 s  YES 8 s  NOT APPLICABLE 9,99 = DON'T KNOW 3  / /
SOMEWHAT ^

8. Do you have a medical problem that might cause you to be too thin? 

IF  Y E S. A. W hai is that? (W RITE IN)

[46-47

9. What do you think about how you look? In the last 6  months, have you 
thought that you are too fat?

IF NO , A . Have you thought that some pan o f you was too big or 
too fat?

IF Y E S , B. What pan o f  your body do you think is 
too fat or too big? (DESCRIBE)

0  [1] 121 9  {48;

0  HI 12) 9  (49]

[50-51

10. How much do you wish you weighed?

SPECCTY — - - - - - - - - - - - - — - - - - - - - - - - - - - - - - -

POUNDS
(52-54

Module B: Misoellineous Disorders
Bulimit/Anorexia
DISC-C. Venion 2.3



S O M E W H A T

11. In the past 6 months, have you tried to lose (more) weight, or to keep from 
tuning weight?

DP YES, A. Did you try to do that-by making yourself vomit?-

B. Did you take m edkioe* like laxatives or diet pills to lose 
w e i^ t  or keep from gaining weight?

C. How about putting yourself on a very strict diet to lose 
weight or keep from gaining weight?

D . Did you exercise a lot to lose or not gain weight?

= D O N 'T  K N O W

(2) 9 155]

2 9 (56]

2  9 [57]

2 9 [58]

37?

159]

IF SU BJECT IS A BO V , OR A GIRL NOT VET M ENSTRUATING, 
CO D E  S IN Q 12 A N D  CO  TO  NOTE 2.

Have your menstrual periods EVER been regular for as much as 6 months in a 
row?

0 2 8 9 [60]

IF VES, A. Since your periods became regular, have you missed as many as 
three periods in a row?

0 [2] 9 [61]

IF VEIS, B. Have you missed as many as 6 pcnods in a row? 0 2 9 [62]

IF V E S, C. Have you missed periods for as long as 
a year?

0 2 9 [63]

D. Did you miss your periods because you were 
pregnant?

0 2 9 [64]

IF NO , E  Did you miss periods while you were 
losing weight?

0 2 9 [65]

F. Did you miss them after you had lost a 0 2 9 [66]
lot o f weight?

N O T E 2: A R E  3 OR M ORE ( ] QUESTIONS CODED IN Q1 TO 12? 0 2 [67]

IF  VES: CO NTINUE.
IF NO: G 0 T 0 Q 1 9 ,  P . l l .

M oduk B: MisoeUeneous Disorders
Bulinis/Anorexit
DISC-C. Version 2.3



[3/1/92] O s NO I s  SOMETIMES/ 2 s  YES 8 s  NOT APPLICABLE 9,99 s  DON'T KNOW ^
SOMEWHAT

S T A R T  N E W  C A R D  
D U P  C O L  1 -  12

CARD NO. _0_2_ (13 -14]
b  (15]

13. I've lik ed  you t  lot o f  queitions about eating and weighL You told me that 
you [NAM E ALL [ ] RESPONSES IN Q 1 T 0 Q 1 2 ]. How old wexe you 
when you lira  began to be ao coocemed about this?

SPECEFT-----------------------------
(77 *  W HOLE LIFE, ALW AYS)

YRS. (16-17]

14. In the past 6  months, have these things caused problems in how you 
get along with people at home?

1 [18]

IS. Have these concerns about eating caused problems for you at (school/work]?

16. Have these concerns caused problems with how you get along with friends 
or with other people your age?

0  1 2 8 9 (19]

0  1 2 9 (20]

17. Did your concern about eating begin soon after some bad thing or some 
big change happened to you?

I F N O .G O T O Q I S , P.9.

IF VES, A. What was that?

(21]

(22-23]

N O T E 3: IS THIS CLEARLY A O N E TIM E  EVENT?

