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CHAPTER : 1
INTRODUCTION

1. Introduction:

Rapid changes are being carried out in every walk of life due to
the development of science and technology and industrialization,
urbanization in modern age. On account of this, life style of human beings
is being changed. Changed life style has increased human needs. Due to
the blind running after the means of material happiness, the proportion of
complication, conflict, anxiety, pressure, frustration have increased. Such
situation produces stress. There are individual differences in coping with
such stressful situation. Some people face stressful situations quietly, while
some others become the victim of behavioral disorders.

Rapid changes in the life style of modern age have made the role of
women complex. The women have to against simultaneously with individual
family, social, vocational and cultural situation. In during so the women
experiences severe stress. Such severe stress brings mental disorder in
women. Amongst different disorders prevailing in current age, the proportion
of eating disorder is more. Such disorder is found more in women than
men. Specifically, it is found more in women between age of 18 to 35 years.
There are also types of eating disorders (1) Anorexia Nervosa (2) Bulimia
Nervosa.

Such belief prevails amongst women that thinness of body brings
success, attraction, health, happiness are popularly. It is helpful in adjusting
with family members while on the other side instead of eating for survival,

people live for eating. Food has become pleasurable activity today. It has
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become a sign of social complication to eat Gujarati, Punjabi, Marathi,
Chinese, and Continental Mugalai and invite friends and relatives to eat
such items. On account of such items. On account of such opposing
tendencies, some women d more dieting than necessary while some women
eat more than necessary (They become foodaholics) and some others
become the victim of bulimia nervosa. Some other women are keeping
themselves thin and in the anxiety of becoming overweight become the
victim of anorexia nervosa. Some women believe that dieting disturbs their
lifestyle. As a result they being to take more food and become the victim of
Obesity.

The study of personality indicates that the women who have become
the victim of Anorexia Nervosa, whose weight is balanced, are found more
neurotic or obsessional. The women who had decreased their weight is
balanced are found more neurotic or obsessional. The women who had
decreased their weight by dieting are more introvert, more anxious are
more parasite than women of normal weight. While the women who had
become the victim of bulimia Nervosa or Obesity are anxious, depressed
and with low self esteem. They wish to be perfect, yet have a poor self-
image, negative self worth are shy are lack assertive. They are often pre-
occupied with fewer rejections in sexual relationship and with not being
attractive enough to please a man.

In the present research, the attempt has been made to make
comparative study of self-concept, anxiety and body image of women
suffering from eating disorder and Normal Women between age 15 to 25

age and 30 to 40 years.



2. Case Study of Jessica & Elise

2.1. Jessica , a 20 years old college junior majoring in psychology, was a

model student. She worked hard, earned excellent grades, and high
ambitions for a future career. Like many young college women, Jessica
wanted to lose a few pounds-8or10. However, unlike most other women,
she was already dangerously thin — five feet four inches tall and weighting
81 pounds. Jessica had anorexia nervosa, an eating disorder that intentional
starvation and a distorted body image.

At age 15, Jessica weighed 130 pounds, ate well, and was a normal
teenager. In 4 years all this had changed. When she was 16, Jessica took
a job as a dance instructor. Her employer suggested that she lose a few
pounds, so Jessica began a conscientious program to lose weight. When
her weight dropped to110 pounds, her parents, boyfriend, and girlfriends
all complemented her on how good she looked. However, Jessica continued
to diet, and her eating habits became stranger as her concern with weight
intensified. She would skip breakfast but drink five or six cups of coffee
every morning. Her only food of the day was lunch, which consisted of a
slice of low-calorie cheese on a half of it. After eating, she would pick at her
lunch for 20 1030 minutes and eventually consume about half of it. After
eating, she goes to the dance studio, where she exercised strenuously for
6 or 7 hours. After work, if daylight permitted, she would ride her bike for
several miles or play a couple of sets of tennis. In addition to her morning
coffee, she would drink one or two cups of hot tea and three or four diet drinks

a day.



As her weight continued to drop, Jessica began to hide her weight
loss beneath large, loose-fitting clothing. She weighed herself several times
a day and spent a good deal of time looking at herself in a mirror. Where
others saw an emaciated body, Jessica always saw a figure that seemed too
fat. She also worried that her parents or doctor would put her in a hospital and
forces her to gain weight.

When her weight dropped below 90 pounds, Jessica began noticing
soft black hair growing on parts of her body. At the same time she began to
feel cold all the time. Even on hot summer days. Despite constantly feeling
sick, Jessica was neither concerned nor displeased about her loss of weight.
Except for believing that she was a little too fat, she liked her body as it
was and had no desire to reverse the downward spiral of weight loss. On
the contrary, she became even more determined to loss additional weight

and began to fast completely for 4 or 5 days at a time.

