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Summary
This report sketches the contours of disordered eating and problematic patterns of substance use
(particularly alcohol) in the college context. In terms of definitions and scope, both disordered
eating and problematic substance use involve a complex array of sub-clinical problems and defined
disorders. While specific eating disorders have been largely confined to women, an appreciable
number of young men experience sub-clinical disordered eating. And whereas, historically,
substance use disorders have been more commonly associated with men, alcohol consumption and
heavy drinking is increasing among young women. Problematic substance use seems particularly
associated with some forms of eating disorders, and the co-occurrence of the two is associated with
increased risk and harm. Discussion on etiology – whether the behaviours in question, when
conjoined, share common background features or whether the substance use problems stem from
prior difficulties around eating – remains unresolved. It seems best to acknowledge a range of
possibilities.
Most importantly, some direction is emerging in terms of promising practice for a campus response.
The need for strategies and tools to address both issues simultaneously is well recognized, but such
combined approaches and instruments largely await development and evaluation. Nonetheless, an
encompassing health promotion perspective could provide a helpful framework for situating and
selecting various efforts to prevent, treat and reduce the harm from disordered eating and
problematic patterns of substance use among college students.

Definitions and scope
Disordered eating and heavy episodic alcohol use both constitute significant health issues on
college campuses. Because of their high prevalence and subsequent link to alcohol use disorders,
obesity and eating disorders, these behaviours have started to attract the attention of university
administrators, researchers and clinicians (e.g., NIAAA, 2002, 2007; Kelly-Weeder, 2008, 2011).
Disordered eating and its connection to alcohol use patterns has been studied almost exclusively
among young women. There is a small but growing literature on these patterns among male
students that will inform the discussion, but the references throughout will often reflect the focus of
published research on women. It is important to note, however, that the emerging literature
suggests that, contrary to popular belief, weight- and eating-related problems are not uncommon in
men (Grilo et al., 2002).
Most people who have some form of eating-related difficulty (e.g., dysfunctional attitudes about
body weight and shape, restrained eating, bingeing and purging) or who use alcohol in risky ways
fall short of clinical disorder diagnoses. Nonetheless, they often face struggles that undermine wellbeing. Recognizing this is important and allows for a more inclusive approach in health promotion
and harm prevention that is also protective against the development of more extreme conditions
(Birch et al., 2007; Stewart & Brown, 2007a; Kelly-Weeder, 2011; Chamay-Weber et al., 2005).
Major eating disorders officially recognized by the psychiatric profession in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV) are anorexia nervosa and bulimia nervosa. A third
category, eating disorder not otherwise specified, is more loosely defined and applied.
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Anorexia nervosa is characterized by





refusal to maintain a normal enough body weight (minimum threshold 15% below a normal
level for age and height),
intense, obsessive fear of becoming fat even though underweight,
distorted body image in regard to how much it shapes self-evaluation or in denial of a
serious weight deficit, and
amenorrhea (in postmenarchal females): absence of at least three consecutive menstrual
cycles.

Two subtypes are used to distinguish those who engage in very strict dieting or exercise as opposed
to those who use purging (self-induced vomiting or use of laxatives, enemas or diuretics) to achieve
and maintain their weight deficit. While experienced by only 1% of adolescent and young adult
females, anorexia nervosa can result in dire medical complications and even death (Grilo et al.,
2002).
Bulimia nervosa is only diagnosed when the criteria for anorexia nervosa are not met but the
following criteria are:






recurrent episodes of binge eating, i.e., eating unusually large amounts within a short period
of time,
a sense of inability to control such behaviour,
recurrent engagement in extreme weight control measures to compensate for the excess
intake,
frequency of both the inordinate eating and the counter tactics being on average at least
twice a week for three months, and
morbid preoccupation with weight and shape, exaggerating its importance for selfassessment.

Bulimia nervosa, like anorexia nervosa, is divided into subtypes based on whether purging or
rigorous dieting, fasting or exercise is used as offsetting behaviour. Bulimia nervosa has a higher
prevalence of about 2-3% among young females (Chamay-Weber et al., 2005; Grilo et al., 2002).
Eating disorder not otherwise specified encompasses disorders that don’t meet full criteria for
anorexia nervosa or bulimia nervosa or are marked by inappropriate behaviours such as regular
compensatory actions after eating small amounts, or repeatedly chewing and spitting out rather
than swallowing larger amounts. Among such partial or subclinical eating disorders, binge eating
(occurring an average of two days per week over a six-month period and causing some distress) has
attracted the most attention (Ferriter & Ray, 2011). Whereas anorexia nervosa and bulimia nervosa
are predominantly diagnosed in females, there is evidence to suggest that male college students are
as likely as female college students to engage in binge eating (Kelly-Weeder, 2011). Most adolescent
cases of partial eating disorders move on to spontaneous remission, while a subset deteriorate into
a full disorder, with multiple determinants of susceptibility presumably coming into play (Grilo et
al., 2002; Chamay-Weber et al., 2005; cf. Kelly-Weeder, 2011).
Unlike eating disorders, substance use disorders are more common among males than females. Yet,
patterns of substance use that pose a threat to health (in particular, heavy episodic drinking
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resulting in intoxication) have become a growing concern in regard to young women (KellyWeeder, 2008; Grucza et al., 2009). Formal diagnostic designations of alcohol or other substance
use disorders fall into two brackets: dependence and abuse (DSM-IV).
Alcohol dependence (or substance dependence) requires three or more of the following symptoms
measured within the past year:







tolerance
withdrawal
duration of use extending beyond intent
unfulfilled desire or attempts to cut down on or control use
considerable time being spent in acquiring the substance, using it or recovering from its
effects
important activities (e.g., social, vocational or recreational) being given up because of use,
or use continuing in spite of recognition that it is causing or exacerbating ongoing problems

Alcohol abuse (or substance abuse) is affirmed in situations where a person’s recurrent use within a
12-month period, without the individual having ever met the criteria for dependence,





brings about failure to meet major responsibilities (e.g., professional, academic, domestic),
or
takes place in physically hazardous situations, or
causes repeated legal problems, or
continues even in the face of ongoing problems (e.g., interpersonal, social) it occasions
and/or worsens.