IF Y E S :  
IF NO:

G O  TO C. 
G O  TO B.

(24J

Moduk B: Mtsoelltneous Diiorden 
Bulimii/Anorexi*
DlSC-C. Version 2J



(3/1/921 0 = NO 1 s  S O M E T IM E S / 
S O M E W H A T

2 = YES 8 = NOT APPLICABLE 9 ,99 s  DON'T KNOW 3/^

%

B. Is this (STRESSFUL EVENT] sull going on?

C. When did this [happen/begin]? (C O D E  MO/YR)

D. Did you have problems with eating before [STRESSFUL 
EVENT]?

IF Y E S , E  Did these problems definitely get worse after this 
(happened/began]?

IF Y E S, F. How soon after [STRESSFUL EVENT] 
did these concerns about eating become 
more o f  a problem?

Less than 1 m onth  .................
1 - 3 m onths----------------------------
Mote than 3 m onths____________
Don't kn ow .............. — ................ ....

G. Did you have more problems with 
eating for longer than 6 months?

IF NO, H. How soon after [STRESSFUL EVENT] did you 
begin to have problems with eating?

Less than 1 m onth........................
1 - 3 m onths......................................
More than 3 m onths........................
Don't know .........................................

I. Did you have these problems with eating for longer 
than 6 months?

[25]

[26-29] 
MONTH YEAR

0  2 9  [30]

0  2  9 [31]

2  9

2 9

[32]

[331

[34]

[35]

18. Have you ever seen a doctor, psychiatrist, psychologist, social worker, 
guidance counselor or any other professional like that because o f problems 
with eating?

IF  N O , GO T O E ,

IF  Y ES, A- Who did you see? (W RITE IN)

[36]

[37-38]

Moduk B: Mitocllaneous Disorders
Bulimia/Anorexia
DISC-C. Venion 2.3



[3/1/92] 0 = NO 1 = SOMETIMES/ 2 = YES 8 = NOT APPLICABLE 9,99 s  DON'T KNOW
SOMEWHAT

B. Whai did ihe doctor say was wrong (What did (PERSON SEEN] 
say was the mauer)?

Moduk B: MisoeUaneous Disorders
Bulimia/An otexit 
DISCC, Venion 2.3

(39-40)

C How old were you the first time you saw someone because 
you had problems with eating?

SPECIFY A G E _________________________________   I ______________ | YRS. (41-42

D . Did you see anyone for this in the last 6 months? 0  2  9 [43

IF N O  E  Has your (CARETAKER] ever thought that you should see a 0  2 9 (44
TO  Q 18, doctor or some other professional like that because o f this?

F. Has your (school/job] or anyone else suggested that you 0  2 9 (45
see someone like that because o f this?

G. Have you ever asked to see someone special like a doctor or a 0  2  9 (4(
counselor for this?
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Scoring logic for eating disorder diagnoses using the DISC 2.3

DSM III-R diagnostic criteria DISC ITEMS

Anorexia Nervosa

A.Refusal to maintain body weight over a 

minimal normal weight for age and height, 

e.g. weight loss leading to maintenance of 

body weight 15% below that expected; 

or failure to make expected weight gain 

during period of growth, leading to body 

weight 15% below that expected.

i)Underweight (assessed 

using Tanner and 

Whitehouse (1966) norms 

and 

11 =  1,2

B . Intense fear of gaining weight or 

becoming fat, even though underweight.

i)Underweight (assessed 

using Tanner and 

Whitehouse (1966) norms 

and

lA = 2 or IB = 3,4,5

C.Disturbance in the way in which one's 

body weight, size or shape is 

experienced, e.g. the person claims to 

"feel fat" even when emaciated, 

believes ihat area of the body is

"too fat" even when obviously 

underweight.