2.2. Elise was a senior in high school who had always been an excellent
student. She made good grades and was involved in much school — related
activities, but like Jessica and many other young women, she was unhappy
with her weight. Elise wanted to weight less than 100 pounds, a weight she
felt was reasonable for her 5’2"frame, but she weighed over 120 pounds.
She began eating less — not eating at all during the day, missing dinner
due to school —related activities, and fooling her family in to thinking that
she was eating. Like Jessica, she tended to wear baggy clothing, so at first
her family and friends did not notice her weight loss. Unlike Jessica, Elise

found fasting difficult and did not feel like exercising to lose weight, so she



began to vomit as a way to compensate for eating. Soon she added laxatives
as an additional technique. She kept both practices secret from her family,
who she believed would have tried to stop her.

It was not her disordered eating that resulted in her receiving
treatment, but rather it was signs of depression — she cried easily, was
always tried, and didn’t seem to enjoy anything. Elise’s family insisted that
she go to a psychiatrist, who recognized her eating problems and tried to
get Elise to recognize them, too. Elise listened to her psychiatrist and trusted
her, forming a positive relationship, but she resisted the notion that she
had an eating problem.

Not only did Elise deny her eating problem, but she also continued
to vomit to abuse laxative as ways to lose weight. By the time she graduated
from the high-school, she has lost more than 15 pounds (but still weighted
104 pounds, 5 pounds away from her goal). Her weight begun to be an
issue with her family and friends, who told her that she was too thin and
that she looked terrible. Despite the amount of weight she had lost, she
dint meet the criteria to be diagnosed as anorexic according to the diagnostic
and statistical manual of eating disorder (American Psychiatrics association,
1987.1994). Those criteria includes weight lost to the point that the person
in 15 % below ideal weight which Elise was not. However, she executed
that distorted body image, fear of gaining weight and amenorrhea (cessation
of menstrual periods) that are symptoms of Anorexia.

Elise’s diagnosis was “Bulimia”, an eating disorder consisting of Binge
Eating followed by some methods to compensate for the Binge such as

fasting, excessive exercising or purging through either vomiting or using
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laxatives. Elise executed these symptoms forcing herself to vomit and
abusing laxatives, even when amount of food she had eaten was not excessive.

Elise’s eating problems got worse when she begun college. She
purged by both vomiting and using laxatives but more laxatives she
consumed, the less effective they became. So she increased the dosage
to the point of once taking 45 tablets in less than 2 days this precipitated a
medical crisis, resulting in her being hospitalized and receiving
psychotherapy, her therapist tries to convincing Elise to except a reasonable
body image to eat reasonably, and to stop purging.

Elise tried hard to get better over the next five years but her distorted
body image continued. She still unhappy with her weight but she continuous
to work on her recovery. She purged for years but say that urged to do so has
decreased.

Like millions of Americans Jessica and Elise suffer from some from
eating disorder. And eating disorder is any serious and habitual disturbance
in eating behavior that produced unhealthy consequences. This definition
excludes both starvation resulting from inability to find enough food and
unhealthy eating resulting from inadequate information about nutrition. Also
excluded are disturbance in eating disorder such as pica or eating of non-
nutritive substance such as plastic and wood, and the rumination disorder
of infancy-that is, regurgitation of food without nausea or gastrointestinal
illness. Neither of these later disorder present serious health problems to

adults and they are from relatively minor importance in health psychology.



3. Eating Disorder:

Besides overeating, to the other eating disorder has received
considerable attention both in popular media and in scientific literature.
These unhealthy eating habits are anorexia nervosa and Bulimia.

The term Anorexia nervosa means lack of appetite due to a nervous
or physiological conditions, bulimia means the continuous, morbid hunger.
Neither meaning however, is quite accurate. The patterns of eating behavior
to which these label apply are only marginally related to the literal meaning
of the two terms. People with anorexia nervosa have not lost their appetite,
ordinary they are perpetually hungry, but they insist that they do not wish to
eat. Like Jessica, these people become preoccupied with losing weight,
and their self induced starvation often results in a life threatening conditions.
Similarly, bulimia comes to mean more than continuous morbid hunger.
Achieve identifying mark of these eating disorder is repeated Binging and
Purging, the purge usually coming after eating hung quantities of food,
usually high in calories and loaded in carbohydrates, fat, or both. Like
Elise, people with bulimia ordinarily purged by Vomiting, but fasting and
using laxatives and diuretics are also frequently part of the purging process.

These two eating disorders obviously common and Elise experience
symptoms of both. Infect many authorities regard them as two dimension
of the same iliness. Others see that as two separate but related illnesses.
We regard neither of them as an illness; they are both unhealthy eating
patterns that, along with overeating, may eventually produced physical

illness.



