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Summary
Aim. The aim of the study was to assess the relationship between depressive symptoms
and girls’ assessment of their family relations in a group of (female) patients with a diagnosis
of various subtypes of eating disorders in comparison with (female) patients with a diagnosis
of depressive disorders (episode of major depression, dysthymia, adjustment reaction with
depressive mood) and female students in Krakow, Poland schools.
Studied group. Data from 54 (female) patients with a diagnosis of restrictive anorexia
(ANR), 22 with a diagnosis of binge-purge anorexia (ANB), 36 with a diagnosis of bulimia
(BUL), 36 with a diagnosis of depressive disorders (DEP) and a 85 (female) Krakow school
students (CON) were used in the statistical analyses. There were no significant differences
between age of girls in studied groups.
Method: In analyses, results of the Polish version of the Beck Depression Inventory (BDI)
and also the Family Assessment Questionnaire (KOR) were used.
Results. In the CON group, correlations attesting to a link between depressiveness and
a negative assessment of the family were observed on all scales of the questionnaire with
the exception of the Values and Norms scale. In the DEP group, such a dependence was
ascertained on scales: Completing Tasks, Communication, Emotionality, Control, Defence,
Positive Statements. In the case of the ANR group, no statistically significant relationship
between results of the questionnaires was noted. In group ANB, correlations attesting to a
link between depressiveness and a negative picture of the family were ascertained on scales:
Communication and Defence. The same dependence was ascertained in the BUL group on
scales: Completing Tasks, Emotionality, Emotional involvement, Control, General result,
Negative Statements.
Conclusions. An increase in depressiveness is linked in a significant way with a worsening assessment of the family relations amongst girls with a diagnosis of bulimia, depressive
disorders and students.
Key words: eating disorders, family relations, depression
The study was conducted on the basis of KBN funds (Grant no.: 6 POSE 09021).
The study was approved by the Bioethics Committee UJ CM (KBET/26/B/2001).
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Introduction
The occurrence of depressive symptoms and symptoms of eating disorders in the
same people is observed both in clinical and population studies [1-8]. The dependences
between eating disorders and depressive symptoms thus seem to be multi-directional
and complex. Symptoms of depression may co-occur with eating disorders, precede
them or continue after the eating disorders have subsided [9, 10]. A greater intensity of
depressive symptoms, may be, in a bi-directional way, linked with a greater intensity
of symptoms of eating disorders [11, 12].
The occurrence of depressive symptoms in the course of eating disorders may also
influence the success of therapy [6] or the risk of a suicide attempt [13].
Assessment of depression in persons with eating disorders has significance for both
research and clinical practice. Depressive symptoms seem to influence both the way
of perceiving symptoms of eating disorders [14], the cognitive abilities of (female)
patients [15] and self image [16].
From this perspective, studying the relationship between depression and experiencing
various aspects of themselves in patients with eating disorders seems to be important.
In the study carried out by the authors of this publication on (female) patients with
a diagnosis of restrictive anorexia, binge-purge anorexia, bulimia and depression and
also on a group of (female) Krakow school students, a statistically significant difference
between the 5 groups was ascertained in the field of depressiveness measured by the
Beck Depression Inventory (BDI) (F4.223 = 24.67; p< .001). In the group of students,
the mean BDI result was 10.40 points, in the restrictive anorexia group: 17.34, the
binge-purge anorexia group: 28.05, bulimia group: 29.55, depression group: 23.46.
Statistically significant differences occurred between the means of female students and
all the remaining clinical groups and also between the restrictive anorexia group and
the binge-purge anorexia group and also the bulimia group. In all the studied groups,
although to a varying degree, a link was observed between increasing depressiveness
measured by the BDI and a worsening of self-image measured by the Offer Self-Image
Questionnaire (OSIQ). This link was observed despite differences in intensity of depression and also features of self-image. A dependence between depressiveness and
self-image was not ascertained in any of the groups of eating disorders in the context
of family relations (results on the Family Attitudes scale). Also on this scale, extreme
differences between a very positive assessment by restrictive anorectic girls and a
negative assessment by bulimic and depressive girls were noted [16].
This result differed from the research results of other authors, which indicated a
relationship between depression and perception of family relations both in a group of