i)Underweight (assessed 

using Tanner and 

Whitehouse (1966) norms 

and

9=1,2 or 9A=1,2 

and

9B is not 8



DSM III-R diagnostic criteria

322

DISC ITEMS

Anorexia Nervosa cont.d

D In females, absence of at least three 

consecutive menstrual cycles when 

otherwise expected to occur (primary 

or secondary amenorrhea). (A 

woman is considered to have 

amenorrhea if her periods occur only 

following hormone, e.g., oestrogen 

administration.)

i)Underweight (assessed 

using Tanner and 

Whitehouse (1966) norms 

and 12A = 2 and 12D = 0

Anorexia Nervosa

1 For menstruating girls. A + B + C + D = A diagnosis of Anorexia Nervosa

2.For boys, girls not yet menstruating and girls menstruating but who have not been

regular for six months. A + B + C= A diagnosis of Anorexia Nervosa
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DSM III-R diagnostic criteria DISC ITEMS

Bulimia Nervosa

A)Recurrent episodes of binge eating 3 A = 2 

rapid consumption of a large amount of

food in a discrete period of time)

B)A feeling of lack of control over 3E = 1,2 OR 3F = 1,2 

eating behaviour during eating binges.

C)The person regularly engages in 31 = 1,2 OR, 3J=1,2

either self induced vomiting, use of OR 3K=1,2 OR 3L = 1,2

laxatives or diuretics, strict dieting OR 3M =1,2

or fasting or vigorous exercise in order 

to prevent weight gain.

D)A minimum average of two binge eating 3C = 2 

episodes a week for at least three months.

E)Persistent over concern with body shape 1A =1,2 AND IB = 3,4,5 

and weight.

Bulimia Nervosa
A diagnosis of Bulimia Nervosa = A + B + C +  D +  E
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APPENDIX 6



GREAT ORMOND STREET HOSPITAL STUDY OF
YOUNG PEOPLE

NO:
NAME:
AGE:
SCHOOL:
CLASS:



P A R T  1
Now we would like you to read statements (a) and (b) and decide 
whxch of these is most like you. Please look at the example. Are you:

(a) someone who would rather play outside in their spare time or
(b) someone who would rather watch T.V ?

Once you have decided which is most like you, (a) or (b), we want 
you to tell us if that is **reallv true" of you or iust sort of true.

So for example, if you decide that you are someone who would 
rather play outside in your spare time but that this is only sort 
of true for you then you must put your tick in the "sort of 
true" box, like in the exemple.

EXA M PLE

Really 
True 

for m e

Sort of 
True 

form e

El
Somé kids would 
rather play outside 
in their spare time

(q )

Sort of 
True 

for m e

Really 
True 

for m e

BUT
Other kids would 
rather watch 
T.V.

( b )

1. Some kids feel they 
are very good at 
their school work

Other kids worry about 
whether they can do 
their school work1 11 1 BUT 1 11 1

2. Other kids find it'su LJ hard to make 
friends BUT

pretty easy to make 
friends 1 11 1

3. □ Some kids do very 
wed at all kinds 
of sports

OtTwr kids dont feel□ BUT
tfiey are good when it 
comes to sports 1 11 1

4. □ □ Some kids are happy Other kids are not
with the way tftey 
look BUT

fiappy with tfte way 
they look 1 11 1

5. □ □ Some kids often do Other kids usually
notCketfte way 
they behave BUT

like the %vay tfiey 
behave u u

6, □ □Some kids are often 
unhappy with 
themselves BUT

Other kids are pretty 
pleased with 
themselves □ n

7. □ □ Some kids feel they 
are just as dever 
as other tdds BUT

Other kids arent so 
sure and wonder if 
they are as dever n n

8 . □ □ Otfter kids dont fiave
let of frierxis

BUT
very many friends 1 11 1



9 . Really 
True 

for m e

S o n  of 
True 

for me
Some kids wish they Otfier kids feel tfiey

Sort Of 
True 

for me

Really 
True 

for me

1 I could be a lot better 
1 1 at spons

BUT are good enough at 
sports 1 1 1 1

Some kids are happy Olf>er kids wish tfieir

10 . 1 I with their height or 
1 1 weight

BUT height or weight was 
different 1 1

Some kids usually do Otfier kids often dont

11 . 1 j the right thing BUT do tfie right thing 1 1 1 1
Some kids don't like Otfier kids do like