3.1 Symptoms of Eating Disorders:

Here is a list of thing that might be noticed in individuals who have

an eating problem.

3.1.1.

a A A M

Behavioral Symptoms:

Dramatic weight loss in relatively shot period of time

Wearing weak and baggy clothes of dressing in layers to hide body
shape/ or weight loss.

Frequent trips to the bath room immediately following meals (Some
times a complained means water running in the bath room in long
period of time to hide the sound of Vomiting.)

Visible food restriction and self starvation.

Visible binge eating and / or purging.

Use of hiding, use of dieted pills, laxatives ipecac syrup, or enemas.
Hiding food in strange place (Closet, cabinets, suit case, under the
bed). to avoid eating or to eat at a later time.

Flushing uneaten food down the toilet (can cause sewage problems).

3.1.2. Cognitive Symptoms:

€

a M A A A A

Obsession with weight or with weight problems (even if “average
“weight or thin).

Obsession with calories with fat contains of food.

Obsession with continuous exercise.

Isolation, that is, fear of eating around and with others.
Pre-occupied thoughts of food, weight, and cooking.

Self defeating, statements after food consumption.

Perfectionist personality.

10



3.1.3. Emotional Symptoms:
€ Low self esteem, feeling worthless, individuals often putting
themselves down and complaining of being “to stupid” or “To fat”
and saying they don’t matter.
€ Need for acceptance and approval from others.

€ Mood swings; depression.

3.2. Types of eating disorder:
3.2.1. Anorexia nervosa:

Anorexia nervosa is a major eating disorder associated with refusal
to maintain a minimally normal weight. The word “anorexia” is derived from
the Greek for lack of appetite or avoidance of food (Blinder & Chao, 1994).
Although lack of appetite is a misnomer, people who have anorexia nervosa
do avoid food. They are quite thin- too thin-and they want to be thinner. In
fact they think they are fat and have an intense fear of gaining weight or
becoming fat. It is common for individuals with anorexia to deny the
seriousness of low body weight.

What, exactly, is anorexia nervosa? Most people have heard of
anorexia, but it is important to know the criteria used to determine if a
person has this eating disorder. The Diagnostic and Statistical Manual of
Mental Disorders-IV-TR (APA, 2000a) provides the criteria for defining
anorexia nervosa. The specific criteria used to define each kind of psychiatric

or psychological disorder are contained
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3.2.1.1. Diagnostic Criteria for Anorexia Nervosa:

A. Refusal to maintain body weight at or above a minimally normal
weight for age and height, (e.g. weight loss leading to maintenance
of body weight less than 85 % of weight less and 85 % of that
expected, or failure to make accept weight gain during period of
growth, leading to body weight less than 85 % of that expected.)

B. Intense fear of gaining weight and becoming fat, even though under
weight.

C. Disturbance in weight in which once body weight or shape is
experienced, undue influence of body weight or shape on self
evaluation, or denial of the seriousness of the current low body weight.

D. In postmanarcheal female, amenorrhea, i.e. the absence of the at
least three consecutive menstrual cycle.(A woman is considered to
have amenorrhea if her periods occur only following hormones, e.g.
Estrogen administration.).

When psychologist and Psychiatrist is assessing an individual for
an eating disorder, it is appropriate begin with the criteria for the
Anorexia, if the individuals does not meet these criteria, the next
one who consider are those for Bulimia. Finally, the criteria fro the
eating disorder not otherwise specified are used if the person does
not meet the criteria for either Anorexia or Bulimia. It is clear that
eating and body weight are issues of concern of all three of these

eating disorder

12



3.2.1.2. Description of anorexia:

Like Jessica, most anorexics are young, white women who are
outwardly compliant and high achievers in school. They are preoccupied
with food; usually like to cook for others (Jessica didn’t), insist that others
eat their food, but eat almost nothing themselves. They lose from 15%
to50% of their body weight, yet continue to see themselves as overweight.
Like Jessica they are ambitious, perfectionist, and come from high achieving
families. Preoccupation with body fat usually leads to a strenuous program
of exercise- dancing, logging, calisthenics, or playing tennis. Excessively
active and energetic behavior continues until their weight loss reaches a
level that produce fatigue and weakness, making further activity impossible.

Whether the characteristics connected with anorexia precede the
weight loss or are a consequence of starvation. For example, anorexic
women often display some hostility toward their mothers. But whereas many
anorexics exhibit an increase in hostility before their excessive dieting, for
others the mother daughter friction seems to revolve around the daughter’s
lack of concern over weight loss that the mother considers alarming.