US research indicates that, in regard to drinking, college students aged 18-29 are almost twice as
likely as adults 30 years old and up to meet criteria for current alcohol abuse and more than four
times as likely to meet criteria for current alcohol dependence (Beseler et al., 2010; Dawson et al.,
2004; Grant et al., 2004). US studies indicate that around 18-20% of college students have an
alcohol use disorder. The distribution between abuse and dependence varies considerably across
studies, but males are consistently about twice as high as females on both counts (Dawson et al.,
2004; Slutske, 2005; Wu et al., 2007). By comparison, 8% of full-time college students in the US
have a substance use disorder involving other drugs (Wu et al., 2007; cf. Caldeira et al., 2008).
In Canada, the Canadian Campus Survey 2004 (Adlaf et al., 2005) did not assess for DSM-IV criteria
but used the AUDIT (Alcohol Use Disorders Identification Test) to determine hazardous or harmful
drinking. It indicated hazardous or harmful drinking by 32% of undergraduate students (38%
males, 28% females). BC proportions were slightly lower than national averages at 27%. Nearly
one-quarter (24%) of BC undergraduates admit drinking risky amounts (five or more drinks at
least twice in the last month) during the school term. Almost 10% consume at even riskier levels,
having eight or more drinks at least twice in the same period. The gender disparity remains sizable
in these patterns, with Canadian collegiate men 2.1 times more likely to report the 5+ twice a
month or more and 4.5 times more likely to drink 8+ that often. However, it should be noted that a
physiologically sensitive gender-specific demarcation of lower heavy drinking thresholds for
women (4+ drinks for elevated risk, 5+ for the still riskier bracket) would presumably have
narrowed this gap. US rates of heavy episodic drinking among college students may continue to
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exceed those of Canadian counterparts (Grucza et al., 2009; Johnston et al., 2010; cf. Kuo et al.,
2002). Proportions north of the border for both genders are still, however, cause for concern. One
significant point of congruence is that, in both geographical contexts, students living at home with
parents report lower rates of problematic use than do those away from home, whether residing on
campus or off (Dawson et al., 2004; Adlaf et al., 2005).
Reported use of other drugs was much lower than alcohol in the Canadian Campus Survey 2004,
with less than 4% declaring use of cannabis, by far the most popular illicit drug, on a daily basis.
These surveys did not attempt to measure risky or damaging use of cannabis (or any other illegal
substance).
In defining both eating and substance use difficulties, the need for broader, less strictly defined
categories suggests both issues involve a continuum as opposed to a set of very specific disorders.
Disordered eating ranges from excessive concern about weight and shape to binge eating and
extreme weight-control methods. These behaviours are linked to the development of clinically
defined eating disorders, such as anorexia nervosa and bulimia nervosa. While eating disorders
affect only a small percentage of individuals, disordered eating behaviours are far more common.
Likewise, heavy episodic drinking is far more common than substance use disorders, and the
majority of young people who engage in such heavy drinking will mature into more moderate
patterns, but some will progress further into disorders of chronic abuse and dependence as defined
by DSM-IV.

Impact of co-occurring disordered eating and problematic substance use
Troubles with either disordered eating or problematic substance use spell complex challenges (on
physical, emotional and social fronts) with elevated liability for harm (Franko et al., 2005a; Ferriter
& Ray, 2011; Perkins, 2002; Hingson et al., 2009). When simultaneously faced, that susceptibility is
all the more heightened, with any other attending adverse condition exacerbated as well.
Of particular concern is the increase in alcohol consumption and frequency of heavy drinking
episodes in women who also report binge eating behaviours. Research has indicated that women
are more likely to experience alcohol-related negative consequences that are personal in nature, as
opposed to men, who are more likely to experience consequences that involve harm to others
(Perkins, 2002). Besides the physiological disadvantage of becoming more quickly impaired than
their male counterparts from equivalent amounts of alcohol and their greater susceptibility to
sexual assault on occasions of excessive intake, women tend to incur more personal, internal fallout
from exorbitant alcohol than do men. These negative consequences are more likely to occur in
women who engage in both heavy drinking and binge eating (Kelly-Weeder, 2011).
A recent review (Harrop & Marlatt, 2010) examined the prevalence of co-occurring eating disorders
and substance use disorders in both clinical and community samples. In a clinical study of females
being treated for drug use disorders, 14% reported having anorexia nervosa and 14% reported
having bulimia nervosa. These figures are much higher than those reported in the general
population (Gilchrist et al., 2007). Similarly, bulimia nervosa patients report higher rates of alcohol
and other drug use (Wiederman & Pryor, 1996). Among patients with eating disorders, lifetime
prevalence rates of alcohol abuse and alcohol dependence range from 17% in the restricting form of
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anorexia nervosa, a rate similar to the general population, to 46% in bulimia nervosa (Woodside &
Staab, 2006; Bulik et al., 2004; Hasin et al., 2007).
These clinical findings of comorbidity are supported by studies of community samples as well. One
Canadian study analyzed a national survey female sample for co-occurrence of eating disorders and
alcohol-related interference difficulties (with domestic responsibility, educational involvement,
employment ability, close relationships and social connections). Co-occurrence comes out 4.4 times
more likely than could be expected by chance alone if they were independent conditions. Within
age brackets, the conjunction is three times more likely than its random probability for women
aged 15-24, four times the probability of chance co-occurrence among women aged 25-44, and
eight times that fortuitous probability for women 45 and up. Besides that connection with negative
disruption of life because of alcohol, an association of the risk for an eating disorder with alcohol
dependence likewise held up across all three age groups. So too with lifetime use of illicit drugs,
including cannabis, while use within the last year was significantly associated with risk of an eating
disorder among the middle and younger age brackets. Both interference from and dependence on
illicit drugs occurred at significantly higher rates statistically within the 15-24 year old bracket
among those at risk for an eating disorder (Piran & Gadalla, 2006; Gadalla & Piran, 2007b; Harrop &
Marlatt, 2010).
A study checking on presence of disordered eating behaviours and use of various substances within
a female sample from a Canadian university filling out a health survey found associations between
severe levels of alcohol intake and binge eating, between dieting with purging and use of central
nervous system stimulants, and between the binge eating and dieting combination and use of
tobacco. Among those binge eating and dieting who didn’t purge, there was an association with
misuse of prescription drugs (antidepressants and sleeping pills). Various plausible explanations
can be offered for these associations, such as how certain substances can bring about loss of
appetite and facilitate weight control or serve as aids to cope with negative emotional states, but
correlations do not on their own show causality (Piran & Robinson, 2006b).
One US study looked at co-occurrence of “binge drinking” (heavier drinking episodes, i.e., four or
more drinks on a single occasion at least once in the past two weeks) and “binge eating” (a past
week incident of either (a) eating so much in a short period that it would have proved embarrassing
if seen by others, or (b) being afraid to start eating out of concern that one might not be able to stop
or control it). The research was conducted within a national sample of college women (who
reported ever having a drink more than two or three times (Kelly-Weeder & Edwards, 2011).
Compared to those who reported neither behaviour, those acknowledging co-occurrence were
more likely to have experienced drinking-related problems: five times more liable to a problem at
work or school, three times the odds of having a problem with friends, twice as likely to have a
problem with someone they were dating, and three times more likely to have had a regrettable
sexual experience.
Such results accord with other studies in finding elevated rates of adverse drinking-associated
consequences being incurred by collegiate women who manifest eating difficulties alongside
alcohol use (e.g., Krahn et al., 2005; Anderson et al., 2005; Adams & Araas, 2006; cf. Heidelberg &
Correia, 2009; Khaylis et al., 2009). This can be the case even when those reported difficulties are
simply restricting caloric intake on days they are planning to drink (Giles et al., 2009) or just
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unhealthy attitudes like desiring weight loss though maintaining a normal level (Dams-O’Connor et
al., 2006). Compared to their schoolmates who are not showing symptoms, those who are involved
in disordered eating patterns suffer more harm related to use of other substances as well as in
regard to alcohol (Dunn et al., 2002, 2009).