12 . the way they are 
leading their life

BUT tfie way tfiey are 
leading their Gfe 1 1 1 1

Some kids are pretty Other kids can  do their

13 . 1 1 1 slow in finishing 
1 I tfieir school work

BUT scfiool work quickly 1 1 1 1
Some kids would like Otfier kids fiave a s  many

14. 1 to have a lot more 
friends

BUT friends as tfiey want

Some kids think they Otfier kids are  afraid

15 . 1 1 1 could do well a t any 
1 1 new sport BUT

tfiey do  not do  well at 
new sports 1 1 1 1

Some kids wish their BUT Otfier kids like tfieir

16 . 1 1 1 1 body was different body tfie way ft Is 1 1
,7-LJ u
18. □ □

□

□

Some kids usually 
behave the way they 
know they Ye 
supposed to 

Some kids are happy 
with themselves as 
a  person

BUT

BUT

Other kids often cJooY 
behave the way they're 
supposed to

Other kids a re  often 
not happy with 
tftemselves

Some kids often forget Other kids can
wftat they team g  j j y  remember things 

easily

Some kids are always Other kids i»ually
doing things with a  g  do  tfangs by tfiemselves
lot of kids

□
□
□
□

□
□
□
n
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21 . Really 
True 

to r m e

22.

23 .

24.

25.

26.

27 .

28 .

29 .

3 0 .

31

3 2 □

S ort of 
T rue 

for m e

Sort of 
True 

for m e

Really 
T rue 

for m e
Some kids feel they 
are better at sports 
than their friends

Some kids wish 
they looked 
different

BUT

BUT

Some kids usually get 
in trouble because of BUT
things they do

Some kids like the
kind of person they BUT

Some kids do very
wen at their BUT
classwork

Some kids wish more 
people their own age g  j j y
liked them

In gam es and sports
some kids usually
watch instead of play BU T

Some kids wish som e
thing about their (ace 
or hair was different

Some kids do things 
they know they 
shouldn't do

BUT

BUT

□
□

Some kids are very
happy being the way g  y  j
tfiey are

Some kids have trouble 
working out the BUT
answers in school

Some kids are popular 
with others their own g  y  y

Other kids dont 
feel they can play 
as  well

Other kids like the 
way they look

Other kids dont 
do things ttiat get them 
into trouble

Otfier kids often wish 
tfiey were someone 
else

Otfier kids dont 
do very well at 
their dasswork

Otfier kids feel tfiat 
most people their own 
age do like tfiem

Otfier kids usually 
play ratfier tfian 
just watch

Otfier kids like tfieir 
(ace and fiair tfie way 
tfiey are

Otfier kids fiardly ever 
do things tfiey know 
tfiey shouldnt do

Otfier kids wish they 
were different

Otfier kids almost 
always can work out 
tfie answers

Otfier kids are not 
very poptXar n [



33. Really
Taje

fo rm e

Sort of 
True 

for me

Some kids don't do 
well at new outdoor 
games

BUT Other kids are 
good at now gam e; 
right away

Sort of 
True 

for me

Really
True

form e

34.

35.