A second characteristic that may either precede or follow dieting is
amenorrhea, cessation of the menses. Because the attainment of a given
percentage of body Ft is necessary for menstruation, post pubescent women
develop amenorrhea if they lose enough weight. However, cessation of
the menstrual cycle often precedes dieting (Neuman& Halvorson, 1983).
This somewhat puzzling event reinforces the view that simple explanations
of anorexia nervosa are inadequate and that complex factors are related

to both the causes and the course of the disorder.
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After substantial weight loss occurred, individual differences tend to
disappear; accounts of the disorder itself are remarkably similar.
Interestingly, most of the descriptions are also consistent with the sketch
of starving conscientious objectors drawn by Keys et al. (1950). Thus, these
conditions are probably an effect of starvation and not its cause. As weight
loss becomes more that 25% of one’s previous normal weight, the person
constantly feels chilled, grows a soft, downy covering of body hair, loses
scalp hair, loses interest in sex, and develops an unusual preoccupation
with food. As starvation nears a perilous level, the anorexic becomes more
hostile toward family and friends who try to reverse the weight loss.

Many authorities, including Hilde Bruch (1873, 1978, 1982), have
regarded anorexia nervosa as a means of gaining control. Bruch, who
spent more than 40 years studying eating disorders and the effects of
starvation, reported that prior to dieting, anorexics typically are troubled
girls who feel in capable in changing their leaves. These young women
often see their parents as over demanding and absolute control of their
life, yet they remind to complain to rebel openly. They try to seize control of
their life in the most personal manner possible: by changing the shape of
their bodies. Short of force-feeding, no one can stop these young women
their own body size and shape. They take great pleasure and pride in
doing something that is difficult and often compare their superior willpower
with that of others who are overweight or who shun exercise. Bruch (1978)
stated that anorexics enjoy being hungry and eventually regard any food in

the stomach as dirty or damaging.
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Becky Thompson (1994) has taken a somewhat different view,
holding that women often use eating as a way to cope with problems in
their lives. Thompson proposed that explaining anorexia as an extension
of fashion -consciousness is demanding to women, trivializing the problems
that prompt eating disorders. In interviewing and treating a verity of women
from many ethnic backgrounds, Thompson concluded that physical,
psychological and sexual assaults on women are among the factors

contributing to eating problems.

3.2.1.3. Who Is Anorexic?

Anorexia nervosa cuts across cultural boundaries (Steinhausen,
Winkler, & Meier 1997), but it remains somewhat more prevalent among
upper-middle-class white women in North America and Europe. In terms
of incidence most clinicians and researchers believe that anorexia has
become more common in United States then it was 40 years ago, but
Anorexia Nervosa is still a very rare disorder one estimate ( Hoek, 1993),
placed the incidence of Anorexia at about 8 for every 1,00, 000 people per
year. However among some populations incidents rates are much higher.
Young women between the age of 15 to 19 are at elevated risk (Lucas,
beard, O’Fallon, & Kurland, 1991, Steinhausen, et al. 1997), and young
women who attended ballet classes or modeling academics are at especially
high risk, the competitive, weight conscious atmosphere of professional
school for dance and modeling promote their development of Anorexia,

and 6.5 % of dull students and 7 % of modeling students made the diagnostic

criteria for Anorexia Nervosa (Garner & Garfinkel, 1980). Athletics
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competition is also a risk of Anorexia and Athletes weight with eating disorder
can be found in programmes for all sports, even though they do not
emphasized appearance and overly thin body (Thompson & Shareman,
1993). In addition, women who participate in study about eating disorder
may be more likely to have such disorder and there absence lowers the
frequency estimates below the actual number (Beglin & Fairburn, 1992).
Analyzing a number of studies that used different methodologies led to the
conclusion ( Hsu, 1990), that the prevalence of Anorexia Nervosa in all
women in the United States and Western Europe is between 0.7 % and
2.1 %. Over the years Anorexics have tended whelmingly to be women
and research and treatment have focused on women. Men make up about
5 %t to 10 % of all Anorexics (Garfinkel & Garner, 1982). These estimates
that 90 % to 95 % of all Anorexics are Women — has remind constant over
a period of years but it is based on mostly on clinical impression and
incomplete empirical data.

Male Anorexics are quite similar to female Anorexics in social class
and family configuration, symptoms, treatment and prognosis as well as in
the behaviors and personality characteristics before the onset of Anorexia
(Crisp & Burns, 1990), but men are less likely then women to receive a
diagnosis. In addition gay men are slightly Overrepresented among the
Anorexics but sexual orientation probably nor important factor in Anorexia
among men, indeed, one recent study ( Carlat, Camarlgo, Herzog, 1997),
found that more than half of male Anorexics identified themselves as sexual,

a finding consistent with lose of sexual interest among female Anorexics.
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3.2.2. Bulimia Nervosa:

Bulimia is often regarded as companion disorder to Anorexia Nervosa.
Like Anorexia, Bulimia affects mostly women and often centers on
maladaptive attempts at weight control. Unlike Anorexics, who rely mostly
on strict fast to lose more and more weight, Bulimics engaged in Binged
Eating, that is they consume hung quantities of food in an uncontrolled
manner as defined by the fourth edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM- |V) of the American Psychiatric
Association (1994) bulimia nervosa involves recurrent episodes of binge
eating, a sense of lack of control overeating and inappropriate, drastic
measures to compensate for binging. Some bulimic fast or exercise
excessively but most used self induced vomiting to maintain to relatively
normal weight. Binge eating may occur without any attempts to purge, but
this pattern does not meet the DSM-IV criteria for bulimia.