healthy people [17] and in groups presenting symptoms of eating disorders [18-20].
However, these studies were carried out in other cultural contexts, based on different
groups selection and methodology.
This observation results in the formulation of a research question about the variability of the influence of depression on the assessment of self and family relations. An
attempt to answer this question requires assessment of the links between depression and
the view of family relations measured in a more precise and multi-dimensional way.
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This is a particularly significant question in the context of concepts assuming the
significance of family relations in the development of eating disorders and also the
meaning that is ascribed to family therapy in their treatment [21].
The aim of this study was to assess the relationship between depressive symptoms
and the assessment of family relations in a group of patients with a diagnosis of eating
disorders, depressive disorders and also in a group of female Krakow school students.
The presented study constitutes a part of a larger project concerning socio-cultural,
family and individual risk factors in anorexia nervosa and bulimia nervosa financed
from grant KBN (no.: 6 POSE 09021). The study has been approved by Ethical Committee UJ CM (no. KBET/26/B/2001).
Method
In the analyses, results of the Polish version of the Beck Depression Inventory – BDI
[22] were used, where the assessment of the studied persons concerned the preceding
month. The questionnaire had been subjected to a standardization procedure, adapting
the tool to Polish conditions, by Parnowski T. and Jernajczyk W. in 1977 [23]. In present
study, the question about weight loss was excluded from the calculations.
The Family Assessment Questionnaire (KOR) was used to study the view (assessment) of family relations.
The KOR is an adaptation to Polish conditions [24] of the German version of the
questionnaire Family Assessment Measure FAM III by Steinhauer, Santa Barbara and
Skinner (1984) [25]. The German version of FAM III, defined as Famielienbogen,
was subjected to an adaptation and standardisation procedure by Cierpka and Frevert
(1994) [26]. The results obtained in the Polish version in the form of Cronbach’s alpha
coefficients were consistent with the English and German version and were above a
value of α = 0.50 for particular scales. As a result of the standardisation procedure,
besides the original scales, two additional factor scales were introduced: the Positive
Statements (POZ) and Negative Statements (NEG) scales, which constitute the general
sum of negative and positive assessments formulated by the studied person. Higher
results indicate a more unfavourable assessment of family relations (deviating from
desired ones), and results that are lower indicate a more favourable assessment of family relations (closer to the desired state). In the case of control scales: Defence and
Social Expectations, the dependence is the opposite of the above [24].
Material
In the statistical analyses, data were used from 54 female patients with a diagnosis
according to DSM-IV [27] of restrictive anorexia (ANR), 22 with a diagnosis of binge
-purge anorexia (ANB), and 36 with a diagnosis of bulimia (BUL) undergoing first
time consultation at the Outpatient Clinic of the Department of Child and Adolescent
Psychiatry of the University Hospital in Krakow between 2002-2004.
In the study, two control groups were used: 36 patients with a diagnosis of depressive
disorders (episode of major depression, dysthymia, adjustment reaction with depressive
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mood) (DEP) according to DSM-IV [27] and also 85 schoolgirls from Krakow schools
(CON). Choice of the above two control groups was linked with the desire to define
characteristic differences specifically for eating disorders.
The studied patients and their parents were asked to fill in (at home) the questionnaire instruments used in the study, and to send them back or bring them in during the next visit.
The mean age of patients in the ANR group was 16.44 (SD 1.57), in the ANB
group: 16.91 (SD 1.31), in the BUL group 17.47 (SD 1.03), DEP: 16.78 (SD 1.69),
KON: 16.99 (SD 1.55). The Kruskal-Wallis test revealed no significant differences
between the age of patients in the studied groups (p = 0.056).
Detailed inclusion and exclusion criteria to groups are described in other paper [28].
Results
As part of calculations performed for the needs of this study, a verification was
carried out of the dependence between the results of each of the scales of the KOR
and the BDI scale. Appropriate indicators of correlation were calculated for each of
the studied groups, i.e. ANR, ANB, BUL, DEP and CON. In this analysis, the Pearson
linear correlation coefficient was applied if both variables originated from a population
with normal distribution. Otherwise, the Spearman rank correlation coefficient was
calculated. The results of the relationship between depressiveness measured by BDI
and results on the KOR scale are presented in Table 1.
Table. 1. KOR/BDI correlations
Table. 1 KOR/BDI Correlations
SCALE

