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Abstract
Background
In medical and psychological literature bulimia is commonly described as a mental illness. However, from a social constructionist perspective the meaning of bulimia will always be socially and historically situated and multiple. Thus, there is always the possibility for other understandings or constructions of bulimia to circulate in our culture, with each having distinct real-world implications for those engaging in bulimic behaviors; for instance, they might potentially influence likelihood of help-seeking and the success of treatment. This study used Q methodology to explore culturally-available constructions of bulimia nervosa.

Methods
Seventy-seven adults with varying experience of eating disorders took part in this Q methodological study. Online, they were asked to rank-order 42 statements about bulimia, and then answer a series of questions about the task and their knowledge of bulimia. A by-person factor analysis was then conducted, with factors extracted using the centroid technique and a varimax rotation.

Results
Six factors satisfied selection criteria and were subsequently interpreted. Factor A, “bulimia as uncontrolled behavior”, positions bulimia as a behavioral rather than psychological issue. Factor B, entitled “bulimia is a distressing mental illness”, reflects an understanding of bulimic behaviors as a dysfunctional coping mechanism, which is often found in psychological literature. Other perspectives position bulimia as about “self-medicating with food” (Factor C), “the pathological pursuit of thinness” (Factor D), “being the best at being thin” (Factor E), or as “extreme behavior vs. mentally ill” (Factor F). These constructions have distinct implications for the subjective experience and behavior of those engaged in bulimic behaviors, with some constructions possibly being more useful in terms of help-seeking (Factor B), while others position these individuals in ways that may be distressing, for instance as shallow (Factor D) or to blame (Factor E).

Conclusions
This study has identified a range of distinct constructions of bulimia. These constructions are considered to have implications for the behaviors and experiences of those engaging in bulimic behaviors. As such, further research into constructions of bulimia may illuminate factors that influence help-seeking and the self-perceptions of such individuals.
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Background
Clinically diagnosable bulimia nervosa can be identified in approximately one in every hundred young women in Western societies [1,2]. There is evidence that the behaviors that characterize this condition, such as binge eating and purging, are becoming increasingly common, with a more than twofold rise in prevalence for both men and women between 1995 and 2005 [1]. Despite this general increase, bulimic behaviors still occur more commonly in women than in men [1,3,4]; as such, bulimia is viewed as predominately a woman’s problem [5]. However, most women exhibiting bulimic behaviors do not seek help or treatment [6–8]. This is a matter of serious concern, given the numerous associated health risks, such as cardiovascular and gastrointestinal problems [9,10], as well as psychological distress and reduced quality of life [11–13]. As such, there is a need for research that examines factors that may influence help-seeking for bulimic behaviors.
A variety of factors have been implicated in the development and maintenance of bulimia, which can be broadly characterised as biological [14], psychological [15,16] and sociocultural [5,17]. However, bulimia is a complex problem, and is not easily explained through one particular factor, or type of factor [18]. Instead, integrating factors together within a multifactorial bio-psycho-social model is considered necessary to more fully understand eating disorders [18–21]. For such an approach to be truly integrative, however, it should not only focus on the way social, psychological and biological factors intersect to determine eating disordered behaviors. Rather, as is recommended in the study of all categories of health and illness [22,23], it should also examine the way social meanings of eating disorders affect subjective experience. Research into bulimia has generally focused on the multifactorial aetiology of the behavior [24], rather than the social meaning [25]. This is typical for investigations into psychiatric diagnostic categories [26], as causal pathways and behaviours are more readily observed and quantified than meaning [22], and statistical analysis of such pathways is highly valued in psychological and medical research [27]. However, social constructionism provides a theoretical basis from which to explore the variety of social meanings of bulimia, and the implications that these different understandings have for those involved.
Proponents of social constructionist theory argue that meaning and knowledge are constructed in ongoing processes of social interaction [28]. As such, one’s perspective on a concept, such as bulimia, is always socially and historically situated, and open to being contested by competing understandings [28]. Bulimia might therefore be understood in terms of a number of alternate constructions: these are coherent accounts, representations, or ways of thinking about a topic, that circulate widely in our culture [29]. This includes biomedical, psychological and many social theories of eating disorders, that despite their differences, reflect a dominant construction that circulates in research, popular culture, and self-help resources, in which bulimia is positioned as an individual pathology and categorically distinct from normal eating behaviors [30–32].
These different constructions have different real-world implications for the subjectivity of those individuals engaging in bulimic behaviors; social constructionism suggests that they frame feelings, experiences, sense of self and perceptions of one’s own behavior, making certain actions possible, while simultaneously closing down others [23,29,33]. For instance, the construction of bulimia as a mental illness, a common conceptualisation in the research literature [18,34], positions individuals with a bulimic diagnosis as not responsible for the abnormal and distressing condition they experience, and opens up the possibility for particular forms of treatment. On the other hand, as has been suggested for women diagnosed with depression [35,36], this construction might minimize the potential for personal agency and recovery without such treatment. This understanding may also conflict with other constructions of bulimia, as suggested in a study of community attitudes to mental illness in the UK, where over one-third of participants considered individuals with eating disorders responsible for their condition and that they should “pull themselves together” [37]. A further contrasting understanding of bulimia is found in some feminist theorising, where behaviors categorised as eating disorders are viewed as part of a continuum of eating behaviors, with psychiatric diagnosis of particular behaviors as ‘disordered’ deemed to reflect a broader cultural objectification and pathologization of women’s bodies, linked to cultural constructions of normative femininities [32].
Research driven by social constructionist theory has previously been used to explore some aspects of bulimia. For instance, social constructionism has highlighted the negative relationship between cultural constructions of bulimia and anorexia, with the former having connotations of being out-of-control and disgusting, whereas the latter is partially glamorised and admired [38–40]. Evidence of this binary has been found in the talk of both health professionals and individuals engaged in bulimic behaviors, which may contribute to distress experienced by the latter and potentially intensify their dysfunctional eating behaviors [38]. Finally, the identity of “the bulimic” may efface other aspects of self; as such, this construction may limit willingness for treatment, with recovery becoming akin to “self-annihilation” [25].
If constructions of eating disorders impact upon the experiences of those engaged in bulimia, with the potential to impact upon behaviours such as help-seeking, it is important to identify and explicate dominant constructions which operate in a particular historical and cultural context [32]. In addition to comparing constructions of bulimia with anorexia, researchers have drawn attention to ways in which eating disordered behaviors are normative, rather than abnormal: binging and purging are not viewed as distinct from dieting and exercising for aesthetic or health reasons, with both made possible through the same social and historical conditions [41,42]. In a related area, social constructionist research has explored how constructions of anorexia work in conjunction with constructions of femininity, and in particular the idealised thin body that is so valued in women [43].
While research using social constructionist theory has been important in exploring some of the personal and social meanings of eating disorders, there are limitations. For instance, the focus is often on anorexia or eating disorders more generally, rather than bulimia and bulimic behaviors, specifically [40,42]. Further, much analysis is theoretical, and relies on secondary data such as media texts [39,40,42,44], or data from interviews with a relatively small sample [38,41]. Consequently, there is a need for further empirical work investigating social constructions of bulimia. This is the aim of the present study, which will use Q methodology to identify and describe the constructions of bulimia that circulate in a contemporary Western society, Australia. This will involve sampling a range of perspectives on the issue, held by individuals who have engaged in bulimic and other eating disordered behaviors, those who have had other personal experience of eating disorders (e.g. knowing a friend or family member to go through it), and those who have no personal experience with eating disorders.
Q methodology
Q methodology combines both qualitative and quantitative techniques to study the “subjectivity involved in any situation” ([45], p. 561). As a method, it works to identify a range of subjective viewpoints that are shared by a number of individuals through an inverted form of factor analysis [46]. These participants’ construction of the issue can then be contrasted with that of other individuals, who share a different way of thinking about the topic [47]. In Q methodology the aim is to describe and interpret the point-of-view associated with each factor; as such, it is not “the ‘constructors’―the participants―who are the focus of the approach but the ‘constructions’ themselves” ([29], p. 180).
The strength of Q methodology is drawn from both qualitative and quantitative research traditions [48], and has been suggested as a more robust and suitable technique for exploring subjective viewpoints than alternative methods such as surveys [29,49–51]. It has been used to investigate the subjectivity involved in a variety of health issues, including understandings of irritable bowel syndrome [52], constructions of sex and intimacy in the context of cancer [53], parental judgement on infant immunisation [54], and the weight-control self-efficacy beliefs of obese women [48].
This paper presents the results from a Q methodological study, which explored constructions of bulimia. While the starting point for this research is that a number of alternative constructions of bulimia exist, the principle of “finite diversity” suggests that the potential range of such constructions is limited by socio-historical forces [29,51,55]. As such, it was expected that, through Q methodology, a number of coherent accounts of bulimia would emerge, and these would be shared among a group of participants.