Theories of etiology
Beyond the conspicuous co-occurrence of eating and substance use difficulties, various shared
features in pronounced symptoms suggest emergence and development of each results from a
common underlying factor or an even closer connection involving a causal link between the two
phenomena. Commonly cited similarities at more intense (disorder) levels include disruptive
impact on appetite and satisfaction as well as behaviours that are unacknowledged, excessive,
compulsive, obsessive and self-injurious, with often severe medical damage being suffered (Ferriter
& Ray, 2011). Feelings of being powerless, anger, self-loathing and guilt can come into play in both
contexts. Symptoms alleged to apply jointly to food deprivation and withdrawal from substance
dependence include being nervous, restless, irritable, shaking, finding it difficult to focus attention,
suffering headache, having an affected appetite, being drowsy, sad, experiencing edema, bloating,
cramping, constipation, diarrhea, nausea and dehydration (Harrop & Marlatt, 2010; Pearlstein,
2002; Wolfe & Maisto, 2000; cf. Stewart & Brown, 2007a). Discussions that claim “symptom
substitution,” in which people move from one to the other sort of difficulty, fail to identify a
common basis and to account adequately for concurrence or for situations in which cessation on
the one front does not ensue an uptake on the other (Stewart & Brown, 2007a). Proposals that
carry more content have been advanced along two lines, one in which problems in eating and with
substance use both derive from the same kind of background feature, the other in which difficulties
in the eating domain lead to troubles with substance use.

Shared etiology proposals
Various accounts have in common the contention that a conjoined experience of unhealthy patterns
around eating and substance use will arise from a particular source or combination of elements that
tends to generate these respective behaviours and to facilitate their appearance together. These
accounts differ over which factor or set of factors is credited with bringing on such difficulties.
Consideration of them raises questions as to whether any can suffice over its counterparts as a
prevailing explanation for a complex terrain of difficulties, and whether they can stand as quite
separate contributors or have overlapping dimensions which undermine supposedly discrete
labels.
Jointly affected neurological systems
Vulnerability to substance use problems, eating disorders and a combination of the two has been
attributed to biological factors, with disturbance in the dopamine and endogenous opiate systems
cited as significant contributors. Elevations in the endogenous opiate levels frequent among eating
disorder sufferers is viewed as corresponding in a telling way to the appeal of exogenous
substances for those with drug addictions. Granting that established use of substances and ongoing
disruption in eating patterns involve adverse physical impacts (often of a similar nature) and that
alteration of physiological functioning could in part be brought on by and fuel accommodation of
increased demand from certain systems within the body chemistry, much more clarification and
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demonstration of such processes is required to substantiate a role in helping to precipitate or
exacerbate such disorders (Wolfe & Maisto, 2000; Grilo et al., 2002; Sinha & O’Malley, 2000; Harrop
& Marlatt, 2010; Ferriter & Ray, 2011).
Common predisposing personality characteristics
Some have contended that certain personality traits lend themselves to individuals falling prey to
compulsions to eat and to indulge in substances (Ferriter & Ray, 2011). This claim, however, is
questioned by others because the underlying premises (that eating disorders can be characterized
as addictive behavioural patterns and that personality traits can be identified in individuals with
eating disorders and substance use problems that make them vulnerable to these two addictions)
have not been demonstrated.
Attention has been drawn to common markers such as increasing loss of behavioural control,
preoccupation with the stuff being consumed, reliance on intake to cope with negative affect, and
temporary emotional gratification followed by chronic harm. But these features do not characterize
all eating disorders or all substance use problems. Even the notion of an addictive substance is
dubious in regard to food and at least some drugs. Binge eating doesn’t tidily fit the dependence
profile, and the bulimic bent to avoid food and control intake runs in conspicuous contrast to an
attraction and lack of restraint associated with chronic drinking (Wolfe & Maisto, 2000).
Certain types or styles of personality (such as sensation-seeking, rebelliousness, low self esteem
and depressed mood) have been identified with problematic patterns of substance use, but the
notion of an addictive personality as a direct cause of substance use problems has been generally
rejected (Chiauzzi & Liljegren, 1993). Just as there is an absence of uniformity in relationships
between personality types and substance use problems, there is enough variety of (and even a
striking contrast in) personality traits among those with disordered eating to undermine a
conclusion of causal relationship. The strongest evidence supporting the role of personality in the
relationship between eating disorders and substance use comes from studies that found that
individuals with comorbid eating and substance use disorders are more likely to be diagnosed with
borderline personality disorder and to report a history of self destructive behaviour such as
attempted suicide, promiscuity and reckless driving (Grilo et al., 2002; Sansone et al., 1994)
compared to eating disordered individuals without a co-occurring substance use disorder.
However, this may simply reflect the fact that the diagnostic criteria for borderline personality
disorder include items that overlap with bulimic and substance use symptomatology.
Research indicating behavioural dysregulation is more predictive of substance use disorders, while
avoidance and insecurity, along with obsessional sensitive traits, figure more in those developing
eating disorders, makes shared personality features less than satisfactory as an underlying
explanation of acquisition. This is all the more reinforced when other factors like substance use
history show themselves more successful in predicting later occurrence of difficulties (Wolfe &
Maisto, 2000; Thompson-Brenner et al., 2008; Harrop & Marlatt, 2010; cf. Stewart & Brown, 2007a).
Comparable impact of a conducive family history
Another candidate to explain both eating and substance use problems is family history, whether
genetic or experiential. Family history is widely acknowledged as a factor in regard to substance
use disorders (and alcohol use disorders in particular), but the evidence in regard to eating
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disorders is unclear (Wolfe & Maisto, 2000). The proposition that eating disorders and substance
use disorders have a common genetic component has been challenged by results from a large scale
female twin study (Kendler et al., 1995). Moreover, cross-transmission, whereby eating disorder
symptoms in one generation are associated with substance use disorders in the next, and substance
use difficulties for parents with eating difficulties in children, simply lacks evidence to confirm it as
a vehicle (Wolfe & Maisto, 2000; Harrop & Marlatt, 2010; cf. Grilo et al., 2002; Sinha & O’Malley,
2000).
Certainly, family contexts characterized by chronic and traumatic parental alcohol-associated
problems are liable to deleterious impact on personal development for children, but the current
evidence does not demonstrate underlying familial mechanisms to link problematic substance use
with the development of disordered eating. There remains a sizable prevalence of co-occurrence for
individuals not subjected to such family history factors (Wolfe & Maisto, 2000; Harrop & Marlatt,
2010; cf. Stewart & Brown, 2007).
Common developmental issues
Given that the adolescent years are marked by high incidence of disordered eating and increased
substance use, it has been suggested that vulnerability to cultural pressures around body image and
experimentation with drugs may explain the emergence of concurrent difficulties in these areas
(Krahn et al., 1992; Stice, 1994). While there is some evidence that female teens with low self
esteem may be particularly vulnerable (Fisher et al., 1991), a developmental perspective fails to
explain why most female adolescents who engage in dieting behaviour and recreational drug use do
not develop disorders or serious problems (Wolfe & Maisto, 2000).
One study of trajectories among adolescent girls in regard to depression, disordered eating,
substance use and antisocial behaviour symptoms examined the interrelationships among these
domains. Initial signs in eating disorder predicted increases in substance use problems, but this was
not the case the other way around. Furthermore, the trajectory study demonstrated that a single
underlying developmental or psychological process was unlikely to explain the relationships
between the domains. Rather, two second order factors would be needed: one explaining
depression and unhealthy eating symptoms and another for substance use and antisocial problems
(Measelle et al., 2006; Harrop & Marlatt, 2010).