BDI
CON

Completion of Tasks

0.264(*)

Differentiation of Tasks (Roles)

0.342(**)

Communication

0.304(**)

ANR

ANBP

BUL

DEP

0.386(*)

0.343(*)

0.398(*)

0.472(**)

0.482(*)

0.421(*)

Emotionality
Emotional Involvement

0.394(**)

0.394(*)

Control

0.255(*)

0.483(**)

0.389(*)

Values and Norms
Social Expectations

-0.273(*)

Defence

-0.240(*)

General Result

0.344(**)

Positive Statements

0.282(*)

Negative Statements

0.346(**)

-0.478(*)

-0.455(**)
0.482(**)
0.426(*)
0.502(**)

* Correlation is significant at the 0.05 level (two-sided).
** Correlation is significant at the 0.01 level (two-sided).
Correlations that are not statistically significant have not been included
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In the CON group, correlations attesting to a link between depression and a negative view of the family relations were observed on all scales of the questionnaire with
the exception of the scale of Emotionality and also Values and Norms. In the case of
the ANR group, no significant statistical relationship was noted between results of
questionnaires. In the ANB group, correlations attesting to a link between depression
and a negative view of the family were ascertained on scales: Communication and Defence. The same dependence in the BUL group was ascertained on scales: Completing
tasks, Control, Emotional Involvement, Emotionality, General Result and Negative
Statements, whilst in the DEP group on the scales of: Completing Tasks, Communication, Emotionality, Control, Defence and Positive Statements.
An attempt was also made to carry out more advanced analyses, i.e. linear regression analysis, taking into account the interaction between the factors in the model and
also covariance analysis. Application of linear regression analysis was aimed mainly
at checking the interaction between the factor grouping the data (i.e. the diagnosis)
and depression.
The aim of covariance analysis was, however, to check the significance of differences between results on particular KOR scales of female patients in all studied
groups, thus removing the influence of depressiveness. Unfortunately, however, it
turned out not to be possible to make use of this analysis, due to non-fulfilment of its
fundamental assumptions.
Discussion of results
Not being able to carry out linear regression analysis and covariance analysis limits
the possibility of drawing conclusions on the basis of the obtained results. From analysis
of the correlation, it transpires, however, that in the group of healthy girls, an increase
in depressiveness is linked with a negative assessment of the studied measures of family
relations. A similar dependency, though occurring in a smaller number of dimensions,
is observed amongst girls with diagnosis of depression and girls with a diagnosis of
bulimia. It is worth remembering that these groups in a fundamental though obvious
way differ in terms of level of intensity of depression. In all the studied dimensions,
healthy girls also had a statistically significantly better view of family relations than
girls with a diagnosis of depression and girls from the bulimia group [21]. Correlations between depressiveness and the view of family relations thus occur both in the
group characterised by, to a prevailing degree, low depressiveness and good family
relations and in the group with high depressiveness and bad family relations. From
this perspective, a greater intensity of depression in the three groups discussed above
seems to be quite unambiguously linked with a negative view of family relations both
within the groups and in the comparison between them. The direction of the studied
dependence is not of course clear. The performed analysis does not allow us to give
an answer as to whether depressiveness influences the construction of a more negative
view of relations, or else whether a negative perception of family relations is a factor
influencing the occurrence of depressiveness. In research by Dancyger et al. [18], 126
women treated due to eating disorders aged 13 to 34 years old (mean 18.3) and their
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families based on the Beck Questionnaire and also the Family Assessment Device
(FAD), high self-reported depressive symptoms of the daughters were related to the
perception of high family dysfunction in the case of daughters, mothers and fathers.
Depressive symptoms did not, however, alter the differences in perception between
family members.
The dependences between depressions and particular dimensions of the view of
family relations are different in the case of the studied groups. Neither of the groups
with bulimic symptoms turned out to be characterised by a significant dependence on
any of the scales. Dependences in all four clinical groups were not observed on any
of the scales. Group ANBP turned out to be similar to groups CON and DEP on both
scales in which dependences occurred. Such a dependence for BUL was observed on
the scales Completion of Tasks and Control. In group ANB, a statistically significantly
relationship was observed on two scales. It is not clear whether this result is linked with
the mixed character of the group, or whether it is due to its small size. The observed
dependences do not allow us put forward any hypothesis about the specificity of links
between the view of family relations and depressiveness in the studied groups.
Girls with a diagnosis of restrictive anorexia similarly to students were characterised by relatively low level of depressive symptoms and also a very good view of
family relations [21]. Similarly to the analysis of results of the Offer Self Image questionnaire (OSIQ) [16], a relationship between depressiveness and the view of family
relations was not ascertained. How should this lack of dependence be understood?
Interpretation of a lack of dependences is more problematic than the occurrence of
dependences. It may be linked with the small size of the group or the occurrence of
dependences of a very complex nature. The obtained results can also be interpreted