Some kids think 
that they are 
good looking

Some kids behave 
themselves very well

BUT

BUT

Other kids think 
that they are not 
very good looking

Other kids often find it 
ta rd  to tafiave 
tfiemselves

36. Some kids are not 
happy with the way 
they do a lot of 
things

Otfier kids think the 
BU T way they do things is 

fine
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PART 2
INSTRUCTIONS:Please read  each  o f  th e  q u e s t io n s  c a r e f u l l y  and th e n  
t i c k  one o f  th e  f i v e  answ ers l i s t e d  below?

l.In  general how satisfied do you feel with your attainments to date 
(ie.school, college, work etc.)?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIED AVERAGE D ISSA T ISFIED D ISSA T ISFIE D

2 .0 v e r the last couple of years how often have you felt generally fed up?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

3 .In general how satisfied do you feel with yourself?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIED AVERAGE D ISSA T ISFIED D ISSA T ISFIE D

4 .Over the last couple of years how often have you felt useless?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

5 .In general how satisfied do you feel with your life at the moment?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIED AVERAGE D ISSA T ISFIE D D ISS A T ISFIE D

PLEASE TURN OVER
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6 .In the last couple of years how often have you wished you were really good 
at something or other?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

7 .Think o f a person who is perfectionistic. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

8.Over the last couple of years how often have you 
felt in control over your life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

9 .Over the last couple of years how often have you felt able to accept below- 
par performance from yourself?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

10.Over the last couple of years how often have you wanted to have more 
control over some area of your life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

11.Think o f a person who tries to be perfect in their work. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

PLEASE TURN OVER



12.Over the last couple of years how often have you felt in total control of 
yourself?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

13.Think of a person who is not particulary concerned with standards. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

14.Think of a person who feels a failure in life. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

15.Think of a person who is generally not concerned about doing their best. 
Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

16 .0 v er the last couple of years how often have you felt happy with life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

17.Think of a person who can (could) never do enough to please one or both 
o f their parents?.Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIK E YOU LIKE YOU LIKE YOU

PLEASE TURN OVER
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18.Think o f a person who would like to have more control over their body.Is 
this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY L ITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIK E YOU

19.Think o f a person who is not usually concerned about their performance. 
Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY L ITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

20.Think o f a person who feels they have much to be proud of. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

21.Think o f a person who sets high standards for himself/herself?

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

22 .Think o f a person who would like to have m ore self control. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

PLEASE TURN OVER
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Now we would like to ask you about yourself as a dancer. Firstly, we would like you to think 
of the people that take particular interest in you and your dancing. Please answer the questions 
below and remember there are no right or wrong answers.

23.Who would you say is most interested in you and your dancing. Please put your answers on 
the line below.

Now with these people in mind, we would like you to answ er the following 
questions.

24.In general, how important do vou think it is to them that you obtain the highest possible 
grade in your dance exams?

II EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
II IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

25.In general, how important do you think it is to them that you will become a professional 
dancer when you leave school?

1 EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
I I  IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

26.In general, how disappointed do vou think they are when you do badly in one of your 
dancer exams or classes?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED

27. In general, how disappointed do vou think they would be if you decided that you didn't 
want to dance any more?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED
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28. In general, how disappointed do vou think they are with you when you are not chosen for 
the best parts in dance performances?

1 EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL [
1 DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED |

29.In general, how important do vou think it is to them that you are better than everyone else 
in dance classes and exams?

1 EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
1 IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

30. In general, ho w im portan t do vol think it is to  them that you do  well in y o u r dancing?

EXTREMELY
IMPORTANT

VERY
IMPORTANT

FAIRLY
IMPORTANT

NOT VERY 
IMPORTANT

NOT AT ALL 
IMPORTANT

PLEASE TURN OVER THE PAGE
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Now we would like to ask you some general questions about you and your dancing. Tick the 
box that sounds most like you.

31 .How satisfied are you with yourself as a dancer?