Causal etiology proposals
An alternative line of explanation, rather than seeking a common underlying factor as predisposing
individuals to both disordered eating and problematic substance use, is to suggest that difficulties
around disordered eating function causally to bring on unhealthy substance use. Two basic
mechanisms have been proposed.
Substances serving to reduce mood or tension symptoms from disrupted eating
A prime suspect here is the use of alcohol or other drugs to self-medicate the symptoms of
depression or negative mood that can arise in conjunction with disordered eating. Evidence has not
yet accumulated to confirm such a depression-alleviating role as a predominant driver for the use
of substances within this population. A very similar account pegs substance use as serving to allay
feelings of anxiety that trigger or accompany an eating disorder. This suggestion likewise lacks the
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attestation that would widely establish such utilization as a primary motivation and proven means
(Wolfe & Maisto, 2000).
Substances serving to compensate for self-starving
Food deprivation has been cited as a precipitator of substance use. Removal of food as a primary
reinforcer would raise the value of alternative reinforcers such as alcohol or other drugs. Repeated
experience of such hunger-stimulus satisfaction would consolidate their appeal. Here again,
however, there is a lack of supporting evidence to corroborate this explanation, and ethical
constraints limit experimental exploration of such a factor (Wolfe & Maisto, 2000; Harrop &
Marlatt, 2010; cf. Grilo et al., 2002; Sinha & O’Malley, 2000).

Conclusion on etiology
The co-occurrence of difficulties with eating and substance use cannot yet be satisfactorily
accounted for in terms of any particular type of contributing factor proving typically predominant
(Harrop & Marlatt, 2010; Wolfe & Maisto, 2000; Grilo et al., 2002; Stewart & Brown, 2007a; Ferriter
& Ray, 2001). A broader biopsychosocial framework, with attentiveness to a plurality of dynamics
that can variously bear on persons and prompt the behaviours, is preferable for situating the
phenomena. The frequent impact of trauma, especially in the form of sexual abuse, is not to be
ignored. Even though it evidently doesn’t apply in all cases, rates of physical and sexual abuse are
significantly elevated in eating disordered populations, and where substance use disorders factor in
as well, the abuse rates are doubled again (Harrop & Marlatt, 2010; Stewart & Brown, 2007a,b).
The diversity of substance use problems, as well as patterns of disordered eating, suggests the
examination of more specific connections between certain drug use patterns and particular
practices (bingeing, purging) will shed more light on pertinent factors than merely observing
associations between undifferentiated use and established major types of eating disorders like
anorexia nervosa or bulimia nervosa (Harrop & Marlatt, 2010; Dunn et al., 2009; Piran & Robinson,
2006a,b; Wolfe & Maisto, 2000; Corte & Stein, 2000; Wiederman & Pryor, 1996). One example of a
more focused examination has detected both correlation and divergence between binge eating and
heavy drinking. Both act as negative reinforcement, bringing relief to states of unpleasant
emotional and physical discomfort. Such use in relief marks the most common occurrence of both
behaviours and presents the highest risk situations, though this is somewhat less the case for
college students than other demographic brackets. In contrast, heavy episodic drinking appears
more likely than binge eating to take place in positive reinforcement contexts marked by pleasant
emotions or interpersonal contact (whether this interaction involves good times, social pressure or
even some measure of conflict) where the function is to provide reward. Excessive intake of alcohol
in public enjoys more social tolerance than does uncontrolled eating, a reality that may account for
the difference observed and which can afford further confirmation in broader testing. Results at
least indicate areas of potential overlap in intervention (e.g., helping to improve coping skills to deal
with negative affect) while also suggesting points at which treatment for drinking issues may
require more particular emphases (Birch et al., 2007; cf. Stewart et al., 2006).
An examination concentrated on a college sample and checking for differences in levels of
neuroticism (enduring tendency to experience negative emotional states, including anxiety) and
conscientiousness (deliberation and regulation of internal urges) found the former higher among
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those both binge eating and engaging in heavy episodic drinking or just binge eating than those
simply drinking excessively or those not taking in too much food or alcohol. Under-controlled style
in dealing with impulse was also more characteristic of the group with indulgence difficulties in
both behaviours. These results are suggestive of issues that could rate attention in screening and
equipping efforts (Rush et al., 2009; cf. Benjamin & Wulfert, 2005; Ferriter & Ray, 2011). However,
response must seek to do justice to the full range of interdependent influences that bear on these
behaviours.

A health promotion perspective
Discussions of concurrent difficulties with eating and substance use tend toward suggesting what
could be done to treat individuals afflicted by problematic behaviour on both counts. Some
reference is also made to prior preventive efforts to reduce onset of troubles. Both of these worthy
aspects of response to the challenge need to be situated within a broader health promotion
framework if their relative value is to be appreciated. This perspective regards health as a state of
comprehensive physical, mental and social well-being – rather than merely the absence of infirmity
or disease – and needs to be appreciated as applying both at an individual level and at collective or
population levels (WHO, 2010; Herman et al., 2005). Mental health accordingly goes well beyond
the absence of an illness or disorder to encompass, as WHO (2010) puts it, “a state of well-being in
which the individual realizes his or her own abilities, can cope with the normal stresses of life, can
work productively and fruitfully, and is able to make a contribution to his or her community.”
Another more complete statement describes it as “the capacity of each and all of us to feel, think,
and act in ways that enhance our ability to enjoy life and deal with the challenges we face. It is a
positive sense of emotional and spiritual well-being that respects the importance of culture, equity,
social justice, interconnections and personal dignity” (Joubert & Raeburn, 1998). Mental health for
individuals is not separate or isolated from the other dimensions of their overall personal wellbeing nor insulated and shielded from political, economic, material and social conditions around
them. Multiple factors across those dimensions (as well as features present in the more
intrapersonal biological and psychological domains) will have a bearing on mental health. A
mentally healthy constituency would be one in which such influences are predominantly positive
for all subgroups that compose the populace.
Health promotion has been defined as “the process of enabling/empowering individuals and
communities to gain control over the determinants of health and thereby improve their health”
(Rootman et al., 2001; cf. Reist, 2010). Central to health promotion are concepts of participation,
empowerment and equity. The endeavour could be summed up in terms of building connectedness
and health literacy. A strong degree of connectedness will result in shared responsibility and
engagement of citizens in mutual efforts to enhance public well-being. Pursuit of health literacy will
involve more than helping others to read and write or better access medical information and so
facilitate a therapeutic process, whether assisted by a professional practitioner or conducted more
as self-help (Reist, 2011). It will strive to increase “ability to access, understand, evaluate and
communicate information as a way to promote, maintain and improve health in a variety of settings
across the life course” (Rootman & Gordon-El-Bihbety, 2008). This suggests that health literacy is a
resource or asset – “a means to enabling individuals to exert greater control over their health and
the range of personal, social and environmental determinants of health” (Nutbeam, 2008). Within
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such literacy will be recognition of how interconnections among the diverse array of contributing
factors have an impact on well-being for individuals and communities (Freedman et al., 2009).
The social-ecological model of public health and health promotion reflects the multidirectional
complexity of dynamic interplay among factors operating within and across different levels from
macro (societal) through micro (individual), so that environments affect people personally and
corporately, while singular and collective action can conversely impact the environment. The model
likewise respects the reality that intervention can be made at a variety of points to strengthen
resilience and remove or reduce negative features, and that complementary activity on several
fronts can produce greater combined benefit than initiatives concentrated only on one level. It thus
calls for interdisciplinary collaborative efforts to adequately address the diversity of issues that
bear on the health of a community. The model provides a framework for determining and directing
strategies that can together comprise a consistent, coherent response, with cumulative force to
effect positive change in the settings of concern (Bauer et al., 2003; Stokols, 1996).