Methods
The first step in a Q methodological study is to produce a set of items or statements about the topic that participants will sort. This Q set is derived through exhaustive sampling, so as to be as representative as possible of the opinion domain [51]. Participants (the P set) are then chosen strategically, because of their ability to model a viewpoint on the topic through Q sorting, and because their viewpoint matters [29,51]. This study received ethical approval from the Human Research Ethics Committee of the University of Western Sydney, with protocol number H9909.
The participants rank items of the Q set according to their relative agreement or disagreement, such that each statement gains its full meaning only through how it is configured in relation to every other statement [56]. It is therefore the similarities across the overall arrangement of statements in participants’ Q sorts that are the basis for factors in the inverted factor analysis [51]. These processes are described below for the current study, with further description of the features and method of Q methodology provided elsewhere [51].
Item sampling – the Q set
In creating the Q set, statements should be representative of the different perspectives circulating in the public domain about that topic [57]. A Q set should “cover all the ground within the relevant conceptual space” ([51], p. 58), while remaining balanced and unbiased to any particular viewpoint [51]. To this end, the Q set used in the present study was derived through sampling constructions of bulimia in a wide range of naturalistic contexts [58,59], including academic sources, media, websites and online communities. This sampling process, and further refinement of statements for the Q set, was completed by the first author, in consultation with the second and third authors. Sampling statements involved reading the first 20 academic papers on Google Scholar returned with the search term “bulimia”; these sources were supplemented by a larger literature review of bulimia carried out in preparation for this research. News media was reviewed through a web-based search of archived news reports (using Google News) and the websites of Australian print magazines that focus on health and/or women’s issues (e.g. Cleo). Additionally, any user comments sections associated with these articles were also reviewed. The top ten websites that were returned for a search of bulimia in Google were also reviewed to derive statements. These texts typically presented content on bulimia concerning health information and help-seeking. A web search was also used to identify visual depictions of bulimia and eating disorders, which lead to a pool of five American made-for-television films produced over the last 30 years on bulimia and a number of episodes of a popular Australian soap opera that aired in 2006. This content was all accessible online through the video sharing website YouTube, again allowing for a review of user comments and opinions on these videos. Finally, the social media website Tumblr, which allows users to aggregate content according to topics (tagging), was also reviewed for mentions of the word “bulimia”. This search resulted in an item-pool of approximately 200 statements about bulimia.
A structured approach was employed to reduce the number of items [51], conducted by the first author, through a process of discussion with the second and third authors. This involved organising items together based on their similar subject matter, and resulted in six fairly coherent themes, each comprising 20–30 statements. These themes were: bulimia as a problem, bulimia as a solution, bulimia as a choice, bulimia as a person, bulimia as normative, and bulimia as marginalised. Statements were then refined within each of these themes; this involved eliminating items that were repetitious, breaking up double-barrelled items, and editing and rewording statements to improve their readability [51]. In service of this, all statements used the term ‘bulimia’ rather than ‘bulimia nervosa’, as the latter is wordier, and arguably a more clinical and less widely known term.
The statement refining process resulted in a Q set of 54 items, which was piloted with volunteers using the web-based software Q-Assessor [60]. In response to their feedback on the items and the Q sorting task, this item pool was further shortened and refined to a final Q set of 42 statements.

Recruitment and participants – the P set
In Q methodology, recruitment of participants is a strategic, rather than random, process [51]. Participants in this study were recruited through two channels to maximize the possibility that a variety of perspectives could be expressed [46]. The first group comprised 71 individuals (59 women, 9 men, M
                           age = 22, SD = 6, a further three did not provide demographic details), who identified as having at least a general knowledge of bulimia; they were recruited through undergraduate psychology courses. It is standard practice in Q methodology to include individuals in the P set whose viewpoints are of particular significance to the research focus [51]. The first group of this sample fulfills this brief as it is skewed towards younger women, the demographic in which eating disorders are most common [3,4]; further, as psychology students, these individuals are assumed to have some knowledge and interest in mental health. To further satisfy this recommendation, the second group of participants consisted of six women who reported engaging in bulimic behaviors (M
                           age = 20, SD = 3). They were recruited through advertising on social media and through print material in public sites on university campuses across western Sydney.
The final P set of 77 participants ranged in age from 17 to 50 (65 women, 9 men, M
                           age = 22, SD = 6). Three participants did not provide demographic details, something that may have been due to technical difficulties associated with online data collection, human error (e.g. missing a question or closing the window early), or to a resistance to providing any personal or potentially identifying information. While this sample size might be considered small for conventional factor analysis, the nature of the statistical technique in Q methodology, where the analysis is inverted, makes this sample perfectly adequate [46]. Indeed, the rule of thumb offered for use in Q methodology studies [29] indicates that a participant pool of between 40 and 60 is satisfactory for Q analysis. The majority of individuals in the P set indicated the cultural group with which they identified as Anglo-Australian (52%), followed by European (14%) and Middle-eastern (13%).

Procedure – Q sorting
Participants completed the Q sorting task online, using the website Q-Assessor [60]. On the introduction page they were asked to rank a set of 42 statements from those they most agreed (+4) with to those they most disagreed (−4) with, based on how well they represented their own understanding and thoughts about bulimia. The software directed participants through three stages of sorting. In the first, each participant organised the statements into three categories; those they agreed with, those they disagreed with, and those they were neutral about. At the second stage a fixed quasi-normal distribution (Figure 1) was introduced. This is a standard tool in Q sorting: the forced distribution simplifies later statistical procedures without impacting the factors that are produced [61], while the quasi-normal shape reflects that participants will feel comparatively strongly about a limited number of items [51]. Participants were first asked to sort the poles (+4 and −4); they were able to click through the statements, first in the “agree”, and then “disagree”, category, to select and “sort” the two they feel most strongly about. In the third stage, participants were free to rank the remainder of the statements into the distribution, moving them around and reviewing their placement up until they selected “submit”. Following the sorting task, participants were asked a series of open-response questions. These allowed participants to elaborate on how they found the task and why they sorted the statements in the way they did (particularly the poles). There were also a number of questions asking participants about their own understanding of bulimia, their level of personal involvement with the topic and how they came by most of their knowledge about bulimia.[image: A40337_2014_22_Fig1_HTML.gif]
Figure 1
                          Participant response grid (Q grid).
                        




