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Summary-It is proposed that a cultural ideal of thinness for women causes depression at a higher rate 
among women than among men. This model accounts for five currently unintegrated trends in the 
epidemiology of depression. It explains why: (1) twice as many women as men are likely to be depressed; 
(2) this sex difference emerges at puberty; (3) this sex difference is only found in western countries; (4) 
there is more depression today; (5) the average age of onset for depression is younger now than in the 
past. Four parallel trends in eating disorders can also be accounted for by the same factor. 

This paper proposes that a cultural ideal of thinness for women, which is well below the average 
weight of women in that culture, directly causes body dissatisfaction at a higher rate among women 
than men. In turn, body dissatisfaction, coupled with the importance women attach to their weight 
(Rozin and Fallon, 1988) leads to depression among women. Since such a stringent cultural 
standard does not exist for men and since men do not attach such significance to being overweight 
(Rizon and Fallon, 1988) this model predicts a higher incidence of depression in women. 

This hypothesis can, in part, account for five unintegrated trends in the epidemiology of 
depression: (1) depression is more prevalent in women than in men; the female to male ratio is 
typically reported as 2 : 1 (Nolen-Hoeksema, 1987); (2) this sex ratio first appears at puberty; before 
puberty depression is twice as common in boys, after puberty it is twice as common in girls (Rutter 
et al., 1986); (3) this sex ratio is only reported in western societies; it is not reported in rural, 
non-modern societies (Nolen-Hoeksema, 1987); (4) the rate of depression has been increasing, 
especially among young females (Klerman, 1988); (5) the age of onset for depression is younger 
in the present generation than for older generations (Klerman, 1988). 

Four of these trends are parallel to trends in eating disorders: (1) the majority (95%) of eating 
disorder patients are female (DSM III R, 1987); (2) eating disorders emerge at puberty (DSM III 
R, 1987); (3) eating disorders are present in western countries and absent in non-western countries 
(Garner and Garfinkel, 1980); (4) the incidence of eating disorders has risen over the past 20 yr 
(Silverstein et al., 1986). 

The similarity between the epidemiology of depression and that of eating disorders may not be 
a coincidence. One factor which may contribute strongly to both is women’s pursuit of thinness. 
The model presented in this paper incorporates the view that eating pathology occurs as a result 
of. and as a strategy to deal with, depression and it therefore predicts the above trends. 

THE MODEL: WHY WOMEN ARE MORE DEPRESSED THAN MEN AND WHY THE 

MAJORITY OF EATING DISORDER PATIENTS ARE FEMALE 

Women, having a very finely tuned idea about what is an acceptable body, rapidly internalize 
the current standard of female beauty. In western cultures women, especially those in the higher 
socioeconomic classes, try to emulate the standard of beauty presented in the fashion media 
(Streigel-Moore et al., 1986). This standard, which has become increasingly thin recently 
(Silverstein et al.. 1986) I will call the ‘thin ideal’. 

In a culture that idealizes a standard of thinness that is well below the weight of the average 
woman (Garner et al., 1985) it is not surprising that women typically believe that they are heavier 
than the ideal and heavier than what is most attractive to the opposite sex (Fallon and Rozin, 1985). 
Middle-aged men and young and middle-aged women see discrepancies between their own weight 
and the ideal but only women deem this important (Rozin and Fallon, 1988). Since it has been 
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suggested that women’s self-esteem is more closely tied to their appearance than is that of men 
(Davies and Furnham, 1986) and that being overweight has more negative consequences for women 
(Stake and Lauer, 1987) this is again not surprising. 

Given these two conditions, (1) a cultural ideal of hard-to-achieve thinness for women and (2) 
a perceived discrepancy between womens’ actual weight and this ideal, it is hypothesized that 
women will be more dissatisfied with their bodies than men. When this is combined with the belief 
that this discrepancy is important, it is hypothesized that women will become depressed at a higher 
rate than men. 