Socio-Ecological Model of Health Promotion (adapted from Bauer et al., 2003)

In our case, effective mental health promotion would involve applying the cycle of health promotion
action phases (assessment, planning, implementation and evaluation) to the co-occurrence of
eating and substance use difficulties among post-secondary students within two or more of the
nested ecological systems (e.g., individual, campus and community) in order to impact health
development. In the assessment phase, health problems and health determinants with a
particularly high impact on health are identified. These high impact determinants provide
promising leverage points for public health interventions. During the planning phase, public health
strategies appropriate for influencing these factors are selected and implemented during the next
phase. Finally, evaluation examines changes within the health development cycle between baseline
and follow-up measurement (Bauer et al., 2003).
In the collegiate setting, it is in regard to concerns around substance use, and alcohol-related harm
in particular, that research has most conspicuously emphasized the need for a comprehensive
approach that will both confront environmental factors and relate to more personal needs (NIAAA,
2002a,b,c, 2007; cf. Walters, 2010). Easy access to alcohol is a recognized determinant of unhealthy
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drinking behaviour as is a popular cultural ethos around alcohol in which it is viewed as an
indispensible means for having fun with others and establishing gratifying social networks. Efforts
to improve the ecosystem of the campus context itself will take different forms (DeJong & Langford,
2002; Toomey & Wagenaar, 2002; Toomey, Lenk & Wagenaar, 2007), including more regulatory
policy positions (e.g., constraints on alcohol availability and promotion; cf. Wechsler & Nelson,
2008; Nelson et al., 2009, 2010) as well as attempts to cultivate and nurture a community of
constructive, caring interaction (Ziemelis et al., 2002; Murphy et al., 2007; Borsari et al., 2007). Such
an agenda will consider effective ways of providing alternative socialization and a variety of
relationship-building settings, as well as engaging students in on-campus and community service
opportunities (CARBC, 2010a).
Efforts that strengthen the relational fabric of a post-secondary school and enhance participation
will be beneficial not only in helping to deter students from recourse to hazardous substance use,
but also be something of a buffer against development of patterns of disordered eating. An
approach similar to WHO’s Health Promoting Schools Framework would supply a more holistic
rubric for encouraging positive attitudes and behaviours (O’Dea & Maloney, 2000; Yager, 2007;
CARBC, 2010b; WHO, n.d.). Its thrust not only diffuses health education across the curriculum with
orientation and training aids for teachers and staff, but also calls for examination of structures,
policies and practices that work against rather than support health. It also urges strong
collaborative working partnerships with other sectors of the community, including social and
health services among others (e.g., community recreation and sports associations). Application of
such a philosophy within the collegiate setting to create and sustain a wholesome ethos will employ
like means of integrated education, community mobilization and administrative or organizational
action to ensure positive interventions.
Institutions of advanced education adhering to such an approach will not be content to warn and
equip against high risk situations but will attempt to reduce their existence and increase the appeal
of alternative safer settings. Beyond advising in attractive ways on healthy eating habits, a campus
can take steps to supply better access to good nutrition versus maintaining easy availability of food
that is not of such value. With such a move, direct readily quantifiable economic advantage may get
trumped by gradual less precisely measured and tallied gains in well-being. Besides providing help
for students on how better to avoid or deal with experience of stress, a post-secondary school can
change its ways of doing things that tend to generate intense feelings of pressure, anxiety and
negative emotion and make matters more manageable. Procedures that serve to isolate or alienate
can be modified to become operations that facilitate inclusion and a sense of belonging.
This kind of outlook will, for example, look for constructive ways of responding to obesity concerns
that, instead of singling out students registering above a certain body mass index threshold for
mandatory completion of a fitness course (abetting rather than combating stigma in the process),
will incorporate good eating and exercise discussion into wellness and healthy lifestyle education
for all students (Stein, 2010; again, hopefully making organizational arrangements that concretely
encourage better practice). On the substance use front, for instance, disciplinary action in regard to
conduct offenses will aim at prompting more respectful and responsible relationships with
substances among students than segregating or excluding them (e.g., through a zero tolerance
heavily punitive policy on possession that could jeopardize immediate and longer-term welfare).
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It will be the task of specific campuses to deliberate on the contours of an overall mental health
promotion approach and decide on and design the particular components that promise to be most
pertinent for their context. Recognition of the influence of broad social determinants should prompt
higher education institutions to work with their surrounding and extended communities to take on
challenges such as strengthening interpersonal interactions, and familial relationships in particular,
so as to support healthy development and help reduce prevalence of abuse, sexual assault and other
traumas which are a conspicuous contributor to disordered eating and difficulties with substances.
Another large scale feature of the cultural environment that ought to be addressed, given not only
its deleterious influence but the considerable economic interests attached to it and the pervasive
media facilitation it enjoys, is the uncritical exaltation of artificial body ideals (cf. the artificial
glamorization of alcohol). Countering such unrealistic and injurious images in a sustained public
manner that effectively undermines their attraction and commends more appropriate wholesome
objectives will require considerable collaboration. A consistent inclusive health promotion
emphasis would include such a thrust and entail not just strategic messaging but also systemic
programming and opportune policy initiatives.

Responding to eating disorders and substance use in the campus context
The health promotion task involves formulating and implementing a comprehensive thrust that is
attentive to complex layers of contributing factors and the need for complementary measures (that
include various proactive policy and program avenues) of effecting environmental change. This it
does in order to cultivate a climate with conditions more congenial to flourishing communities and
more resistant to the emergence of hazardous and harmful behaviours. Within its wide umbrella,
health promotion will cover appropriate efforts at pre-emptive or primary prevention addressing
collective and individual audiences, as well as interventions to help persons or groups who are
already experiencing difficulties to varying degrees. Discussion of needed response often focuses
primarily if not exclusively on the latter legitimate and necessary challenge, but an understandable
preoccupation with this symptom stage is especially short-sighted. A strategic agenda to avoid such
problems on a broader scale rather than simply having to overcome them when they materialize is
critical, but such approaches need to go beyond the level of hoping (in vain) that increased
education and awareness alone will do the trick. The following summary will pay attention to
initiatives aimed specifically at forestalling the development and progression of problems around
eating and substance use, as carried out in prevention endeavours and provision of care services.