The seemingly bizarre practice of binge eating followed by purging
is not new. The ancient Romans sometimes indulged in very similar eating
rituals. After they had feasted on great quantities of rich food, these Romans
would retire to the vomitorium, empty their stomachs, and then return to
eat some more (Friedlander, 1968). The ancient Romans were neither the
first nor the last to binge and purge, but theirs was perhaps the only society
to have elevated this practice to such a refined state. Today, millions of
women (and a smaller number of men) continue this custom of bingeing

and purging as a means of controlling weight.
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3.2.2.1. Diagnostic Criteria for Bulimia Nervosa:

A. Recurrent episodes of binge eating. An episode of eating is
characterized by both of the following:

1) Eating, in discrete period of time (e.g., within any 2-hour
period), an amount of food that is definitely larger than most
people would eat during a similar period of time and under
similar circumstances.

2) A sense of lack of control over eating during the episode (e.g.
a feeling that one cannot stop eating or control what or how
much is eating).

B. Recurrent inappropriate compensatory behavior in order to prevent
weight gain, such a self-induced vomiting ,misuse of laxatives,
diuretic, enemas, or other medications, fasting or excessive exercise.

C. The binge eating and inappropriate compensatory behaviors both
occur, on average, at least twice a week for 3 months.

D. Self-evaluation is unduly influenced by body shape and weight.

E. The disturbance does not occur exclusive during episodes of

Anorexia Nervosa.

3.2.2.2. Description of Bulimia:

In many ways, Elise, our second case study, was not typical of people
with bulimia, but in other ways she was. Like most other bulimics, she
began purging as part of a diet. The common pattern of bulimia involves
binge eating compensated by fasting, with this pattern developing into one

of vomiting or laxatives abuse or both as methods of purging. Unlike most
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bulimics, Elise’s binges were never a central part of her eating problem,
but her purging behavior was. Like most bulimics, Elise felt guilty about her
bingeing and purging and after several years, managed to end this cycle.

Depression is a frequent correlate of bulimia, but some authorities
question whether it is a cause or an effect. One study (Pope & Hudson,
1984) reported that half the bulimic women had been depressed for a year
or more before the onset of bulimia. Whether depression causes the bulimia
or bulimia causes the depression is still unknown, but the majority of bulimics
experience depression.

A second correlate of bulimia is a history of alcohol or drug abuse.
Research suggests that other people to have serious problems with alcohol
(Cauwells, 1983; Garfinkel & Garner, 1982; Pope & Hudson, 1984). In
addition, binge eaters have higher rates of substance abuse, drunkenness,
marijuana use, and cigarette use than the population at large (Holderness,
Brooks-Gunn, & Warren, 1994). Like many college students, Elise’s alcohol
use was not always wise, but her into serious trouble, and except for
laxatives, she dint misuse drugs.

Another behavior more common among bulimics than among the
general population is Kleptomania , the compulsive stealing of unneeded
items. Although most kleptomania bulimics steal food and laxatives-items
related to their bingeing and purging-they may also pilfer such items as
alcohol, clothing, cosmetics, and jewelry. in other words, although bulimia
is an expensive habit and some bulimics steal to obtain food, a
disproportionate number seem to take items that have no relationship to

food or to their bingeing (Pyle, Mitchell, & Eckert, 1981).
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Childhood experience with sexual abuse, physical abuse, and
posttraumatic stress are additional correlates of bulimia (Dansky, Brewerton,
Kilpatrik, & O’Neil, 1997; Welch, Doll, & Fairburn, 1977). Adisproportionate
number of female bulimics have been victims of sexual abuse during
childhood. Stephen Wonderlich’s team of researchers (Wonderlich,
Wilsnack, Wilsnack & Harris, 1996) surveyed a nationally representative
sample of bulimic women and reported that nearly of bulimic women and
reported that nearly one-fourth of all female victims of childhood sexual
abuse displayed bulimic behaviors later on. Wonderlich et al. called
childhood sexual abuse a significant risk factor for bulimia and estimated
that a substantial fraction (one-sixth to one-third) of bulimic behavior in
women is attributable to childhood sexual abuse. A later review of more
than 50 studies (Wonderlich et .al, 1997) showed that childhood sexual
abuse is more closely associated with bulimia then it is with anorexia.
Although not all Victims of childhood sexual abuse become bulimic and
not all the bulimics are victims of childhood abuse, there is a relationship
between the two.