                        

Q analysis and factor interpretation
Factor analysis is a common statistical method for classifying variables; in Q methodology these variables are participants’ Q sorts [61]. Through correlating in this by-person way “any sizeable portions of common or shared meaning” ([51], p. 98) across Q sorts are identified; these portions of shared meaning become factors.
Factor analysis was, conducted by the first and second author in collaboration, in Q-Assessor, which after correlating all Q sorts together, uses the centroid method to extract factors. This technique is favored by Q methodologists [51,61] and aims to account for as much of the study variance as possible with each successive factor that is extracted. Extracted factors were then subjected to a varimax rotation. This method positions factors so that the overall solution accounts for as much of the explained variance as possible, while having each Q sort load significantly on only one study factor [51]. Varimax rotation is accepted as a sound method of factor rotation and was a suitable choice in this study as it reveals “a subject matter from viewpoints that almost everybody might recognize and consider to be of importance” ([51], p. 126). Following this rotation, a factor was selected if it possessed an eigenvalue greater than one, and had at least two Q sorts loading significantly upon it [51,61]. This joint criteria is an accepted standard in Q methodology, reflecting the focus on shared meaning, where a shared viewpoint is one that is common to more than one individual [51]. Significant factor loadings were assessed using the Fuerntratt criterion, which is more stringent than many others used in Q methodology (see [51,61]), as it takes into account both the factor loading of a Q sort and its communality (i.e. the Q sort variance explained by all factors): a loading is significant if the amount of a Q sort’s variance explained by one factor exceeds 50% of the total variance explained (Fuerntratt, 1969, cited in [62]). Given that Q methodology is a novel approach exploring eating disorders, a more conservative criterion was considered appropriate. Six factors met these criteria, and were subjected to interpretation.
Interpretation of factors was facilitated by the creation of factor arrays; these are computed for each factor based on a composite of the Q sorts that load on it. By examining the meaning, ranking and overall configuration of statements in these arrays we begin to understand the construction of bulimia associated with that factor. The ranking of statements was compared across factors to determine similarities and points of divergence among the perspectives [51]. Finally, to supplement the interpretation, and more fully examine the context in which these constructions had come about, the socio-demographic data and the answers to the open-response questions about bulimia were examined for those participants who loaded significantly on a factor. This process of interpretation was initially conducted by the first author, with the second and third author making suggestions for elaboration and revisions, resulting in a final analysis which was agreed by all three authors.


Results
The centroid technique extracted seven factors that accounted for 60.5% of the total variance in this study. After varimax rotation all seven factors had eigenvalues in excess of one (≥4.12), however, only six had at least two significant Q sorts. Construct validity for each factor was indicated by the composite reliability coefficient (rc), with all exceeding the acceptable value of 0.7. In Table 1 the characteristics for these factors are displayed. Table 2 shows the socio-demographic data for the participants whose Q sorts defined each factor. Factor scores of each statement across each factor are presented in the factor arrays in Table 3. In the following description of factors, bracketed notation is used to signify a statement’s ranking within a factor array; for instance “(5: −4)” indicates that statement 5 was ranked at the −4 (most disagree) position.Table 1
                        Q factor characteristics
                      


	
                            Characteristic
                          
	
                            Factor
                          

	
                            A
                          
	
                            B
                          
	
                            C
                          
	
                            D
                          
	
                            E
                          
	
                            F
                          

	Number of defining sorts
	4
	7
	4
	7
	2
	2

	Composite reliability
	0.94
	0.97
	0.94
	0.97
	0.89
	0.89

	Eigenvalue
	7.36
	9.77
	5.28
	10.16
	5.15
	4.71

	% of explained variance
	9.56
	12.69
	6.86
	13.20
	6.68
	6.11




                        Table 2
                        Socio-demographic for Q sorts (participants) defining each factor
                      


	
                            Variable
                          
	
                            Factor A (
                            n
                            =4)* (Count, %)
                          
	
                            Factor B (
                            n
                            =7) (Count, %)
                          
	
                            Factor C (
                            n
                            =4) (Count, %)
                          
	
                            Factor D (
                            n
                            =7)* (Count, %)
                          
	
                            Factor E (
                            n
                            =2) (Count, %)
                          
	
                            Factor F (
                            n
                            =2) (Count, %)
                          

	Gender
	 	 	 	 	 	 
	Woman
	2 (100)
	7 (100)
	3 (75)
	4 (66.7)
	2 (100)
	1 (50)

	Man
	0
	0
	1 (25)
	2 (33.3)
	0
	0

	Other
	0
	0
	0
	0
	0
	1 (50)

	Age (Mean, S.D.)
                                       
	19 (1)
	22.3 (6.4)
	20.3 (2.9)
	19.8 (2.4)
	18.5 (0.5)
	20.5 (0.5)

	Disordered eating experience
	 	 	 	 	 	 
	Direct#
	0
	3 (42.8)
	0
	2 (33.3)
	0
	1 (50)

	Friend/family member
	1 (50%)
	2 (28.6)
	2 (50)
	1 (16.7)
	0
	0

	Impersonal
	1 (50%)
	2 (28.6)
	2 (50)
	3 (50)
	2 (100)
	1 (50)



                                 *As some defining participants did not provide demographic data, calculations are based on the participants who did provide this information.
#Direct means that a participant stated they have engaged in bulimic behaviors.



                        Table 3
                        Q-set statements and factor array
                      


	
                            Item
                          
	
                            Factor
                          

	
                            A
                          
	
                            B
                          
	
                            C
                          
	
                            D
                          
	
                            E
                          
	
                            F
                          

	1
	People with bulimia are distressed by their symptoms.
	2
	2
	−1
	1
	0
	0

	2
	Individuals with bulimia are victims of their disorder.
	0
	3
	3
	2
	−1
	1

	3
	Bulimia is a disease that gets worse over time.
	4
	0
	−2
	1
	
                            3
                          
	−1

	4
	People with bulimia don’t know why they binge and purge.
	3
	−1
	−1
	−1
	0
	0

	5
	For those with bulimia, food is a means of escape.
	−3
	2
	3
	−1
	−1
	2

	6
	A person with bulimia attempts to improve their mood by eating.
	−3
	0
	
                            4
                          
	0
	0
	0

	7
	Bulimia might start as a way for a person to express feelings they are afraid to deal with.
	1
	1
	1
	1
	0
	1

	8
	People with bulimia are afraid of living without their condition.
	0
	0
	−2
	0
	−1
	2

	9
	Binging and then purging might give a person with bulimia a sense of control.
	−1
	
                            3
                          
	1
	0
	1
	3

	10
	Many people with bulimia have experienced some sort of past trauma.
	0
	1
	−1
	1
	−2
	0

	11
	Bulimia is getting to eat what you want and still stay thin.
	−2
	−1
	−2
	−3
	
                            3
                          
	1

	12
	Bulimia is something someone might try out after hearing about it e.g. on TV, social media, friends.
	2
	−2
	0
	0
	1
	3

	13
	A person with bulimia could stop their behaviors if they really wanted to.
	
                            −4
                          
	
                            −4
                          
	2
	0
	−1
	−3

	14
	People with bulimia have failed to get anorexia.
	−2
	−3
	−3
	−2
	−2
	−1

	15
	Bulimia is a lifestyle choice.
	
                            −3
                          
	
                            −4
                          
	
                            −3
                          
	0
	−2
	1

	16
	People with bulimia want to recover.
	3
	0
	0
	1
	1
	−2

	17
	In bulimia, binging and purging are ways of punishing yourself.
	1
	
                            4
                          
	−1
	−1
	2
	−1

	18
	People with bulimia are success-orientated, seeking physical and mental control.
	−2
	1
	1
	−2
	
                            4
                          
	1

	19
	Dieting only develops into bulimia when a person has other predisposing characteristics.
	0
	−2
	0
	0
	−1
	
                            4
                          

	20
	Individuals with bulimia use food like addicts use drugs.
	−1
	1
	2
	−1
	−2
	−2

	21
	Binging is a sign of weakness in people with bulimia.
	−2
	−1
	−1
	0
	0
	−2

	22
	People with bulimia are obsessed with being thin.
	1
	0
	1
	2
	1
	0

	23
	People with bulimia are impulsive.
	−1
	1
	−2
	−1
	−3
	−1

	24
	People with bulimia are self-centered.
	−3
	
                            −3
                          
	−1
	−2
	0
	
                            −3
                          

	25
	Recovering from bulimia requires having self-control.
	2
	0
	2
	1
	1
	1

	26
	Purging after eating a big or fattening meal is no big deal.
	−1
	−3
	0
	
                            −4
                          
	
                            −4
                          
	−1

	27
	Bulimia is an understandable response in a society with lots of high calorie foods.
	0
	0
	0
	−2
	−2
	−3

	28
	Bulimia is an extreme example of the weight and eating concerns that affect many women in our society.
	3
	2
	3
	3
	3
	0