Prevention Programs
In regard to eating difficulties, such programs often seek to improve outlook on body shape and
weight over unrealistic and dangerous ideals that popular media representations reinforce (cf.
Spettigue & Henderson, 2004). Social marketing initiatives around such issues as image and stigma
are legitimate undertakings and, when conducted in a consistent sustained manner, can be
expected to bring some success in countering common adverse stereotypes (Thompson & Heinberg,
1999; Hesse-Biber et al., 2006; Hopkins & Lee, 2007; Brennan, 2005; cf. Andreasen, 2004; Stead et
al., 2007 more generally on social marketing; also Jack et al., 2005 in regard to heavy episodic
drinking). However, as noted above, these efforts would gain their greatest traction when
accompanied by fitting regulatory measures (e.g., organizational practices and advertising
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standards) that support or uphold a healthier outlook on personally and socially acceptable
appearance.
Attempts to increase media literacy and enhance body satisfaction can be usefully embedded within
multi-component programs, universal or selected, to elevate self esteem, improve management
skills and encourage positive relationship building (e.g., McVey et al., 2010). Prevention program
reviews around disordered eating include some initiatives that aim to offer help on behavioural
difficulties already occurring (as reflected in further discussion below under brief and more
extended interventions), as well as efforts to reduce onset of future symptoms (e.g., Stice & Shaw,
2004; Stice et al., 2007; Yager & O’Dea, 2008). Not surprisingly, measured results on effects favour
endeavours that address selected audiences in an interactive manner to build skills over the course
of a number of sessions. As in other areas such as substance use, formats that are primarily didactic,
with the preeminent psycho-educational goal of raising awareness, are least productive (and can, as
they do for younger age brackets, run the risk of unintentionally abetting unhealthy weight control
practice by, e.g., acquainting people with techniques, normalizing difficulties or glamorizing
sufferers). Conversely, provisions that not only give participants a chance to engage and acquire
ability but also relate to recognized risk factors (e.g., sociocultural pressures for thinness, body
dissatisfaction, low self esteem, weight management challenges, and not just aid in handling or
coping with stress) are more fruitful in delivering improvement (Stice & Shaw, 2004; Stice et al.,
2007; Yager & O’Dea, 2008).
Initiatives that are geared toward promoting healthy weight control through better dietary and
exercise techniques, utilizing persuasion principles (such as a foot-in-the-door approach that moves
progressively from more easily managed to more difficult requests, motivational enhancement
exercises, strategic self-presentation), have shown encouraging results on weight gain in particular
but also on functional impairment. Efforts that focus on inducing dissonance in active critique of the
thin ideal enjoy even more confirmation of success in reducing internalization of that unhealthy
paradigm, body dissatisfaction, elevated dieting, negative affect and disordered eating symptoms
(Stice et al., 2007, 2008a,b; cf. Yager & O’Dea, 2008, 2010).
There are challenges for universal initiatives intended for the broad post-secondary student
population in regard to disordered eating (as with substance use). It is harder for such broad-based
efforts to rise above the level of simply sharing information and to engage the audience in ways that
prompt reflection, discussion, and activity that helps shift attitudes and alter habits. Applications
that try to take advantage of technological advances and be interactive within newer media, thus
reaching out beyond the approach of traditional presentations, are more readily delivered to
selected at-risk individuals or groups than to more widespread undifferentiated recipients (e.g.,
Franko et al., 2005b; Taylor et al., 2006). Media-based advocacy can try to undermine popular
media presentation and reinforcement of the thin ideal, but unless general messaging is bolstered
by opportunities for students to express themselves and interact with peers in dissonance from that
damaging model, only modest erosion of its deleterious influence can be expected (Yager & O’Dea,
2008; Stice et al., 2008). Wellness emphases around eating have to steer a careful course that
avoids being misappropriated as lenient toward obesity or unhealthy restriction.
Primary prevention programs around drinking and other substance use difficulties likewise carry
added clout when embedded within holistic health emphases that have an affirmative literacy
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building orientation to them. As with respect to disordered eating, there is warrant for addressing
features such as distorted media representation of a social ideal (carefree and fun-filled
consumption of alcohol indifferent to the reality that inappropriate intake invites unwelcome
adverse consequences, whereas desired good times and good friends can indeed be had quite apart
from alcohol and minus its associated risks). A positive accent that indicates gains from seeing and
living out things differently than the pseudo-images suggest will make more headway than tacks
that simply dwell on the negative and run the risk of being dismissed as scare tactics or killjoy
agendas.