There are two possible ways by which depression may result. First, body dissatisfaction itself, 
coupled with the belief that it is important. many place women at risk for depression. It may be 
that a woman’s constant disparaging view of a her own attractiveness to the opposite sex creates 
negative thoughts about herself and her prospects, and lowers her self-esteem. For Beck (1973) 
depression stems from a negative view of the self, the future, and the world. This is the negative 
triad. A negative view of one’s body, coupled with the view that a thin body is crucial to one’s 
present and future is a recipe for depression. 

The second way is via dieting. For many women in western cultures body dissatisfaction and 
a belief in the prize of thinness inevitably produces dieting. There are many more dieting articles 
written for women than for men and there are many more women than men dieting at any one 
time (Fallon and Rozin, 1985; Herman and Polivy, 1975; Nylander, 1971; Rodin et al., 1984; 
Streigel-Moore et al., 1986). Dieting, however, is not a good method of weight reduction for many 
people. Although some may initially lose weight when dieting, few maintain the lower weight 
(Brownell and Jeffery, 1987). One reason is that physiological regulatory mechanisms work against 
weight loss. Ironically, many dieters end up fatter because of the persistent after-effects of the bodily 
defenses which endeavour to keep weight stable (Brownell, 1988; Brownell, Greenwood, Stellar and 
Shrager 1986; Brownell, Nelson Steen and Wilmore, 1987; Streigel-Moore et al., 1986). This 
suggests that there are a large number of women who are constantly failing to achieve an important 
goal. 

In western culture we believe that weight is controllable (Polivy and Herman, 1983). It is 
not clear that this is wholly true. This model proposes that women who are dissatisfied with 
their bodies, who believe that they should be able to control this aspect of their life, experience 
a profound lack of control in an area that is important to them. Their self-esteem when they 
fail on their diets or regain lost weight. These women will be at risk for depression via 
helplessness. 

According to the learned helplessness model of depression (Seligman, 1975), the experience 
of a lack of control and the expectation of future uncontrollability is sufficient for the onset 
of depression. The model presented here suggests that the uncontrollability associated with 
failed dieting produces these effects. Thus, the women who experience constant failure and 
uncontrollability in their dieting will be prone to depression. Empirical evidence supports this 
hypothesis. Generalized feelings of failure are significantly related to dieting and concern with 
weight (Kagan and Squires, 1983) and repeat dieters report lower self-esteem than do non-dieters 
(Dykens and Gerrard, 1986). Further, many depressed view their own bodies negatively (Rierdan, 
Koff and Stubbs, 1987, 1988) and often turn to food to assuage their depression (Polivy and 
Herman, 1983). This may create a cycle of body dissatisfaction, dieting, depression ad injinitum. 

The model outlined above is represented in Fig. 1. 
Having presented the model, three caveats, however, are in order. First, this model proposes that 

the thin ideal is one causal factor which may explain why women are more depressed than men. 
It is not presented as the only factor. It remains for future research to determine how much of the 
variance this factor accounts for. Second, most of the data presented in this paper to support the 
hypothesis is correlational. While I recognize that causality cannot be determined from such data, 
the model does predict these correlations. Longitudinal studies which would test the model are 
suggested later in the paper. Finally, this paper does not distinguish between studies that concern 
symptoms of depression and those that concern the syndrome of depression. It also does not enter 
into the debate as to whether or not clinical depression is discontinuous with the milder forms. 
The model simply argues that one factor contributes to womens’ proclivity to become depressed, 
that is. the wish to be thin. 
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Fig. 1. The model. 

EATING DISORDERS AND THE THIN IDEAL 

Depression in women may set the scene for the onset of eating disorders. The unrealistically thin 

ideal may make it more likely that a small minority of depressed women will develop an eating 
disorder as a result of, and in an attempt to combat, their depression. 