VERY
SATISFIED

SOMEWHAT ABOUT SOMEWHAT VERY 1
SATISFIED AVERAGE DISSATISFIED DISSATISFIED |

32.Think of a person who feel that they are not a very good dancer. Is this person;

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

33.Think of a person who feels that they might be good enough to become a professional 
dancer in the future. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

34.How often do you feel that you are one of the worst dancers in your class?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER
NEVER

3 5.Think of a per;>on who usually does well in their danc:e exams. Is this person:

VERY MUCH 
LIKE YOU

MUCH LIKE 
YOU

SOMEWHAT 
LIKE YOU

VERY LITTLE 
LIKE YOU

NOT AT ALL 
LIKE YOU

36.How often do others make you feel that you are not a very good dancer?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST
NEVER

NEVER

37.How often have you felt that no matter how hard you try your dancing will never be good 
enough?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER
NEVER
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PART 1
Now we would like you to read statements (a) and (b) and decide 
which of these is most like you. Please look at the example. Are you:
(a) someone who would rather play outside in their spare time or(b) someone who would rather watch T.V ?
Once you have decided which is most like you, (a) or (b), we want 
you to tell us if that is "really true" of you or just sort of true.
So for example, if you decide that you are someone who would 
rather play outside in your spare time but that this is only sort 
of true for you then you must put your tick in the "sort of true" box, like in the example.

33^

EXAMPLE

Really Sort of
True True

for m e form e

LJ ^

Sort of 
True 

for m e

Really 
True 

for m e
Som6 kids would 
rather play outside 
in their spare time

( q )

B U T
Other kids would 
rather watch

" ' ' ■ ( b )

Some kids feel they 
are very good at 
their school work B U T

Other kids worry about 
whether they can do 
their school work

Some kids find it 
hard to make 
friends B U T

Other kids find it's 
pretty easy to make 
friends

Some kids do very 
wen at all kinds 
of sports B U T

Other kids don't feel 
tfiey are good when it 
com es to sports

Some kids a re  happy 
with the way Iftey 
look B U T

Otfier kids are not 
happy with tfie way 
tfiey took

Some kids often do 
rtol like th e  way 
they beftave B U T

Otfier kids usually 
like tfie way tfiey 
befiave

Some kids a re  often 
unfiappy with 
tfiemselves B U T

Otfier kids are pretty 
p leased with 
tfiemselves

Some kids feel tfiey 
are Just a s  dev er 
as other kids B U T

Other kids aren't s o  
sure and wonder if 
tfiey are a s  d ever

Some kids have a  
kx of friends

B U T

Otfier kids don't fiave 
very many friends

1.

2.

3 .

4 ,

5 .

6 ,

7.

8.

□
□
□
□

□
□
□
□

□
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9. Really  
True 

for m e

10.

11

12.

13.

14.

15.

16.

Sort of 
True 

for me

’̂■1_1U
18. [ □ □
19. Q □

□

Sort of 
True 

for m e
Some kids wish they 
could be a lot better 
at sports

BUT
Other kids feel they 
are good enough at 
sports

Some kids are happy Other kids wish their
with their height or BUT or weight was
weight different

Some kids usually do Other kids often don't
the right thing g  y -p do the right thing

Some kids don't like 
the way they are 
leading their life

Other kids do like 
B  UT way they are 

leading their life

Some kids are pretty Other kids can  do their
slow in finishing g  (Jf* school work quickly 
their school work

Some kids would like 
to have a lot more 
friends

Some kids think they 
could do well at any 
new sport

Other kids have a s  many 
B UT as they want

BUT

Other kids are  afraid 
they do not do well at 
new sports

Some kids wish their g  y -p  Other kids like tfieir 
body was different body tfie way h Is

Some kids usually 
behave the way üiey 
know they 're 
supposed to

Some kids are tiappy 
with tfiemselves a s  
a  person

BUT
Otfier kids often don't 
behave the way tf ie /re  
supposed to

Otfier kids a re  often 
B UT happy with 

tfiemselves

Some kids often forget Otfier kids can
what they team g  y -p  rem em ber things 

easily

Some kids are always Otfier kids usually
doing things with a  g  y p  do tWngs by tfiemselves 
lot of kids

□
□

Really 
Taie  

for me

□
□
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21. R eally  
True 

tor m e

Sort of 
True 

for m e

Sort of 
True 

for m e

R eally  
True 

for m e

22 .