	29
	Bulimia is very different from dieting and normal concerns about shape and weight.
	1
	2
	0
	3
	0
	−2

	30
	Nobody really knows what normal eating, or a healthy relationship with food, is.
	2
	−1
	−2
	−2
	
                            −3
                          
	
                            3
                          

	31
	Society probably underestimates the number of men who have bulimia.
	2
	3
	1
	2
	1
	
                            4
                          

	32
	Bulimia occurs because our whole society has an attitude that supports eating disorders.
	−1
	−1
	2
	−3
	
                            3
                          
	0

	33
	Bulimia is more common in women because our culture puts more pressure on them to be thin.
	1
	1
	
                            4
                          
	
                            4
                          
	
                            4
                          
	2

	34
	Bulimia is something to be ashamed of.
	−1
	−2
	
                            −4
                          
	
                            −3
                          
	0
	
                            −4
                          

	35
	Bulimia is more socially acceptable than anorexia nervosa.
	−4
	−2
	0
	−1
	−3
	3

	36
	Bulimia is not that serious.
	−2
	
                            −3
                          
	−4
	
                            −4
                          
	−3
	
                            −4
                          

	37
	People with bulimia trade health for looking good.
	1
	−1
	0
	2
	2
	−1

	38
	Media portrayals of an ‘ideal’ body shape contribute to the occurrence of bulimia.
	
                            3
                          
	2
	2
	
                            4
                          
	2
	2

	39
	Our society’s increased focus on physical appearance will likely lead to a rise in bulimia in men.
	0
	3
	1
	2
	−1
	−2

	40
	Bulimia is not just a women’s problem.
	
                            4
                          
	0
	3
	3
	2
	0

	41
	Bulimia is biological in nature.
	0
	−2
	−3
	−3
	
                            −4
                          
	−3

	42
	Bulimia is a mental illness.
	0
	
                            4
                          
	−3
	3
	2
	2


Bolded scores are for statements with normalized factor scores ≥ ±1.4, indicating the most powerful exemplars for each factor.



                     
Factor A: “bulimia as uncontrolled behavior”
Factor A explained 9.6% of the study variance. Four participants significantly loaded on this factor. Two were women aged 18 and 20, with one mentioning having a friend who had bulimia. Unfortunately, the two other factor exemplars did not supply any demographic data.
In Factor A, bulimia is positioned as a serious and distressing condition (1: +2; 36: −2; 3: +4) of being out of control of one’s behavior. Cultural standards of an ideal body shape are deemed to play a large role in bulimia’s development (38: +3; 33: +1), with people with bulimia seen as being obsessed with being thin (22: +1). Defining participants agreed that while bulimia affects both women and men (40: +4), and may be underestimated in men (31: +2), the desire for a thin body is ranked as being more typically an issue for women (28: +3). As one 18 years old defining participant’s response to a question about the gender disparity associated with eating disorders suggests, “men also care about the way they present themselves, but they do not seem to go to the extremes that women do”. For the perspective associated with Factor A, bulimia is about extremes: while issues with weight and shape are prevalent in our culture, the concerns and behaviors that characterise bulimia are considered to be far more extreme, and distinct from regular dieting and exercise (28: +3; 29: +1).
Participants defining Factor A endorsed the view that the path to bulimia might begin with individuals experimenting with binging and purging behaviors (12: +2), perhaps falsely believing that it will help them achieve their desired body shape, with the notion that this behavior works as a method to eat what you want and stay thin rejected (11: −2). Instead bulimia becomes increasingly severe (3: +4), and individuals lose their self-control (25: +2), becoming unable to stop their behavior (13: −4) and, ultimately, sacrifice their health (37: +1). In this vein, a defining participant (20 years of age) described a friend with bulimia as “they wanted to be thin and weren’t happy with how they looked, ended up in hospital over it”.
In the perspective associated Factor A, bulimia is characterised not only by a lack of control over one’s behavior, but also a lack of insight into it, with participants endorsing the view that people with this condition don’t understand why they binge and purge (4: +3). Bulimia is also positioned a distressing experience (1: +2), one from which recovery is desired (16: +3). However, as this requires a person to regain control over their behavior (25: +2), it is deemed to be difficult to achieve. This process, in which bulimia seems to begin with a choice but quickly becomes out-of-control, perhaps make the extent to which these individuals are victims difficult to judge (2: 0).
Participants defining Factor A prioritised sociocultural influences, while psychological issues were viewed as secondary (7: +1; 10: 0; 17: +1), or even rejected entirely, with food and eating not viewed as having any relationship to coping or mood improvement (5: −3; 6: −3). Thus bulimia is not about gaining control (9: −1), but about being unable to control one’s behavior, to the point of being unable to stop (13: −4). As this perspective considers bulimia in terms of behavior, and the lack of control over ones behavior, the possibility that its underlying nature is biological or psychological is either uncertain or unimportant (41: 0; 42:0).

Factor B
Factor B accounted for 12.7% of the study variance. Seven participants had Q sorts that loaded significantly on this factor, with one being a negative relationship. These participants were all women, with an average age of 22.3 years and an age range of 18–37; three reported that they were engaged in bulimic behaviors currently, and another two had other personal experience (i.e. a close friend having bulimia). That one of the defining participants was negatively associated with this factor indicates that two coherent, but highly opposing perspectives on bulimia are subsumed under the one factor [51]. The first perspective to be considered is the one the majority of defining participants endorsed, the second is the converse position endorsed by only one of the participants who exemplified this factor.

“Bulimia is a distressing mental illness”
The first perspective that emerged from Factor B was a highly psychological account of bulimia. Defining participants endorsed the view that bulimia is a serious mental illness (36: −3; 42: +4), distinct from normal practices of weight control and concerns about one’s body shape (29: +2; 30: −1). While sociocultural pressure for a thin body is deemed to have a hand in its development (38: +2; 28: +2), the desire for thinness is not positioned as the main issue in bulimia (22:0; 11: −1). Rather, participants defining this factor endorsed the idea that bulimic behaviors form as a means of dealing with upsetting issues in one’s life, such as past trauma (10: +1). This view is expressed in the open-response of one of the defining participants (18 years of age) “…for me at least, bulimic behavior isn’t solely due to concerns about my appearance – it’s a method of coping with overwhelming, negative feelings and self-loathing”. Further, as is suggested by this participant’s statement, individuals are considered to have some insight into their condition, and the reasons behind their bulimia, as defining participants disagreed with the idea that people in this state don’t know why they binge and purge (4: −1).
In this perspective, bulimia is positioned as a “coping mechanism”; defining participants endorsed the view that individuals may find solace in food (5: +2), and gain a sense of control from bulimic behaviors (9: +3). However, this situation is ultimately deemed to be maladaptive, as the experience of bulimia is positioned as distressing (1: +2), and bulimic behaviors are ranked as being self-punishing (17: +4). As bulimic behaviors both alleviate and contribute to distress, it is difficult to say whether or not people with bulimia want to recover (16: 0).
Participants defining the perspective of Factor B slightly endorsed the idea that the personality of the person dealing with bulimia has a role in their condition; they were, thus, likely to be high achievers (18: +1) or impulsive (23: +1). At the same time, and as with many biological illnesses, bulimia is positioned as something that anyone, man or woman, could develop (31: +3), as no predisposing characteristics are necessary (19: −2); an individual does not choose it (15: −4; 12: −2), has little control over their condition (2: +3), and is unable to just stop it (13: −4).

“Bulimia is a way to lose weight”
In the second perspective to emerge from Factor B, bulimic behaviors are positioned as a method an individual, most likely a woman (31: −3), uses to lose weight (11: +1). While there may be particular characteristics that make someone more likely to engage in bulimia (19: +2), these are unlikely to be psychological in nature (42: −4; 17: −4; 9: −3). It is very much something that an individual has control over (13: +4); their choice to engage in binging and purging (15: +4; 12: +2) is motivated by a desire to improve their appearance (37: +1). As the open-response by the woman (19 years of age), who defined this perspective, indicates, “they like to look skinny to impress men”. This behavior is deemed to be quite shameful (34: +2), perhaps because it is viewed as selfish (24: +3), or because these individuals have failed at restricting their food intake, like an anorexic (14: +3), and binging is therefore a sign of weakness (21: +1). On the other hand, bulimia is not positioned as a serious problem (26: +3; 36: +3), and is more accepted socially than anorexia (35: +2).