Perhaps as a result of depression, a substantial number of bulimics
attempt suicide. Two studies (Garfinkel & Garner, 1984; Pope &Hudson,
1984) found that between 20% and 33% of bulimics in treatment had made
at least one serious suicide attempt. Because many suicide attempts are
not successful, one might guess that bulimic women are not deadly serious.
However, bulimia remains a largely hidden disorder, and the possibility
exist that many young women who kill themselves were secretly suffering

from bulimia.
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Another characteristic of bulimia is a close relationship with food.
One study (Lehman & Rodin, 1989) revealed that bulimics derive a greater
percentage of their self-nurturance from food than from any other source.
However, while treating themselves with food, bulimics frequently criticize
themselves harshly. In addition, they tend to react more strongly to negative
events and to experience sustained negative reactions that interface with
effective coping. These findings painted a picture of bulimic’s as people
who use food for comfort. Because bulimics experience many negative
feelings and have difficulty coping with the negative experiences in their
lives, they have a great need for comfort.

Elise felt a lot of stress in her life when she started purging, and her
life centered on controlling her eating. When she ate more than she thought
she should (and her criteria were very strict) she would vomit or take
laxatives. Indeed, she often took laxatives in anticipation of eating and
feared her stomach being full for long. Unlike most bulimics, Elise dint plan
eating sprees in advance or collect special types of food for her binges.
Also unlike most bulimics, she was not completely secretive about vomiting
or laxative abuse. On other hand, Elise was like many other bulimics in her
continued belief that she was too heavy. She thought that if she could
weigh less than 100 pounds, she would be happier. This continued
dissatisfaction of one’s body reflects the distorted thinking that is even

more typical of bulimics than of anorexics (Cash & Deagle, 1977).

3.2.2.3. Who is Bulimic?
In at least one way the population of bulimics is quite similar to that

of anorexics. Both eating disorders occur far more often in women than in
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men, with about 90% to 95% of both groups being women (DSM 1V,
American Psychiatric Association, 1994). In other ways, however, the two
populations differ. Although anorexia nervosa is spreading to all social
classes and ethnic groups, upper middle- and upper class whites are still
overrepresented. Bulimia however is a more democratic disorder. Its
prevalence seems to be about equally spread throughout the various social
classes, although firm evidence for this assumption is still lacking.

How prevalent is bulimia? is its incidence increasing or decreasing?
Early surveys generally found high prevalence rates, much higher than the
rates for anorexia. Tow investigations of college students in the 1980’s
(Halmi, Falk & Schwartz, 1981; Pyle et .al., 1983) found that between 8%
and 13% of women met the DSM Il criteria for bulimia and that 1.4% of the
men was bulimic. Similarly, a survey conducted in a shopping mall (Pope,
Hudson, & Yurgelun-Todd, 1984) yielded an estimate of 10.3% of women
with binge eating and a fear of loss of control over eating.

However, the definition of bulimia has changed in later editions of
the American Psychiatric Association’s diagnostic and statistical manual
of Mental Disorder (DSM). The 1980 edition of the DSM (DSM-II1)-Which
yielded prevalence rates around 10% for women-failed to include purging
as an essential features of bulimia, defining it only in terms of bingeing.
Although bingeing may be fairly common, bulimia is not widespread
according to the definitions in DSM IlI-R (1987) and DSM IV (1994). These
stricter definitions, which include fasting, excessive exercising, or purging
as method of compensating for bingeing, have generally led to decreased

estimates if the prevalence of the disorder. More recent studies (Hoek 19983;
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pemberton, Vernon, & Lee, 1996) reflect these stringent criteria, yielding
low estimates of bulimia. Around 1% of women and about 0.2% of men
meets the current definition of bulimia.

Is prevalence of bulimia on the decreased? One review (Fairburn,
Hay, & Welch, 1993) noted not only higher rates of bulimia in younger
women but also higher lifetime occurrence. That is, women born after 1960
were at higher risk to have ever been bulimic than women born before
1950, indicating that the prevalence of bulimia is increasing. This estimate
held that between 0.5% and 1% of young adult women are bulimic, but this
may be an underestimate. Perhaps as many as 10% to 15% of college-
age women have engaged in binge eating on a regular basis, but with the
revised criteria of the DSM 1V, the rate for young women has dropped to

about 1% to 3%.