2 3 .

24 .

25.

26 .

27.

28.

29.

30.

31.

32.

□
□
□

Som e kids leel ihey 
are bener at sports 
than their friends

BUT
Other kids don't 
feel tfiey can play 
as  well

Some kids wish 
they looked 
different

BUT
Other kids like the 
way they look

Som e kids usually get 
in trouble because of 
things tfiey do

B U T
Other kids don't 
do things tfiat get them 
into trouble

Som e kids like tfie 
kind of person they 
are

BUT
Other kids often wish 
tfiey were someone 
else

Som e kids do very 
wen at their 
classwork

BUT
Otfier kids dont 
do very well at 
their dasswork

Some kids wish more 
people tfieir own ag e  
liked them

BUT
Otfier kids feel tfiat 
most people their own 
age do like tfiem

In gam es and spons 
som e kids usually 
watch instead of play BU T

Otfier kids usually 
play ratfier tfian 
just tivatch

Som e kids wish som e- 
tiling about tfieir face 
or fiair w as different BUT

Otfier kids like tfieir 
face and fiair tfie way 
they are

Som e kids do things 
they know they 
shouldn ldo

BU T
Otfier kids fiardly ever 
do  tilings tfiey know 
tfiey sfiouldnt do

Som e kids are  very 
happy being the way 
tfiey are

BU T
Otfier kids wish tfiey 
were different

Som e kids have trouble 
working out the 
answ ers in sdioof

BU T
Otfier kids almost 
always can twork out 
tfie answers

Som e kids are popular 
with others their own BU T

Otfier kids are not 
verypopt^ar □ [



33. Really
True

fo rm e

Sort of 
True 

for me

Some kids don't do 
well at new outdoor 
games

BUT Other kids are 
good at new gam e: 
right away

Sort of 
True 

for me

Really
True

form e

34.

35.

Some kids think 
that they are 
good looking

Some kids behave 
themselves very well

BUT

BUT

Other kids think 
that they are not 
very good looking

Other kids often lirxJ it 
hard to behave 
tfiemselves

36. Some kids are m l  
happy with the way 
tfiey do a  lot of 
things

BUT
Other kids think tfie 
way tfiey do things is 
fine
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P A R T  2
INSTRUCTIONS:Please read each of the questions carefully and then 
tick one of the five answers listed below?

l.In  general how satisfied do you feel with your attainments to date 
(ie.school, college, work etc.)?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIE D AVERAGE D ISSA T ISFIE D D IS S A T IS F IE D

2 .Over the last couple o f years how often have you felt generally fed up?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

3 .In general how satisfied do you feel with yourself?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIE D AVERAGE D ISSA T ISFIE D D IS S A T IS F IE D

4 .Over the last couple o f years how often have you felt useless?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

5 .In general how satisfied do you feel with your life at the moment?

VERY SOMEWHAT ABOUT SOMEWHAT VERY
SA TISFIED SA TISFIE D AVERAGE D ISS A T ISF IE D D IS S A T IS F IE D

PLEASE TURN OVER



6.1n the last couple o f years how often have you wished you were really good 
at something or other?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

7 .Think o f a person who is perfectionistic. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
LIK E YOU YOU LIK E YOU LIK E YOU LIKE YOU

8.O ver the last couple of years how often have you 
felt in control over your life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

9 .O ver the last couple of years how often have you felt able to accept below- 
par performance from yourself?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

10.Over the last couple of years how often have you wanted to have more 
control over some area of your life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

II.T h in k  o f a person who tries to be perfect in their work. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIK E YOU LIK E YOU LIKE YOU

PLEASE TURN OVER
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12.O ver the last couple o f years how often have you felt in total control o f 
yourself?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

13.Think o f a person who is not particulary concerned with standards. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIKE YOU YOU LIK E YOU LIKE YOU LIK E YOU

14,Think of a person who feels a failure in life. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIKE YOU YOU LIK E YOU LIKE YOU LIK E YOU

15.Think of a person who is generally not concerned about doing their best. 
Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY L IT T L E NOT AT ALL
LIKE YOU YOU LIK E YOU LIKE YOU LIK E YOU

16.O ver the last couple of years how often have you felt happy with life?