as a derivative of the action of defensive mechanisms such as denial and idealisation.
Many researchers interpret the results obtained by themselves with in terms of these
mechanisms. Żechowski [29] on the basis of his research indicates that participation
in the process of treatment and psychotherapy is linked with “a worsening of results”
in questionnaire surveys, which the author interprets as a weakening of denials and
mechanisms of idealisation. Ward et al. [30] identified in a group of female patients
with a diagnosis of anorexia a low level of reflective functioning and also a high level
of idealization and high indicators of insecure attachment. This may indicate that the
same mechanisms constitute defence strategies in insecure relationships with parents.
Vandereycken [31] also, based on a review of research, draws attention to the fact
that in self-report type studies, (female) patients, especially with restrictive anorexia,
often obtain results close to results of the control group, which the author explains by
mechanisms of denial and repression. Humphrey [32] draws attention to the fact that
idealisation is one of the basic defence mechanisms, not only in the individual context,
but also in the family context in families with eating disorder problems, especially
anorexia nervosa. An alternative explanation here could be the occurrence of more
complex and non-linear dependences requiring research procedures other than correlations. The obtained result, however, provides successive arguments attesting to the
limited significance of questionnaire surveys of girls with a diagnosis of restrictive
anorexia and interpretational traps that may stem from results of such studies.
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The results obtained in the group of (female) students are consistent with the results
of studies by Millikan and Wamboldt [17], who in a study based on multiple regression
analyses on a population of 201 adolescent twins using, amongst other things, the Family Assessment Device (FAD) and also the Children’s Depression Inventory, found
that the perception of the functioning of the family accounted for 35% of the variance
in depressive symptoms. In a study by Fornari et al. [19] based on Beck’s questionnaire
and also the Family Assessment Device, patients with a diagnosis of bulimia nervosa
reported significantly more dysfunctional family background than patients with a
diagnosis of anorexia nervosa. A statistically significant relationship was ascertained
between depression and perceived poor family functioning. High results on the Beck
questionnaire in the whole group of eating disorders were linked with a negative view
of the family in five dimensions: problem-solving, communication, differentiation of
tasks (roles), affective responsiveness and also general functioning. Similar results
were also obtained in a study by Thiemann and Steiner [20], where patients with a
diagnosis of eating disorders and also major depression with a high level of self-reported
depression described family environments that are significantly negative, independent
of the severity of illnesses or diagnoses. In contrast to the present study, these authors
did not show differences in perception of the family context between (female) patients
with a diagnosis of eating disorders or major depression.
The study possesses several methodological limitations. A limitation of the presented studies is the relatively small size of the group and also the unequal number of
studied subjects in particular groups, which at this stage of studies makes it impossible
to carry out additional statistical analyses. In 18.5% of girls from the ANR group,
18.2% of girls from the ANB group and also 38.9% of girls from the BUL group, a
depressive episode was ascertained by a psychiatrist as a second diagnosis [21]. It
is worth recalling here that four patients in whom sub-clinical symptoms of eating
disorders were ascertained in the course of depressive disorders were eliminated from
the studied material. Such an uneven co-occurrence of eating disorders and depressive
disorders may also have significant meaning in the context of the analysed results. In
two of the cited reports in this article, self-reported depression turned out to have a
more significant influence on perception of family relations than depressiveness diagnosed by clinicians [17, 19]. In this context, all similarities between clinical groups
may be explained by the co-occurrence of eating disorders with depressive disorders.
It could be justified to exclude from the additional group all those persons in whom
co-occurrence of depressive symptoms with symptoms of eating disorders have been
ascertained. Due to the size of groups in the analysed material this was impossible.
However, regardless of all doubts, this study provides further arguments in favour
of the meaning that assessment of depression can have in the course of eating disorders,
from both the research and clinical perspective. The question about the depression
of (female) patients with a diagnosis of eating disorders, especially bulimia, should
constitute a significant aspect not only of clinical diagnosis, but should also be taken
into account in the assessment of family relations by family or individual therapists. A
negative view of family relations by a patient may be, similarly to perception of self,
an expression of depressive disorders of perception, and not objective features of the
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family. This awareness may influence the choice of method of therapy, assessment
of family resources, and help in maintaining an attitude of neutrality in the course of
therapy.
Conclusions
In the studied group, increase in depressiveness is linked in a significant way with
a worsening assessment of the family by healthy girls and by girls suffering from depressive disorders and bulimia. Such a dependence was not ascertained amongst girls
with a diagnosis of restrictive anorexia
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