Factor C: “self-medicating with food”
Factor C explained 6.9% of total variance with 4 participants significantly associated with this factor, three of whom were women. The average age of these participants was lower than the overall sample at 20.3 years, with a range of 17–25. Two defining participants indicated that they knew a friend who engaged in bulimic behaviors.
The participants defining Factor C rejected the notion that bulimia is a mental illness (42: −3). Instead, individuals with bulimia are deemed to be the victims (2: +3) of a culture that basically encourages eating disordered behaviors (32: +2). Defining participants rankings suggest that this may be because of the way thin bodies are idealised (38: +2); therefore, while men experience bulimia (40: +3), from the viewpoint of participants defining Factor C, women are more commonly affected because they are usually under more pressure to be thin (33: +4; 28: +3). The ubiquity of a culture that provides the preconditions for an eating disorder means, for participants exemplifying this perspective, that all individuals are affected to varying extents; thus while they rejected the idea that there is no standard for a normal relationship with food (30: −2), they did not deem bulimia to be so far removed from commonplace practices of dieting and weight control (28: +3; 29: 0).
While similar sociocultural issues are emphasised in other factors, the perspective in Factor C is distinguished by the important role of food. Defining participants endorsed the view that people with bulimia use food to improve their mood (6: +4), to get a high (20: +2), and to withdraw from problems in their lives (5: +3). Thus food is positioned as having a medicinal quality; one defining participant (woman, 25 years of age), in her open-response to a question about how she acquired her knowledge of bulimia, described a friend who “every time she gets angry, she eats a huge amount of junk food, then she regrets it and vomits everything she ate”.
According to one of the defining participants (woman, 25 years of age) in Factor C, bulimia involves a “struggle between the desire to lose weight and binge eating”. This tension between longing for a particular body (22: +1) and using food makes compensatory behaviors necessary in this viewpoint. Thus purging behavior is considered secondary to the disordered eating and seemingly less problematic, as unlike the perspectives for every other factor, participants defining Factor C did not out rightly reject the idea that purging after a large meal was “no big deal” (26: 0). The cycle of binging and purging is something the person with bulimia is ultimately positioned as responsible for (13: +2) and so in order to recover they must regain control of their disordered eating (25: +2). On the other hand, while the idea that bulimia is a serious problem is endorsed in this perspective (36: −4), defining participants indicated that the behaviors are not necessarily distressing (1: −1) and suggested that the reasons behind them are not unknown to the person with bulimia (4: −1). As such, individuals with bulimia may or may not wish to recover (16: 0).

Factor D: “the pathological pursuit of thinness”
Factor D accounted for 13.2% of the variance and was defined by seven participants. Four of these were women and two were men, with a further participant failing to provide socio-demographic data. The average age of these participants was again slightly lower than the overall average, at 20.5 years (range 18–25). Two of these participants, recruited as first year psychology students, indicated having engaged in some level of disordered, or what they considered to be distressing, eating behavior in the past, though they did not provide specific details. Another participant stated that they had a friend who had experienced both anorexia and bulimia.
In the perspective associated with Factor D, the way a thin body is prized in our culture is deemed to be the biggest influence on the development of bulimia (33: +4). In particular, the role of the media in creating this ideal, and then pressuring individuals to attain it, is heavily endorsed in both defining participants ranking of statements (38: +4) and their open-responses: “I think people have it because of the pressure from the media to look a certain way” (woman, 18 years of age), “they (Women) want to look ‘skinny’ because according to most of society (mainly the (entertainment) media), only skinny girls are attractive and more feminine” (man, 19 years of age). Thus for participants loading on Factor D, what separates people with bulimia from their normal and healthy peers is that they are overly influenced by these messages, to the point of obsession (22: +2). People with bulimia are also positioned as willing to go to more extreme and serious lengths to attain this physique (26: −4; 36: −4), trading their health for looking good (37: +2). Therefore, bulimia is conceptualised outside the realm of normal eating (30: −2), dieting and weight management practices (29: +3), and cannot be explained by prevalent socio-historical conditions (27:-2; 32: −3). This unequivocal stance can be contrasted with Factor C, where bulimic behaviors are not positioned as deviant or abnormal.
While the cause of these behaviors might be societal, for the participants defining Factor D, binging and purging constitute a mental illness (42: +3); as one of these participants (woman, 19 years of age) suggested, it “affect(s) not just the body, but the mind of the individual as well”. Thus bulimia is deemed to be a distressing experience (1: +1), with individuals becoming the victim of their own extreme desire for thinness (2: +2). This situation of being a victim of one’s desire is perhaps why, for the participants defining Factor D, the extent to which a person with bulimia has chosen to be in that state (12: 0; 15: 0), or has the ability to get out of it (13: 0), is difficult to judge.
In Factor D, defining participants position bulimia as a problem that affects both women and men (40: +3; 39: +2), and may even be underestimated in the latter group (31: +2). However, the ranking of statements also suggests that, as a thin body is much more a standard of beauty for women, bulimia is likely still more of an issue for them too (33: +4; 28: +3). Indeed, defining participants’ comments indicate that being a woman puts an individual at risk for bulimia, because women are more “self-conscious” and “sensitive to other people’s thoughts about their weight/shape” (man, 19 years of age), “paranoid about (their) appearance” (woman, 19 years of age), and tend “compare themselves to other women” (woman, 20 years of age). Therefore the pathological pursuit of thinness, which bulimia is positioned as in Factor D, is something more likely to be engaged in by women.

Factor E: “being the best at being thin”
Factor E accounted for 6.68% of total variance and was defined by two participants; both were women, aged 18 and 19 years, and neither indicated having any firsthand experience with eating disorders.
This perspective is in some ways similar to Factor D, with bulimia again considered a mental illness involving the extreme pursuit of thinness (33: +4; 28: +3; 42: +2; 38: +2). However, there are subtle distinctions. For Factor D, those who develop bulimia are positioned as more susceptible to media and cultural messages; they are victims of these messages promoting a thin body, and the extreme behaviors they use to acquire it. On the other hand, the participants defining Factor E viewed people with bulimia not as victims (2: −1). Rather, these participants endorsed the idea that people with bulimia are seeking control (18: +4), particularly of their bodies because they are determined to be thin (9: +1; 22: +1). They are methodical in their attainment of this goal, with the idea that people with bulimia are impulsive rejected (23: −3). Bulimia is therefore positioned by the participants defining Factor E as a method that allows individuals to eat what they want while still achieving a thin body (11: +3). Though attempts to be thin become increasingly destructive (17: +2; 37: +2), the socially valued nature of this goal, and the measured way in which these individuals pursue it, perhaps makes it more difficult in this perspective than others to decide whether a person with bulimia is self-centred (24: 0).
For the participants defining Factor E, bulimia involves the rigid dedication to being thin, at any cost. While still conceptualised as a mental illness in this account, psychological issues are not viewed as important to either the development or maintenance of bulimia, with the notion that a person with bulimia experiences distress being treated neutrally or with mild disagreement (1: 0; 5: −1; 6: 0; 7:0; 8: −1; 10: −2), in contrast to Factor B. On the other hand, the rankings of defining participants suggest that as bulimia becomes worse as time goes on (3: +3), and results in the deterioration of health (37: +2), individuals with this condition generally want to recover (16: +1).