VERY OFTEN FAIRLY OFTEN SOMETIMES ALMOST NEVER NEVER

17.Think of a person who can (could) never do enough to please one or both 
of their parents?.Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY L IT T L E NOT AT ALL
LIK E YOU YOU LIK E YOU LIKE YOU LIK E YOU

PLEASE TURN OVER



18 .Think o f  a person who would like to have m ore control over their body.Is  
this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

19 .Think o f  a person who is not usually concerned about their performance. 
Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

2 0 .Think o f  a person who feels they have much to be proud of. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LIT TL E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIK E YOU

2 1 .Think o f  a person who sets high standards for h im self/herself?

VERY MUCH MUCH LIKE SOMEWHAT VERY L IT T L E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIK E YOU

2 2 .Think o f  a person who would like to have m ore s e lf  control. Is this 
person:

VERY MUCH MUCH LIKE SOMEWHAT VERY L IT T L E NOT AT ALL
LIK E YOU YOU LIKE YOU LIKE YOU LIKE YOU

PLEASE TURN OVER



Now we would like to ask you about yourself as a musicians. Firstly, we would like you to 
think of the people that take particular interest in you and your music. Please answer the 
questions below and remember there are no right or wrong answers.

23.Who would you say is most interested in you and your music. Please put your answers on 
the line below.

Now with these people in mind, we would like you to answer the following 
questions.

24.In general, how important do vou think it is to them that you obtain the highest possible 
grade in your music exams?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

25.In general, how important do vou think it is to them that you will become a professional 
musicians when you leave school?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

26.In general, how disappointed do vou think they are when you do badly musically?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED

27.In general, how disappointed do vou think they would be if you decided that you didn't 
want to play music any more?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED

28. In general, how disappointed do vou think they are with you when you are not chosen for 
the best parts in concerts?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED DISAPPOINTED
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29.In general, how important do vou think it is to them that you are better than everyone else 
at music?

1 EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
1 IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

30. In general, how important do vou think it is to them that you do well in your music?

EXTREMELY VERY FAIRLY NOT VERY NOT AT ALL
IMPORTANT IMPORTANT IMPORTANT IMPORTANT IMPORTANT

PLEASE TURN OVER THE PAGE



Now we would like to ask you some general questions about you and your music training. Tick 
the box that sounds most like you.

31 .How satisfied are you with yourself as a musician?

1 VERY SOMEWHAT ABOUT SOMEWHAT VERY
I I  SATISFIED SATISFIED AVERAGE DISSATISFIED DISSATISFIED

32.Think of a person who feel that they are not a very good musician. Is this person:

1 VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
1 LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

33.Think of a person who feels that they might be good enough to become a professional 
musician in the future. Is this person:

1 VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL
1 LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU

34.H0W often do you feel that you are one of the worst musicians in your class?

1 VERY FAIRLY SOMETIMES ALMOST NEVER I
1 OFTEN OFTEN NEVER 1

35.Think of a person who is good musically. Is this person:

VERY MUCH MUCH LIKE SOMEWHAT VERY LITTLE NOT AT ALL |
LIKE YOU YOU LIKE YOU LIKE YOU LIKE YOU 1

36.HOW often do others make you feel that you are not a very good musician?

VERY FAIRLY SOMETIMES ALMOST NEVER 1
OFTEN OFTEN NEVER 1

37.H0W often have you felt that no matter how hard you try your achievements as a musician 
will never be good enough?

1 VERY FAIRLY SOMETIMES ALMOST NEVER
1 OFTEN OFTEN NEVER



350

THANK YOU FOR YOUR HELP