3.3. Obesity:

There are considerable controversy among nutritionists as to obesity
can be classified as an eating disorder. The problem is that people whose
weight is ‘normal’ often eat erratically, sometimes putting on weight,
sometimes losing weight. Recently a study was made of over 5000 food
choice at various restaurants, snack bars, and cafes. The conclusion of
the study was that the major influence on how much people ate was where
they ate, and that obese people had as wide a range of eating behavior as
‘normal’ people. On the other hand many researchers have shown that
obese people choose to eat more food and eat it more quickly than non-

obese people. Other researchers have argued that obesity, and particularly
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severe (or morbid) obesity, occurs in people with a psychiatric problem.
However, a study of severely obese people in United State showed that
anxiety, depression, low self esteem, and poor body image reported by
severely obese people were a result, rather than a cause, of their obesity.
The study added support to the theory that severe obesity is a habitual
disturbance of eating. The experience of nutritionists who try to induce
severely obese people to lose weight also suggests that obesity is an eating

disorder.

3.4. Effects of eating disorder:
3.4.1. Physical effects:

The physical effects can be serious, but are generally reversible if
the illnesses are tackled early. If left untreated, severe anorexia and bulimia
can be life-threatening. Responding to early warning signs and obtaining
early treatment is essential.

Both ilinesses, when severe, can cause: harm to the kidneys; urinary
tract infection and damage to the colon; dehydration, constipation and
diarrhea; seizures, muscle spasms or cramps (resulting form chemical
imbalances); chronic indigestion; loss of menstruation or irregular period;
and strain on most body organs.

Many of the effects of anorexia are related to malnutrition, including:
absence of menstrual period, severe sensitivity to the cold, inability to think,
reason and concentrate. Severe bulimia is likely to cause: erosion of dental
enamel from vomiting, swollen sallively glance, the possibility of the ruptured

stomach and chronic sore throat and gullet.
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3.4.2. Emotional and psychological effects:

In emotional and psychological effects include: difficulties with
activities which involves food; loneliness due to self impose isolation and a
reluctance to develop personal relationship; deceptive behaviors relating
to food; fear of the disapproval of others if the iliness become known, tinged
with the hope that family and friends might intervene and provide assistance;
and mood swings, changes in personality, emotional outbursts or

depression.

3.5. Causes of eating disorder:

In spite of a considerable amount of research in the past three
decades on consensus has been obtained to answer the question: Why
do some adolescents have an eating disorder? Three explanations have
been advanced, but none of them has been proved conclusively. They are
(1) the developmental and learning theory explanation; (2) the social
explanation; (3) the psychological explanation. These theories are not
mutually exclusive and referring to more than one may give a closer

explanation.

3.5.1. The developmental and learned theory explanation:

From the earliest days of its life the quality of care a mother gives to
her baby, and the love she lavishes on the baby;, are related at least indirectly
to the amount of fat covering its body. A chubby baby is seen by the mother
and her neighbours as a well-cared-for baby. In childhood, too, the provision
of substantial amounts of food, often rich in refined carbohydrates and fat,

is seen as a way of showing love for children, as well as an ensuring that
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they are adequately nourished. In our culture, which has an abundance of
food, children learn to increase progressively the amount of food they eat,
and often increase the quantity of energy they ingest beyond that needed
for growth, body functions, and the demands of exercise. In the three years
before puberty, a biological spurt of growth occurs, and the food intake is
increased still further.

Studies, have shown that in boys the energy requirements for growth,
and the spurt in growth, occur at about the age of 15, and because boys
increase their muscle mass after this age, additional energy continues to
be needed the growth spurt in girls occurs between the ages of 12 and 14,
earlier than that of boys, and the girl’s energy requirements peak over the
same period. By the age of 16, the girl's energy requirements have fallen
considerably, as girls do not increase their muscle mass like boys. If the
girl continues to eat the quantity of food she ate in early adolescence obesity
is inevitable. As she becomes increasingly aware of her body weight, she
learns that she becomes increasingly aware of her body weight, she learns
that she can control weight gain either by dieting or by using other measures
which will help her to stop her absorbing the food she eats. On the other
hand, some adolescents may reject the need to control their weight and
may enjoy eating, while limiting the amount of energy expended in exercise.
Inevitably this will lead to obesity. Some of the adolescents who diet and
control their weight successfully may become so concerned about food
and about weight control that their eating behaviour escapes from what is

considered ‘normal’ and they decide to pursue thinness- becoming anorexia
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nervosa victims. Some of those who diet unsuccessfully either develop

bulimia nervosa or become obese.