Factor F: “extreme behavior vs. mentally ill”
Factor F explained 6.11% of the variance with two participants defining this factor; one of these participants was a woman of 20 years of age, while the other was a woman of 21 years who was recruited as part of the group that had engaged in bulimic behaviors. However, she did not label them as bulimia.
The perspective of the participants defining Factor F is in some ways similar to that of Factor A, with both positioning bulimia as something one chooses to begin (15: +1), due to pressures within culture (33: +2; 38: +2). However, while in Factor A bulimia is positioned as a behavioral problem, for those participants defining Factor F, it is conclusively positioned as a mental illness (42: +2). Indeed the ranking of a number of statements by the participants loading on Factor F suggests that it not so much bulimic behaviors that are the issue, but the underlying mental illness. For instance, defining participants suggested purging to be less problematic in this account than in most other factors, though it was still ranked negatively (26: −1). Further, the notion that bulimic behaviors are different from dieting and normal concerns about shape and weight is rejected (20: −2), with the whole notion of ‘normal’ being questioned (30: +3). Bulimic behaviors are also positioned as more socially acceptable than anorexia (35: +3). Thus, while bulimia forms around weight-management behaviors, for the participants defining Factor F, it may not be these behaviors that distinguish a person with bulimia, but other “predisposing characteristics” (19: +4). This idea is supported by one of the defining participants for Factor F, who reported engaging in binging, restricting, purging, and extensive amounts of exercise, but actively denied that they were bulimia or an eating disorder.
The factors distinguishing extreme eating behaviors from the mental illness bulimia are deemed to be psychological; defining participants endorsed the view that bulimia provides an individual with a means of coping with difficulties in their life (9: +3; 8: +2; 5: +2; 7: +1). As such, while for Factor F bulimia is likely underestimated in men (31: +4), an increased concern about physical appearance for men will not necessarily increase the number of men with bulimia (39: −2).
While bulimia is positioned as a mental illness by the participants defining Factor F, the notion that it is also an ongoing lifestyle choice (15: +1) receives more agreement here than in any other factor. This may be because people with bulimia are deemed to not really want to recover (16: −2), as bulimia provides not only a method of dealing psychologically with any issues, but also a means of staying thin while being able to eat what you want (11: +1). At the same time, even if a person with bulimia wanted to get better, it wouldn’t be so easy to just stop (13: −3), as the psychological issues involved in this condition make the thought of recovery frightening (8: +2).

Consensus statements
Some of the statements were ranked in a similar way across factors. A number of items were included to examine individuals’ ideas about the gender disparity often found in statistics on the prevalence of eating disorders [63]. Two statements in particular (31 and 40) dealt with this issue. Though overall the ranking of each statement varied quite considerably across factors (31: +1 to +4; 40: 0 to +4), each factor ranked at least one of these statements at +2 or above, indicating an acknowledgement that men engage in bulimic behaviors. Across factors there was also a general agreement that bulimia is a serious issue (36: −2 to −4).


Discussion
This research study explored cultural constructions of bulimia using Q methodology. As is anticipated within social constructionist theory, this investigation found that understandings of bulimia were not confined to one singular account, but made possible through a number of alternate constructions. Further, and in line with the Q methodological principle of finite diversity [29], the number of these constructions was limited, with six distinct but overlapping accounts of bulimia identified.
These constructions differ in a variety of ways, including influencing factors, how bulimic behaviors are positioned, and the extent to which the individual engaging in such behavior is viewed as responsible. By examining the configuration of statements within and across factors, in conjunction with the comments and demographic details of defining participants, a richer and more contextualized account for each factor was produced.
In the perspective of Factor A, entitled “bulimia as uncontrolled behavior”, individuals engaging in bulimia lack both control and insight into what they are doing. A potential implication of this construction is that they are unable to stop their behaviour alone, and, therefore, require the intervention of others to recover.
On the other hand, for Factor B, bulimia is not just about behaviour, but is the manifestation of an underlying mental illness. This conceptualization is common in both popular and specialized texts [64] and has been put forward by organizations that are authorities in the area of eating disorders [34]. It is also a position that is taken in Factors D, E, and F; however, Factor B is perhaps the most psychological account among these factors. This construction of bulimia as a dysfunctional coping mechanism is common in the research literature on eating disorders [65,66].
That almost half of the participants defining Factor B were women who reported engaging in bulimic behaviors suggests that these individuals may draw upon this construction to make sense of their own experiences. Perhaps, this is because this account offers a way of understanding bulimia that avoids blaming the individual, by positioning it as something separate from the self and outside normal behavior (a mental illness they carry within them), and gives high priority to emotional/psychological issues and the experience of distress. Thus, an appropriate response to individuals experiencing bulimia is compassion and help. Further, similar to the perspective of Factor A, the potential for a person with bulimia to exert agency, or recover alone from their condition, is foreclosed upon, as it is positioned as something outside of their control.
The other perspective associated with Factor B, defined by only one participant, has exactly the opposite implications. By positioning a person with bulimia as responsible for their condition, and able to recover if they wish, there is an explicit sense of blame not evident in other constructions, and also no implication that people with bulimia deserve sympathy.
For the understanding of bulimia in Factor C, entitled “self-medicating with food”, the mood improving qualities of eating are prioritized; this echoes an area of research that explores pleasure and the negative affect regulating capacities of food in bulimia [67,68]. This construction of bulimia positions the person as an agent of their disorder, but does so in a way that effectively minimizes blame (e.g. highlighting the functional aspects of binge eating as necessary mood improver, positioning the person with bulimia as a victim of their culture). As such, this construction might be useful, even emancipatory, for those persons engaged in bulimia, but it would appear that it is not readily drawn upon, as research finds considerable self-blame amongst these individuals [69].
The perspectives of Factors C and D both strongly endorse the influence of culture on bulimia, and particularly the idealization of a thin body; however, they do so to remarkably different effect. For Factor C, bulimic behaviors, in particular purging, are not positioned as especially abnormal or problematic. This can be contrasted with the perspective of Factor D, “the pathological pursuit of thinness”, where bulimic behaviors are viewed as unequivocally deviant. This clear-cut difference between normal and abnormal ties into how bulimia is commonly conceptualized in practice, where the categorical nature of diagnosis suggests that eating disorders are “discrete entities, demarcated by firm boundaries between one another and normality” ([31], p. S124). On the other hand this perspective conflicts with both feminist and social constructionist explanations of bulimia, and theoretical models in the research literature that view eating disordered behaviors as existing along a continuum with dieting and normal unrestrained eating (e.g. [70,71]).
The way in which bulimia is pathologized in Factor D may be less beneficial to people engaging in bulimic behaviors than other constructions identified here. Because it strongly connects bulimic behaviors with an extreme obsession with thinness, it positions the person as irrational, potentially even shallow, rather than, for instance, psychologically distressed, and thus worthy of sympathy or support (as in Factor B).
The construction of bulimia in Factor E, entitled “being the best at being thin”, there is a more explicit sense of blame, as the person with bulimia is positioned as actively and methodically engaging in behaviors that allow them to stay thin. The endorsement that a certain type of person develops bulimia is also present in research into personality traits and eating disorders [72]. The consistent nature of personality means that the potential for an individual within this construction to change ones behavior is inhibited with this construction.
Finally in the perspective of Factor F, “extreme behavior vs. mentally ill”, the issue of responsibility is determined by whether an individual is positioned as having the mental illness bulimia, or is simply engaging in behaviors that are culturally categorized as ‘bulimic’. There is a potentially dangerous implication of drawing upon this construction: if bulimic behaviours are not positioned as especially problematic, despite their associated health risk, then the likelihood of seeking help may be minimized.
While there are some points of convergence across a number of these perspectives, they remain fairly distinct. Only two issues were perceived similarly across factors: first that bulimic behaviors are also an issue for men, and second that bulimia is serious. The unanimous positioning of men within a construction of bulimia is interesting, and works against the idea that eating disorders are predominately, or only, an issue for women [5,73]. Thus any of the constructions used here may be readily drawn upon by men engaging in bulimic behaviors to make sense of their experiences. Also, endorsement of the idea that bulimia is serious amongst the defining participants for all factors is encouraging, given the health risks and psychological distress associated with such behaviors.
This research study has demonstrated that there are a multitude of different ways of understanding bulimia and bulimic behaviors. Social constructionist theory suggests that these different constructions are not inert, but have the potential to impact on the practices of those engaged in bulimic behaviors, and on those around them. That is, by providing a lens through which people understand behavior and experience, different constructions may open up or limit the possibility for certain kinds of actions.
The strength of this research lies in its combining of qualitative sensitivity to meaning with robust quantitative statistical analysis, to explore constructions of bulimia. However, it is only a first step. In no way is the sample of participants used in this study representative of the wider population. This is not a major concern for Q methodology, which aims to study constructions in their available diversity, rather than attempting to generalize about the proportions to which these constructions are distributed in the population [74]. However, to more fully explore the range of culturally circulating constructions of bulimia, it would be beneficial for future research to use a more diverse sample, in terms of age, gender and cultural background, as well as knowledge and experience of eating disorders. It would also be useful for future researchers to directly examine the relationship between constructions of bulimia and help-seeking behavior, combining Q methodology with other qualitative and quantitative research methods.
Constructions of bulimia will frame not only the experiences of those engaged in bulimic behaviors but also the experiences and behaviors of those around them. As such, it is important for future research to incorporate other stakeholders, such as family members and health professionals who deal with eating disorders. While it is entirely possible that these groups make use of similar constructions to those identified in this study, this is unknown. Indeed individuals sharing a similar socio-historical location in relation to this issue may draw upon one particular construction, as was the case here for women reporting bulimic behaviors defining Factor B; other studies have found similarly, with particular stakeholder groups becoming associated with one factor perspective (e.g. [53]).