It has been argued that those adolescent girls who develop an eating disorder have internalized 

the thin ideal to a greater extent than other girls prior to the onset of the pathology (Scott, 1987; 
Streigel-Moore et al., 1986). This may be a result of 2 factors: (1) their all-pervasive low self-esteem, 
lack of autonomy and feelings of ineffiectiveness and inadequacy (Slade and Dewey, 1985; 
Streigel-Moore er al., 1986); and (2) their high need for social approval (Squires and Kagan, 1985). 
This greater internalization of the thin ideal in the pre-anorexic suggests that she would have felt 
more dissatisfied about her body than most adolescent girls. While there are presently no studies 
of body dissatisfaction and importance of appearance prior to the onset of the eating pathology, 
studies of body satisfaction among anorexics and bulimics have reported that both eating disorder 
groups are more dissatisfied with their bodies and overestimate their body size more than controls 
(Collins, Beumont, Touyz, Krass, Thompson and Philips, 1987). It has also been reported that 
eating pathology is associated with a greater emphasis on the importance of appearance (Timko, 
Streigel-Moore, Silberstein and Rodin, 1987). 

Given both a greater dissatisfaction with their bodies and an increase in the importance they 

attach to how they look, it is predicted that those girls who go on to develop an eating disorder 
would have been more depressed prior to the onset of the disorder than other girls. Again, while 
this hypothesis has not been directly tested there is ample evidence to suggest that there is a 
relationship between eating disorders and depression (e.g. Herzog, 1984; Walsh, Roose, Glassman 
and Sadik, 1985). Some studies have reported that episodes of depression precede the onset of the 
eating disorder and that the pathology is used to combat depression (Strober and Katz, 1987; 
Szmukler, 1987). 

How would the development of an eating disorder combat depression? If we accept that a 
negative view of the self and low self esteem lead to depression then depression should be alleviated 
once the person feels better about herself. Anorexia does at least provide weight loss. Initially this 
may be sufficient to make the anorexic like her appearance more and to increase her self-esteem 
@lade, 1982). If we accept the argument that failed dieting leads to depression through a failure 
to control something that should be controllable, finding a different way to succeed in exerting 
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control in that area should break up the helplessness and loss of control experienced. It also should 
thereby remove the depression. 

One major theory of anorexia and bulimia can be interpreted along these lines and can be 
extended to incorporate the thin ideal as a causal factor @lade. 1982). In brief, this theory argues 
that there are a number of risk factors for eating pathology. One risk factor is a “general 
dissatisfaction with life and the self” (Slade. 1982, p. 169). This factor resembles depression. 
I suggest that it may arise because the pre-anorexic has more strongly internalized the thin ideal 
and has therefore a greater dissatisfaction with her own body. She also may place greater 
importance on her appearance than other girls. According to the model presented earlier depression 
would likely occur either directly from her dissatisfaction with her body or from repeated dieting 
and constant failure to lose weight. 

This first factor, dissatisfaction, combines with a tendency for perfectionism according to Slade 
(1982). This results in a need for complete control over some aspect of life. Control over the body 
by means of dieting follows (Slade, 1982). If the dieting is successful it will eventually spiral into 
full-blown anorexia and in some instances progress to bulimia (Slade, 1982). Slade does not address 
the issue of why this diet works when others have not. I suggest that when all of the above factors 
are operating, the diet is now entered into as a decision to stop eating altogether as opposed to 
merely cutting down on calories or eating less. It is a conscious decision to exert control and thereby 
lessen the initial depression. 

In a review of the literature on the link between depression and eating pathology Szmuckler 
(1987) concludes that depression is one pathway to eating pathology. He suggests that both 
anorexia and bulimia serve to defend against depression. I suggest that initially both serve to reduce 
weight and establish control in at least one area of the girl’s life. Even bulimics have more control 
while they have the disorder than they would have without it. Bulimics may not have control over 
their eating as the anorexics do, but they do have control over their weight through purging. They, 
like the anorexic, are able to maintain a body weight that is lower than their pre-bulimic weight 
(Garner. 1986). 

WHY THE SEX DIFFERENCE IN DEPRESSION AND EATING DISORDERS 

EMERGES AT PUBERTY 

This paper hypothesizes that the thin ideal may have its biggest impact during puberty when 
physical changes increase the discrepancy between the body image of the adolescent girl and the 
ideal, and when sexual attractiveness becomes important. It is therefore predicted that the sex 
difference in depression would emerge at puberty. It is also predicted that eating pathology would 
emerge during adolescence. 