Treating those facing trouble around eating and substance use
Researchers examining co-occurrence of difficulties in eating and substance use (especially alcohol)
are strongly reminded to advocate for simultaneous rather than sequential initiatives in treating
the unhealthy patterns (Harrop & Marlatt, 2010; Gadalla & Piran, 2007a,b; Grilo et al., 2002; Sinha &
O’Malley, 2000; Root et al., 2010). Such proponents acknowledge that integration remains largely
an ideal to be worked out instead of an already established and well equipped practice. This holds
true at all stages, from first confirming a problem (screening), to trying to correct it with compact
help (brief intervention), to remedial efforts involving more sustained engagement (a longer series
of skill training sessions), to yet more intensive and extended clinical provisions for very severely
affected people.
Screening
There is recognition of advantage in checking for potential development of concurrent problems on
the part of people apparently at risk for or already indicating trouble in one of the two areas (Piran
& Robinson, 2006a,b; Kelly-Weeder, 2011; Khaylis et al., 2009; Dams-O’Connor et al., 2006). The
recurring admission, however, is that tools remain to be fashioned that would do such joint work
well at both the initial stage of detection and first response and at a more extended intervention
phase for those requiring more treatment (Dunn et al., 2009; Heidelberg & Correia, 2009; KellyWeeder & Edwards, 2011; Grilo et al., 2002).
Screening for likelihood of experiencing alcohol-related difficulties can be strategically conducted
within the post-secondary context in a variety of specific settings (e.g., in connection with
enrolment or registration, at orientation events, routinely for visitors to a health services centre on
campus, at residence education events, during health awareness fairs, in a conversation prompted
by concerns over the student’s behaviour, etc.). It can involve different instruments depending on
the circumstances and the mode of application (e.g., a question or two posed by a peer or campus
staff member who need not be health specialists, a short formalized test filled out online that
supplies program-generated feedback, a detailed questionnaire issued in-person by a clinician). All
such scenarios are of potential use for conjoined checking on elevated liability in regard to
disordered eating patterns; the suitability of a particular tool will similarly depend on the situation
in which the screen is being administered.
Appropriate formal screens in regard to problem drinking for college students (Devos-Comby &
Lange, 2008) include the AUDIT (Alcohol Use Disorders Identification Test: Saunders et al., 1993;
Fleming et al., 1991; Kokotailo et al., 2004; Zamboanga et al., 2007; DeMartini et al., 2009),
validated across a wide swath of general and specific populations. Other instruments more
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specifically designed for a young adult age bracket are the RAPI (Rutgers Alcohol Problem Index:
White & Labouvie, 1989; Martens et al., 2007; Earlywine et al., 2008) and variants of the YAAPST
(Young Adult Alcohol Problems Screening Test: Hurlbut & Sher, 1992; Kahler et al., 2004), the
YAACQ (Young Adult Alcohol Consequences Questionnaire: Read et al., 2007; Kahler et al., 2005,
2008) and the CAPS (College Alcohol Problems Scale: O’Hare, 1997; O’Hare & Sherrer, 1997, 2005;
Maddock et al., 2001; Talbott et al., 2009). As indicated in their names, these latter tools check for
experience of adverse developments in connection with drinking.
Some screening tools have been constructed specifically for cannabis, such as the CUPIT (Cannabis
Use Problems Identification Test: Bashford et al., 2010) and the Cannabis Problems Questionnaire
(Copeland et al., 2005). For a wider range of drugs, including alcohol and cannabis, WHO has
produced the ASSIST (Alcohol, Smoking and Substance Involvement Screening Test: WHO ASSIST
Working Group, 2002; Humeniuk et al., 2008).
A range of recognized gauges for eating difficulty or for added likelihood of experiencing such
troubles has been utilized (Anderson et al., 2004). Examples include the QEWP-R (Questionnaire on
Eating and Weight Problems-Revised; cf. Grilo et al., 2002), the EDE-Q (Eating Disorder
Examination Questionnaire: Fairburn & Beglin, 1994; Luce et al., 2008; Lavender et al., 2010), the
EDDS (Eating Disorder Diagnostic Scale: Stice et al., 2000, 2004), the EAT-26 (Eating Attitude Test:
Garner et al., 1982) and the MEBS (Minnesota Eating Behavior Survey: von Ranson et al., 2005,
2007; Harrell et al., 2009).
Sufficiently sensitive short screens are desirable, particularly for non-clinical and less specialized
contexts of administration. In relation to problematic drinking, single queries that ask about recent
or frequency of heavy episodic consumption appear helpful for indications of a situation worth
exploring further (e.g., McMillen et al., 2009; O’Brien et al., 2006; cf. Seale et al., 2006; Smith et al.,
2009). Some brief screens for disordered eating have also been favourably assessed (Hawkins &
Clement, 1980; Anstine & Grinenko, 2000; Cotton et al., 2003; Parker et al., 2005; Hill et al., 2010).
Checks that focus on negative consequences in both domains are advantageous in attending to
significant causes for concern, even among those whose levels of substance or food intake may not
yet be troubling quantity-wise. An attested implement that does this in a combined or unified and
efficient fashion would be welcome, but is still awaited.
Brief intervention
Screening is strategically carried out primarily to pave the way for brief intervention where
necessary (e.g., Becker et al., 2003, 2004). Though generally not sufficient to obviate any need for
follow-up and occasionally precipitating the urgency of immediately or imminently available help,
sometimes the exercise of being screened can itself be fruitful in prompting adequate favourable
change on the part of individuals without the aid of further input being offered to them. Brief
interventions are a single or very short series of compact sessions (generally ranging from a few
minutes to a maximum of an hour and a half each) in which a person or group receives counselling
assistance designed to support them towards healthier behaviour. With respect to alcohol and
other substance-related problems, brief interventions have proven beneficial not only in preventing
the exacerbation of early stage difficulties into more severe situations of need, but also in avoiding
the added expense that accompanies more intensive and extended therapeutic measures. The more
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confined interventions have traditionally taken the form of face-to-face conversations between
client(s) and clinician, with the latter not needing to be a treatment specialist or addictions
practitioner. More recently, alternative applications of screening and brief intervention (SBI) have
also been administered in which the help may be communicated by telephone, mail, email or online.
Brief interventions in relation to substance- (especially alcohol-) related problems incurred by
college students are most effective when they involve motivational enhancement. This is most often
achieved by employment of a non-judgmental, non-confrontational and non-coercive counselling
style that draws on the motivational interviewing philosophy and approach advocated by Miller
and Rollnick (1995, 2002, 2004, 2008, 2009) to facilitate recognition of a problem and encourage
adoption of a course of change. Typically included in such brief interventions around alcohol as
conducted by professionals (and also reflected in self-help provisions not involving in-person
encounters) is some feedback on a person’s acknowledged drinking pattern in relation to
recognized risk levels and perhaps to relevant norms (actual versus perceived). Other items for
consideration (and discussion where direct contact is taking place) might be influential
expectancies, operative motives or reasons for drinking, experience of diverse harms, and use of
personal protective behavioural strategies. While challenging popular myths and undue
expectancies as well as addressing situations that prompt hazardous use may be part of the
conversation (or presentation in less direct modes), the goal is not merely informational nor to
dissuade by playing on fear, but rather to discern and enhance readiness to change, and help lead
the person to choose and take up an appropriate alteration in practice (Larimer et al., 2004/2005;
Larimer et al., 2005; Larimer & Cronce, 2007; Walters & Neighbors, 2005; White, 2006; see Dimeff
et al., 1999; Whiteside et al., 2010 on the acclaimed BASICS program; cf. Walters & Baer, 2006).
Brief intervention that includes such components and incorporates this approach can be
constructively tailored for a female audience and concerns more particular to them (Kelly-Weeder,
2008; LaBrie et al., 2009).
Brief interventions more informally conducted on the part of non-specialists may simply (and
tactfully) seek a basic indication of typical use and acknowledgment of alcohol’s contribution to
apparent difficulties the person is or might be experiencing and could do well to avoid. This can be
done with a modest view to drawing the person’s attention to low-risk drinking guidelines,
encouraging their reflection on adjustments they can make and, if appropriate, recommending
campus healthcare services to them for further support. While non-specialists need only to adopt
an orientation and gain some acquaintance with basic issues and resources in order to carry out
minimal intervention, they can as they wish familiarize themselves further with the approach and
key instruments to allow for more robust discussions. In the case of eating disorders and the
sensitive issues around them (e.g., body image, stigma), the ranks of acceptable candidates to
potentially function as initial inquirers may be more confined, such as female friends, trusted peers
or familiar staff members.
Some studies have already indicated the value of adapted motivational interviewing (AMI), even in
a brief application, for helping women with disordered eating that involves bingeing (Cassin et al.,
2008; Dunn et al., 2006). The benefit appears to lie in the increased confidence and sense of selfefficacy that this approach seeks to evoke, elevating readiness to change even among those who
may have a history of failed attempts to overcome a binge eating pattern. While some research
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suggests that some progress may be made simply by this build-up of self-esteem and appreciation
of personal ability without necessarily needing to focus simultaneously on reducing particular