Conclusions
In conclusion, this study has shown that bulimia is not understood uniformly in our culture, but is a concept made sense of through a number of alternate constructions. The six constructions of bulimia that have been identified here share some things in common but have important differences too, such as in how much control/responsibility/blame the person is considered to have for their behavior or illness. These constructions potentially have distinct implications for how individuals engaged in bulimic behaviors think and behave, as well as how those around them may respond to them. As such, further study of constructions of bulimia may be able to provide insights into how and why, or why not, individuals seek help for their bulimic behaviors, and also the success of any treatment. While the assumptions of Q methodology hold that no one construction of bulimia is more valid than any other [33], some will certainly be more useful in reaching these goals.

Acknowledgements
This research was made possible through an Australian Postgraduate Award.

References
1.
Hay P, Mond J, Buttner P, Darby A: Eating disorder behaviors are increasing: findings from two sequential community surveys in South Australia. 
                           PLoS ONE 2008, 3(2):e1541.PubMedCentralCrossRefPubMed

2.
Hay P: The epidemiology of eating disorder behaviors: an Australian community-based survey. 
                           Int J Eat Disorder 1998, 23(4):371–382.CrossRef

3.
Hoek HW, van Hoeken D: Review of the prevalence and incidence of eating disorders. 
                           Int J Eat Disorder 2003, 34(4):383–396.CrossRef

4.
Fairburn CG, Harrison PJ: Eating disorders. 
                           Lancet 2003, 361(9355):407–416.CrossRefPubMed

5.
Striegel-Moore RH, Silberstein LR, Rodin J: Toward an understanding of risk factors for bulimia. 
                           Am Psychol 1986, 41(3):246–263.CrossRefPubMed

6.
Mond JM, Hay PJ, Darby A, Paxton SJ, Quirk F, Buttner P, Owen C, Rodgers B: Women with bulimic eating disorders: when do they receive treatment for an eating problem? 
                           J Consult Clin Psych 2009, 77(5):835–844.CrossRef

7.
Mond JM, Hay PJ, Rodgers B, Owen C: Health service utilization for eating disorders: findings from a community-based study. 
                           Int J Eat Disorder 2007, 40(5):399–408.CrossRef

8.
Hepworth N, Paxton SJ: Pathways to help-seeking in bulimia nervosa and binge eating problems: a concept mapping approach. 
                           Int J Eat Disorder 2007, 40(6):493–504.CrossRef

9.
Pomeroy C, Mitchell JE: Medical complications of anorexia nervosa and bulimia nervosa. In Eating disorders and obesity: a comprehensive handbook. 2nd edition. Edited by Fairburn CG, Brownell KD. New York: The Guilford Press; 2002:278–285.

10.
Kaplan AS, Woodside DB: Biological aspects of anorexia nervosa and bulimia nervosa. 
                           J Consult Clin Psych 1987, 55(5):645–653.CrossRef

11.
Hay P: Quality of life and bulimic eating disorder behaviors: findings from a community-based sample. 
                           Int J Eat Disorder 2003, 33(4):434–442.CrossRef

12.
Beumont PJV: Clinical presentation of anorexia nervosa and bulimia nervosa. In Eating disorders and obesity: a comprehensive handbook. 2nd edition. Edited by Fairburn CG, Brownell KD. New York: The Guilford Press; 2002:162–170.

13.
Padierna A, Quintana J, Arostegui I, Gonzalez N, Horcajo M: The health-related quality of life in eating disorders. 
                           Qual Life Res 2000, 9(6):667–674.CrossRefPubMed

14.
Kaye WH: Neurobiology of anorexia and bulimia nervosa. 
                           Physiol Behav 2008, 94(1):121–135.PubMedCentralCrossRefPubMed

15.
Cooper MJ, Wells A, Todd G: A cognitive model of bulimia nervosa. 
                           Brit J Clin Psychol 2004, 43(1):1–16.CrossRef

16.
Vitousek K, Manke F: Personality variables and disorders in anorexia nervosa and bulimia nervosa. 
                           J Abnorm Psychol 1994, 103(1):137–147.CrossRefPubMed

17.
Keel PK, Klump KL: Are eating disorders culture-bound syndromes? implications for conceptualizing their etiology. 
                           Psychol Bull 2003, 129(5):747–769.CrossRefPubMed

18.
Polivy J, Herman CP: Causes of eating disorders. 
                           Annu Rev Psychol 2002, 53(1):187–213.CrossRefPubMed

19.
Striegel-Moore RH, Bulik CM: Risk factors for eating disorders. 
                           Am Psychol 2007, 62(3):181–198.CrossRefPubMed

20.
Davis C: Eating disorders and hyperactivity: a psychobiological perspective. 
                           Can J Psychiat 1997, 42(2):168–175.

21.
Striegel-Moore RH, Cachelin FM: Etiology of eating disorders in women. 
                           Counsel Psychol 2001, 29(5):635–661.CrossRef

22.
Yardley L: Reconciling discursive and materialist perspectives on health and illness. 
                           Theor Psychol 1996, 6(3):485–508.CrossRef

23.
Willig C: A discourse-dynamic approach to the study of subjectivity in health psychology. 
                           Theor Psychol 2000, 10(4):547–570.CrossRef

24.
Theander SS: Trends in the literature on eating disorders over 36 years (1965–2000): terminology, interpretation and treatment. 
                           Eur Eat Disord Rev 2004, 12(1):4–17.CrossRef

25.
Malson H, Finn DM, Treasure J, Clarke S, Anderson G: Constructing ‘The eating disordered Patient’: a discourse analysis of accounts of treatment experiences. 
                           J Community Appl Soc 2004, 14(6):473–489.CrossRef

26.
Gone JP, Kirmayer LJ: On the wisdom of considering culture and context in psychopathology. In Contemporary directions in psychopathology: scientific foundations of the DSM-V and ICD-11. Edited by Millon T, Krueger RF, Simonsen E. New York: The Guilford Press; 2010:72–96.

27.
Breen LJ, Darlaston-Jones D: Moving beyond the enduring dominance of positivism in psychological research: implications for psychology in Australia. 
                           Aust Psychol 2009, 45(1):67–76.CrossRef

28.
Burr V: Social constructionism. 2nd edition. Sussex: Routledge; 2003.

29.
Stainton Rogers R: Q methodology. In Rethinking methods in psychology. Edited by Smith JA, Harré R, Langenhove LV. London: SAGE Publications Ltd; 1995:178–192.CrossRef

30.
Malson H, Swann C: Prepared for consumption: (Dis) orders of eating and embodiment. 
                           J Community Appl Soc 1999, 9(6):397–405.CrossRef

31.
Wilfley DE, Bishop ME, Wilson GT, Agras WS: Classification of eating disorders: toward DSM-V. 
                           Int J Eat Disorder 2007, 40(Suppl 3):123–129.CrossRef

32.
Malson H, Burns M: Re-theorising the slash of dis/order: an introduction to critical feminist approaches to eating dis/orders. In Critical feminist approaches to eating dis/orders. Edited by Malson H, Burns M. East Sussex: Routledge; 2009:1–6.