A number of studies of depression before and during adolescence report that there is a rise in 
the rate of depression for both girls and boys as they enter the adolescent years (Angold, 1988a,b; 
Harrington, Fidge, Rutter, Pickles and Hill, 1990; Rutter, 1980, 1982; Rutter, Angold, Harrington, 
Nicholls and Taylor, 1989; Rutter, Izard and Read, 1986. Depression is also more frequent in 
adolescent girls than in adolescent boys (Girgus, Nolen-Hoeksema and Seligman, 1989; Rutter, 
1980, 1982: Rutter. Graham, Chadwick and Yule, 1976; Rutter et al., 1986, 1990). One study 
reports that depression is twice as common in boys before puberty and twice as common in girls 
after puberty (Rutter et al., 1986). 

Not all reports have demonstrated this rise in the rate of depression and the change in the sex 
ratio across puberty (Rierdan et al., 1987; Simmons and Blyth, 1987). As both Rierdan er al. (1988) 
and Harrington et al. (1990), point out, however, this is difficult to interpret due to lack of 
homogeneity in both the samples studied and the measures taken. 

The model proposed here puts forward one explanation as to why girls may become more 
depressed around the time of puberty and significantly more depressed than boys. Specifically it 
is suggested that girls will start to become more dissatisfied with their bodies at just the time when 
they begin to develop more body fat (Rutter, 1980). 

Bodily changes during puberty influence self perception and it is at this time that sex differences 
in children’s body satisfaction appear (Polivy and Herman, 1983; Rierdan and Koff, 1985). These 
sex differences intensify throughout adolescence as girls become less and less satisfied with their 
bodies (Rierdan et al., 1987). At every age they are less satisfied than boys (Girgus et al., 1989). 
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Further, girls perceive larger and larger discrepancies between their actual shapes and their ideal 
shapes with age. Girls want to be increasingly thin. This is not the case for boys (Girgus et al., 
1989). 

In a culture that idealizes thinness in women adolescence is a particularly difficult time for 
the young girl. Girls learn early on that appearances are important, and they become extremely 
sensitive to the cultural demands of femininity (Streigel-Moore et al., 1986). When the feminine 
ideal is prepubescent, an emaciated woman with slender hips and breasts, the adolescent girl 
views her own body with extreme dissatisfaction. This becomes increasingly so as physiological 
changes take place during puberty, since at this time weight gain for girls is primarily in fat 
(Striegel-Moore rt al., 1986). Therefore it is not surprising that adolescent girls become more 
dissatisfied with their bodies than do boys. Puberty takes them further from the pre-pubescent 
cultural ideal while it takes boys closer, since weight gain for boys is primarily in muscle 
(Streigel-Moore et al.. 1986). 

It is precisely because the discrepancy between ideal and actual body image emerges for girls as 
they go through puberty that they are more likely to be dissatisfied with their bodies at just the 
same time that they come to believe that the way they look is important. According to the model 
presented here, they are more likely than adolescent boys to become depressed either because they 
believe they are unattractive or because they are more likely than boys to diet (Garner and 
Garfinkel, 1980; Striegel-Moore et al., 1986) and typically fail. 

There is some evidence for this hypothesis. It has been demonstrated that a negative body image 
correlates with depression during adolescence in both girls and boys (Girgus et al., 1989; Rierdan. 
1985. 1987). Further, body image satisfaction accounts for a small but significant part of the 
variance in predicting those girls at risk for depression (Rierdan et al., 1990). Body image 
satisfaction also predicts those girls who will become depressed after menarche when controlling 
for depression before menarche (Rierdan et al., 1989). Finally, Girgus et al. (1989) report that girls 
who are dissatisfied with their bodies are more likely to become depressed when they are faced with 
negative life events than are girls who are satisfied with their bodies. This was not the case for boys, 
depression following negative life events was independent of body image satisfaction. 