symptoms, the strongest package would appear to be one that supplements or combines such a
motivation enhancing thrust with tools that help clients work through strategies to implement
change. On the one hand, attention might be paid to raising awareness of causes for concern,
exploring ambivalence, assessing readiness, considering pros and cons, reflecting on values and
dissonance in relation to those, recognizing and affirming capacity and competence, generating
ideas for change and selecting from alternatives, and designing a plan. On the other side, a resource
might clarify the pattern in question, introduce techniques that may be employed in a process of
change, take up points of challenge and problem solving steps, as well as address relapse
prevention matters, all with a view to imparting skills and raising literacy to access external helps
(Cassin et al., 2008; Dunn et al., 2006).
Cognitive behavioural skills training
A stepped care approach in intervention responding to individual problems around substance use
and/or disordered eating would first offer unsupervised self-help available in some form (e.g.,
referral to an online resource), proceed as required to more guided forms of such assistance in a
group context, and move to private formats involving sessions with the person experiencing the
difficulty. When the intervention is extended beyond the “brief” parameters of a single occasion or a
few segments into a more prolonged series of engagements, with more intensive effort being placed
on equipping clients, cognitive behavioural therapy (CBT) is the most widely attested treatment. On
the eating disorders front, it essentially amounts to a continuation and amplification of the sorts of
components alluded to above under skill development in brief intervention, ideally incorporating
some of the motivational enhancement emphases in the process (Grilo et al., 2002; Sinha &
O’Malley, 2000; Adams & Araas, 2006; Cassin et al., 2008).
For difficulties with substance use, particularly alcohol, the Alcohol Skills Training Program
developed as BASICS by the University of Washington’s Addictive Behaviors Research Center (Alan
Marlatt and colleagues: Miller et al., 2001; Fromme et al., 1994; Kivlahan et al., 1990) is regarded as
the CBT exemplar that has been most productively appropriated (Larimer & Cronce, 2007;
Neighbors et al., 2006; Walters & Neighbors, 2005) and has inspired kindred programs (e.g.,
Fromme & Orrick, 2004). While there has been much less formulation and testing of initiatives
aimed at reaching those experiencing difficulties with other drugs, indications are that the same key
elements of motivational encouragement and building resilience, by helping to equip with more
positive proactive and reactive behaviours, will be equally crucial for effectiveness (e.g., Larimer et
al., 2005). At certain points, there should be opportunities for convergence, not only of style and
thrust (e.g., self-monitoring, identification and management of high-risk situations, avoidance of
negative consequences) but also of content in CBT for difficulties with substance use and
disordered eating (Sinha & O’Malley, 2000; Dunn et al., 2002). Enhancement of coping skills in
regulating negative affect or stress is a frequently cited key component of CBT for situations where
inability to deal with depressed emotions or pressure has led to such maladaptive responses as
episodic heavy eating or drinking or excessive intake in both (Sinha & O’Malley, 2000; Grilo et al.,
2002; Franko et al., 2005a; Benjamin & Wulfert, 2005; Birch et al., 2007; cf. Anderson et al., 2006;
Rush et al., 2009; Harrell et al., 2009; Khaylis et al., 2009; Luce et al., 2007; Ferriter & Ray, 2011).
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However, though there can be direct overlap in dealing with factors that contribute to both
substance and food use problems, complexity and diversity must be kept in view. Within eating
disorder categories, there are different behaviours (e.g., restricting, bingeing, purging) that will
reflect distinct considerations or interests on the part of various individuals and may link up with
substance use in different ways. Use of stimulants can serve the cause of appetite suppression and
weight reduction (cf. Piran & Robinson, 2006a,b; Herzog et al., 2006). Anticipated alcohol intake can
take priority over and prompt lesser intake of food (in order to minimize aggregate calories), which
circumstances can contribute to earlier intoxication and associated dangers as well as greater
liability to internal physical damage. The context and effects of alcohol use can also limit or hinder
sound choices on quality of food as well as compromise ability to regulate food intake and process
it. Thus alcohol can abet both unhealthy dieting and excessive weight gain (Giles et al., 2009; LloydRichardson et al., 2008; Nelson et al., 2009). Binge eating tends to be a more private, solitary
practice given the stigma attached to it, in contrast to the perceived acceptability of heavy drinking
episodes in some public settings (Birch et al., 2007). Illegality of other substances will have some
impact on their contexts of use. Exploration and discussion of predominant motives and incentives
should be an integral component of brief intervention and more extended skills training for those
struggling with such problems.
While CBT is widely accepted as a preferred therapy in regard to eating disorders, other forms of
skill-enhancing care enjoy some advocacy too. Dialectical behaviour therapy (DBT) has been
adapted from use with borderline personality disorder and shows some promise for dealing with
regulation of negative affect and avoidant coping (Grilo et al., 2002; Telch, Agras & Linehan, 2001).
DBT is one form among others of mindfulness training that is being explored for possible utility in
intervention in both eating and drinking problems. The accent of mindfulness will be on nonjudgmental attentiveness to one’s emotional, cognitive and bodily experience in the present
moment; training can foster utilization of this detached, decentred observational awareness and
acceptance to shape attitude and enhance control of thinking, response to beliefs, choice and
behaviour. While some results are encouraging, more work awaits in clarifying particular ways in
which mindfulness emphases, with their distinctive orientation, can best be related to specific
features of difficulties being faced and in confirming the extent of effectiveness for those
applications (Baer, 2003; Lavender et al., 2009; Leigh & Neighbors, 2009; Courbasson et al., 2011;
Kristeller et al., 2011; Zgierska et al., 2009).
Treatment for more severe cases
Campuses with hospitals are in a better position to receive students who need critical care
treatment. With or without such facilities, an institution can benefit from good working
relationships with local services. While definite preference has been affirmed for dual in-patient
care, the literature on simultaneous treatment of overlapping conditions has been called
“disappointingly quiet” (Harrop & Marlatt, 2009). In the absence of established integrated protocols
enjoying empirical attestation of effectiveness, at least some considerations have been underscored.
Where involved, starvation effects and implications need to be carefully taken into account and
addressed as a priority issue crucial for avoiding further harm and allowing other aspects of
intervention opportunity to improve matters. Just as eating disorder specializing practitioners need
to be alert to ramifications of a substance use disorder for safety in prescription of pharmacological
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help, so those whose expertise is more in the treatment of substance use disorders need to be
attentive to possible exacerbation with diet and exercise regimens they might advise (Harrop &
Marlatt, 2009; Woodside & Staab, 2006). Clearly collaboration that involves close consultation and
mutually informed consensus is called for in concomitant continuing care.
Male students and eating disorders
Most research, the majority of reviews and the preponderance of initiatives have focused on female
students, given the demonstrably higher prevalence of problems around eating for that sex as
opposed to their male peers, hence the limited purview of this report as well. However, more
evidence is being compiled to show that at the subclinical/sub-threshold level of partial difficulties,
a significant minority of men are mal-affected and that substance use issues can be involved too
(Lavender et al., 2010; Kelly-Weeder, 2011; O’Dea & Abraham, 2002; Petrie et al., 2008; cf. Giles et
al., 2009; Nelson et al., 2009; Rush et al., 2009; Gadalla & Piran, 2007b; Yager & O’Dea, 2008, 2010).
Indications are that males who binge eat are more disposed toward rigorous exercise than purging
compensatory practices. The ideal image more often contributing to difficulties in body satisfaction
and inordinate exercise for males (and so needing to be addressed) is a muscular one rather than
the thin ideal posing problems for females. There is a need for encouragement for both those
unduly restricting as well as those overeating in regard to appropriate goals and practices. Gender
role considerations need to be taken into account as well (Pritchard, 2008).

Conclusion
Prevalence of difficulties with eating is higher among those struggling with substance use issues
and vice versa, with this overlap of problems a matter of concern even at sub-clinical levels of
unhealthy behaviour. Causation is a complex matter. A range of behaviours and contributing factors
need to be addressed. Such features involve different domains (including biological, psychological
and social) and come into play with each other at various levels at which people are influenced by
their environment and affect it. Tools remain to be designed for use in treating people in cooccurring situations (in order to allow preferable integrated care at all levels of severity). Affinities
in certain components of style (e.g., motivational interviewing), approach (e.g., cognitive
behavioural skills training) and content (e.g., assistance in better ways of coping with negative
affect) can facilitate development of dual-thrust instruments in intervention. Adoption of a
comprehensive health promotion orientation within which to position distinct but mutually
supporting or reinforcing initiatives is critical to ensure that all common determinants of health for
these difficulties are addressed in an appropriate manner. Such a cohesive strategy, with necessary
collaborative mobilization of institutional and community capacity, is required to enhance
prospects for minimizing harm from both unhealthy eating and substance use and for reducing the
occurrence of these problems among college students.
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