33.
Stainton Rogers R, Stainton Rogers W: What the Brits got out of the Q: and why their work may not line up with the american way of getting into it. 
                           Electron J Commun 1990, 1(1):1–11.

34.
Klump KL, Bulik CM, Kaye WH, Treasure J, Tyson E: Academy for eating disorders position paper: eating disorders are serious mental illnesses. 
                           Int J Eat Disorder 2009, 42(2):97–103.CrossRef

35.
Lafrance MN: Women and depression: recovery and resistance. East Sussex: Routledge; 2009.

36.
Lafrance MN: A bitter pill: a discursive analysis of Women’s medicalized accounts of depression. 
                           J Health Psychol 2007, 12(1):127–140.CrossRefPubMed

37.
Crisp AH, Gelder MG, Rix S, Meltzer HI, Rowlands OJ: Stigmatisation of people with mental illnesses. 
                           Brit J Psychiat 2000, 177(1):4–7.CrossRefPubMed

38.
Burns M: Eating like an ox: femininity and dualistic constructions of bulimia and anorexia. 
                           Fem Psychol 2004, 14(2):269–295.CrossRef

39.
Cooper T: Anorexia and bulimia: the political and the personal. In Fed up and hungry: women, oppression and food. Edited by Lawrence M. London: The Women’s Press; 1987:175–192.

40.
Squire S: Anorexia and bulimia: purity and danger. 
                           Aust Feminist Stud 2003, 18(40):17–26.CrossRef

41.
Burns M, Gavey N: ‘Healthy weight’at what cost? ‘Bulimia’and a discourse of weight control. 
                           J Health Psychol 2004, 9(4):549–565.CrossRefPubMed

42.
Bordo S: Unbearable weight: feminism, western culture, and the body. Berkeley: University of California Press; 1993.

43.
Malson H: The thin woman: feminism, post-structuralism and the social psychology of anorexia nervosa. London: Routledge; 1998.CrossRef

44.
Squire S: The personal and the political: writing the theorist’s body. 
                           Aust Feminist Stud 2002, 17(37):55–64.CrossRef

45.
Brown SR: Q methodology and qualitative research. 
                           Qual Health Res 1996, 6(4):561–567.CrossRef

46.
Watts S, Stenner P: Doing Q methodology: theory, method and interpretation. 
                           Qual Res Psychol 2005, 2(1):67–91.CrossRef

47.
Stephenson W: The inverted factor technique. 
                           Brit J Psychol Gen Sect 1936, 26(4):344–361.CrossRef

48.
Dennis KE, Goldberg AP: Weight control self-efficacy types and transitions affect weight-loss outcomes in obese women. 
                           Addict Behav 1996, 21(1):103–116.CrossRefPubMed

49.
Cross RM: Exploring attitudes: the case for Q methodology. 
                           Health Educ Res 2005, 20(2):206–213.CrossRefPubMed

50.
Addams H, Proops JLR: Social discourse and environmental policy: an application of Q methodology. Northampton, MA: Edward Elgar Publishing; 2000.

51.
Watts S, Stenner P: Doing Q methodological research: theory, method & interpretation. London: SAGE Publications Ltd; 2012.

52.
Stenner P, Dancey CP, Watts S: The understanding of their illness amongst people with irritable bowel syndrome: a Q methodological study. 
                           Soc Sci Med 2000, 51(3):439–452.CrossRefPubMed

53.
Perz J, Ussher J, Gilbert E: Constructions of sex and intimacy after cancer: Q methodology study of people with cancer, their partners, and health professionals. 
                           BMC Cancer 2013, 13(1):270.PubMedCentralCrossRefPubMed

54.
Harvey H, Good J, Mason J, Reissland N: A Q-methodology study of parental understandings of infant immunisation: implications for health-care advice. 
                           J Health Psychol 2013, 0(0):1–12.

55.
Stenner P, Watts S, Worrell M: Q methodology. In The SAGE handbook of qualitative research in psychology. Edited by Willig C, Stainton-Rogers W. London: SAGE Publications Ltd; 2008:215–239.CrossRef

56.
Stephenson W: The foundations of psychometry: four factor systems. 
                           Psychometrika 1936, 1(3):195–209.CrossRef

57.
Curt BC: Textuality and tectonics: troubling social and psychological science. Buckingham: Open University Press; 1994.

58.
McKeown B, Thomas D: Q methodology: quantitative applications in the social sciences. Newbury Park, CA: SAGE Publications Ltd.; 1988.

59.
Shemmings D: ‘Quantifying’ qualitative data: an illustrative example of the use of Q methodology in psychosocial research. 
                           Qual Res Psychol 2006, 3(2):147–165.CrossRef

60.
ᅟQ-assessor. [http://​q-assessor.​com/​]

61.
Brown SR: Political subjectivity: applications of Q methodology in political science. New Haven, CT: Yale University Press; 1980.

62.
Antretter E, Dunkel D, Haring C, Corcoran P, De Leo D, Fekete S, Hawton K, Kerkhof AJ, Lönnqvist J, Renberg ES: The factorial structure of the suicide intent scale: a comparative study in clinical samples from 11 european regions. 
                           Int J Meth Psych Res 2008, 17(2):63–79.CrossRef

63.
Hsu LKG: The gender gap in eating disorders: Why are the eating disorders more common among women? 
                           Clin Psychol Rev 1989, 9(3):393–407.CrossRef

64.
ᅟNational Eating Disorder Collaboration: Bulimia Nervosa Fact Sheet. 2011, [http://​www.​nedc.​com.​au/​files/​logos/​0638_​NEDC_​FS_​BN_​v4.​pdf]

65.
Troop NA: Eating disorders as coping strategies: a critique. 
                           Eur Eat Disord Rev 1998, 6(4):229–237.CrossRef

66.
Rorty M, Yager J: Histories of childhood trauma and complex post-traumatic sequelae in women with eating disorders. 
                           Psychiat Clin N Am 1996, 19(4):773–791.CrossRef

67.
Christensen L: Effects of eating behavior on mood: a review of the literature. 
                           Int J Eat Disorder 1993, 14(2):171–183.CrossRef

68.
Johnson C, Larson R: Bulimia: an analysis of moods and behavior. 
                           Psychosom Med 1982, 44(4):341–351.CrossRefPubMed

69.
Troop NA, Holbrey A, Treasure JL: Stress, coping, and crisis support in eating disorders. 
                           Int J Eat Disorder 1998, 24(2):157–166.CrossRef

70.
Polivy J, Herman CP: Diagnosis and treatment of normal eating. 
                           J Consult Clin Psych 1987, 55(5):635–644.CrossRef

71.
Mintz LB, O’Halloran MS, Mulholland AM, Schneider PA: Questionnaire for eating disorder diagnoses: reliability and validity of operationalizing DSM—IV criteria into a self-report format. 
                           J Couns Psychol 1997, 44(1):63–79.CrossRef

72.
Cassin SE, von Ranson KM: Personality and eating disorders: a decade in review. 
                           Clin Psychol Rev 2005, 25(7):895–916.CrossRefPubMed

73.
Drummond MJN: Men, body image, and eating disorders. 
                           Int J Men’s Health 2002, 1(1):89.CrossRef

74.
Stainton Rogers W: Explaining health and illness: an exploration of diversity. Harvester Wheatsheaf: Hemel Hempstead; 1991.



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
KC devised, planned and coordinated the study, with guidance by JP and JMU. KC carried out data collection, performed Q analysis and interpretation and drafted the manuscript, in ongoing consultation with JP and JMU. All authors read, revised and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A40337_2014_22_Fig1_HTML.gif
Negative Fole Neutral Fositive Fole
- 3 o 4 2 43 +