According to the model presented here adolescent girls are also therefore more likely to develop 
an eating disorder than boys. 

THE PRESENCE OF A SEX RATIO IN DEPRESSION AND EATING DISORDERS 

EXCLUSIVELY IN WESTERN SOCIETY 

Some evidence suggests that cultures that have the thin ideal also have more depression in women 
than in men. They also have eating disorders. 

The presence or absence of a thin ideal across cultures has not been systematically examined to 
date. However, Sobal and Stunkard (1987) reviewed 137 studies in both developed and developing 
countries of the relationship between socioeconomic status and obesity in men, women and 
children. They report that in certain developed countries by and large there is more obesity in the 
lower classes. This was only clearly the case for women and there were no consistent findings for 
either men or children. In developing countries Sobal and Stunkard (1987) find that the relationship 
is as consistent but in the opposite direction. There is more obesity in the higher social classes in 
men, women and children. As Sobal and Stunkard (1987) point out, this fat ideal is the reverse 
of western attitudes both among women and towards feminine beauty. 

The incidence of a significant sex ratio showing a higher rate of depression among women 
across cultures has been documented by Nolen-Hoeksema (1987). She reports that this sex ratio 
is found only in western industrialized countries. It is not found in rural, non-modern societies. 
In Table 1, I present the absence or presence of the thin ideal, as defined by thinness in the higher 
socioeconomic ciass, in a number of cultures. I also present the presence or absence of a higher 
rate of depression among women than among men. Where there is data on both variables (in six 
cases) there is no culture that has the thin ideal without also having significantly more depression 
in women. Further, all cultures that do not have more depression in women also do not have the 
thin ideal. This data supports the hypothesis that a thin standard for women predisposes a culture 
to a higher rate of depression among women than among men. 
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Table I. The thin ideal for women across cultures and its relationship 
to the female/male sex ratio in depression. (Numbers correspond to 

references) 

Culture Thin ideal* Sex differencet 

American whites 
New Zealand 
Sweden 
United Kingdom 
Nigeria 
India 
Germany 
Holland 
Czechoslovakia 
Australian Aborigines 
Colombia 
De Cunha Islands 
Xhosa 
Australia 
Canada 
Denmark 
Hong Kong 
Iceland 
Iran (urban) 
Israel 
Kenya 

Egypt 
Iran (rural) 
Iraq 
Rhodesia 
Uganda 

X 
X 
X 
X 
0 
0 
X 
X 
X 
0 
0 
0 
0 

l-24 X 
28,29 X 
39-41 X 
30-37 X 
49 0 
42.43 0 
38 
2621 
25 
44 
45.46 
48 
41 

X 
X 
X 
X 
X 
X 
X 

x0 
0 
0 
0 
0 
0 

I-13 
I6 
21.22 
14.15 
l9,20 
17. I8 

23-25 
26 
27-29 
3 
32.33 
34 
37.38 
39 
30 
35 
36 
40 
41 

X = Thinness associated with the higher class and more women 
depressed than men; 0 = Obesity associated with the higher class 
and no significant sex difference in depression. A blank entry 
denotes no available data. 

*References taken from Sobal and Stunkard’s (1987) review article 
(see Appendix A). tReferences taken from Nolen-Hoeksema 
(1987) (see Appendix B). 

Table 2. The thin ideal for women across cultures and its relation- 
ship to eating disorders. (Numbers correspond to references) 

Culture Thin ideal* Eating disordert 

American whites 
Czechoslovakia 
Germany 
Holland 
New Zealand 
United Kingdom 
India 
Australia 
Belgium 
Canada 
China 
Denmark 
Finland (eastern) 
Japan 
Malaysia 
Switzerland 
South Africa (Caucasian) 
American blacks 
Arab cultures 
Maoris 
Muslims 
New Guinea 
West Africa 
Sweden 
Aborigines 
Colombia 
De Cunha Islands 
Nigeria 
Xhosa 

X I 
X 2 
X 21 
X 3 
X 5 
X 6 
0 4 
X 18. I9 
X 28 
X 20 
X 5 
X 21 
X 22 
X 17, 24,25 
X 8 
X 23 
X 26 
0 7,9-I3 
0 I4 
0 5 
0 5 
0 IS 
0 I6 

X = Eating disorder reported and thinness associated with the higher 
social class; 0 = No eating disorder reported and obesity associ- 
ated with the higher class. A blank entry denotes no available 
data. 

*See Table I. tSee Appendix C. 

Exactly parallel findings have been obtained for the thin ideal and eating disorders. It has been 
suggested that anorexia and bulimia are limited to western culture (Garner and Garfinkel, 1980). 
To date, however, this claim has not been sufficiently substantiated (Prince, 1985). An extensive 
search of the cross-cultural literature on eating disorders by the present author is summarized in 
Table 2. I have presented each culture that has a reported sample of anorexic or bulimic cases. 
I have also presented studies which have failed to find eating pathology in a specific culture. 
In general eating pathology exists in western cultures but not in non-western cultures. 

When we compare the absence or presence of anorexia and bulimia with the absence or presence 
of the thin ideal in a culture, we find that of the seven cultures for which we have both eating 
disorder data and class preference data, all cultures that have eating disorders have the thin 
ideal. Further, no culture that does not have the thin ideal has eating disorders. This is strongly 
in line with the suggestion that the presence of the thin ideal predisposes a culture to eating 
disorders. 

Studies of women who have changed cultures provide additional evidence of the effect of the 
thin ideal on the presence of eating pathology. Non-western women, when placed in a western 
culture, soon lose the ideal of feminine beauty held in their own culture and internalize the thin 
ideal held in the west. These women are then more likely to develop an eating disorder than are 
other women who remained in their own culture. It appears that exposure to middle-class values 
in the west, which include the idealization of thinness in women, increases the risk of eating 
disorders (Buchan and Gregory, 1984; Furnham and Alibhai, 1983; Hooper and Garner, 1986; 
Naser, 1986; Silber, 1986; Thomas and Szmukler, 1985). 

In conclusion. the presence of the thin ideal in a culture is associated with both more depression 
among women than men in that culture and with the presence of eating disorders. Table 3 compares 
all three of these factors simultaneously by looking at: (1) the thin ideal; (2) eating disorders and 
(3) more depression in adult females across cultures. In the four cultures for which there is data 
for all three variables, that is. America, India, New Zealand, and the United Kindgom, there is 
no discrepancy. If one variable is present all three variables are present. If one variable is absent 
all three variables are absent. 
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Table 3. The thm ideal. the female/male sex ratio in depression 
and eating disorders 

Culture Ideal* 
Sex 

differencet 
Eating 

disorderx 

American whites 
New Zealand 
United Kingdom 
India 
Sweden 
Nigeria 
Czechoslovakia 
Germany 
Holland 
Australia 
Canada 

X 
X 
X 

X 
X 
X 
0 

X = Thinness associated with the higher class. more depression in 
women than men, and eating disorder reported; 0 = Obesity 
associated with the higher class, absence of a significant sex 
difference. and no eating disorder reported. A blank entry 
denotes no available data. 

*See Table I. tSee Table I. iSee Table 2. 

These data support the hypothesis that the presence of the thin ideal in any culture predisposes 
the culture to a higher rate of depression among women than among men and to eating pathology 
in a small subset of women. 

THE COHORT EFFECT: WHY IS THERE MORE DEPRESSION WITH EARLIER 

ONSET AND MORE EATING DISORDERS NOW? 

The rate of depression has been increasing, especially among young adults and adolescents as 
has the incidence of eating disorders. One factor that may contribute to this trend, at least in part, 
may be the rise of the thin ideal in this century. This factor may also be partly responsible for the 
earlier onset of depression we see today. 

Today’s cultural standard for thinness has not always been accepted. The thin ideal has become 
increasing emaciated over the past 20 yr (Garner and Garfinkel, 1980). In an attempt to document 
the shift in this cultural preference Playboy centrefolds from 1959 to 1979 were selected. These were 
compared to the nationwide female average weight matched for age and height. In 1959 the 
centrefolds on average weighed 91% of the average woman. By 1979 they weighed 84% (Garner 
and Garfinkel, 1980). These results were substantiated when the Miss America Pageant Contestants 
were viewed over the same time period. There was a 0.13 kg decline in weight per year for the 
contestants and a 0.17 kg decline for the winners (Garner and Garfinkel, 1980). 

These results were particularly striking when we consider that the average woman under 30 has 
become heavier while the ideal has become thinner (Garner and Garfinkel, 1980). Given the greater 
discrepancy between the ideal presented and the actual weight of the average woman, it is hardly 
suprising that there is also a dramatic increase in the number of dieting articles in popular womens’ 
magazines (Garner and Garfinkel, 1980). 

The greater discrepancy between the thin ideal and the weight of the average woman across time 
may produce more body dissatisfaction in women in this generation than in the last. As a result 
more women may be depressed today and there may be more eating pathology. The earlier onset 
of depression may also be predicted since pubescent girls exposed to the thin ideal at just the time 
that they begin to develop more body fat will be more likely to be dissatisfied with their bodies 
at an earlier age than those girls who went through puberty in earlier times when the ideal was 
not operating. 

In conclusion, the increasingly thin ideal for female beauty over the past few decades may 
explain, at least in part, the present rise in the rate of depression among women and the increasingly 
early onset of depression. It may also explain the same cohort effect that has occurred with eating 
disorders. The incidence of anorexia and bulimia has risen as the ideal body has become thinner. 
Additional factors may be operating to produce these effects, but this model at least points to one 
factor. 
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SUMMARY 

a model 
a causal 

a subset 
a number 

I have 

I have a causal model. 
The basic tenets need to be tested more directly. A more decisive test would be a longitudinal, 
cross-cultural puberty study. The model would predict that in a culture that held the thin ideal we 
would see a much larger increase in depression in girls than in boys beginning at puberty and 
continuing through adolescence. Individual differences in depression would be preceded by 
individual differences in body dissatisfaction and the importance attached to it. In a culture that 
does not hold the thin ideal there would be no difference in the rates between girls and boys across 
the same time period. 

Finally, the model implies that if the thin ideal of western cultures were replaced by a more 
realistic (i.e. fatter) ideal, there would be less depression and less eating pathology among women 
in those cultures. Although it could be argued that women want to be thin because, in general, 
men are sexually attracted to thin women and simply making the ideal heavier will not change this 
preference nor ultimately the amount of female depression. Mens’ attraction to very thin women, 
however, may be exaggerated by women. In the Fallon and Rozin (1985) study men tended to 
choose a heavier figure as their ideal feminine body than women believed men found attractive. 
Womens’ preoccupation with thinness may not reflect an accurate perception of mens’ preferences. 
Instead it more probably reflects the aspiration to look like the women in fashion and beauty 
advertisements. 

How can a culture change its body ideal? One way which we may currently be seeing is through 
the use of heavier models in popular womens’ magazines. If the models that women aspire to look 
like become heavier, women will perhaps feel happier with a few pounds more than they do today. 
Even the use of heavier models does not, however, rid us of the fact that models tend to come in 
the currently fashionable size and shape while women do not. For as long as women try to look 
like a current ideal they will persevere in their attempts to change themselves. It is, at any rate, 
time to encourage an ideal that will better serve the physical and psychological health of women. 

Of course another ‘treatment’ is to de-emphasize the importance of weight. Although middle- 
aged men in the Rozin and Fallon (1988) study reported a disparity between their ideal and their 
actual body image, it seems to have few negative effects on them. It may be because they did not 
think the disparity was very important. This alternative, however, may be difficult to achieve in 
a society dedicated to the pursuit of thinness. 

Finally, my argument against dieting and thinness is not the same thing as an argument against 
fitness. If women considered beauty to come from good health, rather than emaciation. depression 
and eating disorders would take less of a toll. 
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