3.5.2. The social explanation:

In Western culture two contrasting messages about food and eating
are offered by society, and particularly by the media. The first message is
that a slim woman is successful, attractive, healthy, happy, fit, and popular.
Canadian teenagers for example, believe that being slim will help them to
be chosen for a good job, find a boy-friend, be popular with their peers, be
and look fit and healthy, and get on well with their family ( provided that
most of the family is overweight or obese). To become slim, with all that
this implies, is deemed to be a major pursuit of many women. The second
massage is that eating is a pleasurable activity which meets many needs,
in addition to relieving hunger, and women have a right to have these needs
met. In women’s magazines these two contrasting messages tend to appear
inextricably mixed. In nearly every issue the magazines publish ‘exciting’
new diets which ‘guarantee weight loss with minimum discomfort or
motivation’, and these diets are often followed by recipes for, and superb
photographs of, luscious cakes and foods with rich sauces. It is difficult to
watch television without being confronted by an advertisement, or its
equivalent. The social (and usually family) pressures are also contradictory:
you must eat everything other people give you but you must not get fat.

The provision of food is seen in our culture as a major sign of caring
and sharing food at a meal is seen as one of the prime social contacts.

These cultural imperatives place a burden on a mother to provide abundant

27



quantities of food, and on her loving daughter or son to eat that food. It is
not surprising that in the face of the psychological bombardment of two
contradictory messages, most young women diet. Some become

‘foodaholics’ and develop bulimia nervosa. Others become preoccupied
with food and the avoidance of weight gain, developing bulimia or anorexia
nervosa. Some decide that dieting is too disturbing to their way of life and
return to eating more food that they require, becoming obese. These women
may also find obesity protective against acceding to current social attitudes
to sexuality, which they fear. Hidden in a fat body, they give the message

that they are not attractive and do not want to form a sexual relationship.

3.5.3. The psychological explanation:

Because eating is such a basic instinct it has been postulated that
those people who suffer from an eating disorder have an identifiable
personality, being more obsession or neurotic than normal eaters. The
Oxford textbook of psychiatry defines personality as ‘enduring qualities of
an individual shown in his or her ways of behaving in a wide variety of
circumstances’. Some studies, using personality questionnaires, suggest
that some women suffering from anorexia nervosa are indeed more
‘neurotic’ or ‘obsessional’ that women whose weight is in the ‘desirable
range’. The studies also suggest that those women who have lost weight
by dieting and excessive exercise are more introverted, more anxious,
and more dependent that women whose weight is normal or women with
anorexia nervosa who use self-induced vomiting and purgation as methods
of losing weight. No distinctive personality profiles are available for women
who have bulimia nervosa or obese women.
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The American Psychiatric Association has suggested a further sub-
group of personality disorder which they term a ‘borderline personality
disorder’. For this diagnosis to be made, the person must have at least five
of the following eight features: unstable relationship; impulsive behaviour
that is harmful to the person (including spending, sex, substance use, shop-
lifting, reckless driving, and binge-eating); variable moods; undue anger or
lack of control of anger; recurrent suicidal threats or behaviour; uncertainty
about personal identity; persistent feelings of boredom; and frantic efforts
to avoid real or imagined abandonment. This definition may cause diagnostic
problems. For example, does a young male, living in a slum neighborhood,
who shop-lifts, steals cars for joy-riding, has undue anger and is often in
fights, has an unstable relationship and persistent feelings of boredom,
have a personality disorder when, in his culture, these behaviors are so
common that they are considered normal. This suggests that a major
problem in expecting the concept of border line personality disorder is that
it is impressive and can depend on environmental and socio-cultural
influences.

Women who are in the usual age group for diagnosis of an eating
disorder may have several of the features required for the diagnosis of a
border line personality disorder. However, in women with an eating disorder
some of the feature are due to the bio-chemical and psychological changes
resulting from the eating disorder- for example , variable moods and feelings
of chronic boredom..

Other psychological explanation has been suggested, one of which

is the concept that the some obeys women use eating as a substitute for
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love. A person who feels lonely, empty, and unloved unless she has a
constant company may eat to compensate. The emptiness of the life is the
soothed if she takes food to fill her empty stomach. The most she eats the
more complete and full (or fulfilled) she feels. Food and particularly beverage
such as milk or bear, become mainstays of a life, suppressing lack of self
esteem and providing satisfaction. As she becomes increasingly obeys,
she develops a need to remain obeys and show avoid the resurgence of
her feelings or inadequacy.

Furthermore, according to the personality defect theory, some women
suffering from anorexia nervosa have a fear of growing up “and of becoming
physically and sexually mature. By avoiding eating, the women’s body
contours becomes those of the prepeburtal child, her menstrual periods
either do not start or ceases, she is able to withdraw from the social
occasions which make her ill at ease and anxious and is able to deny her
sexuality. This explanation may apply to few anorexia nervosa patients but
in most cases of eating disorders the concept does not apply.

From this is follows that although psychological factors may be
involved in explaining why individual patients who have an eating disorder
persists with their eating behaviour, no single psychological explanation is

available.

3.6. Treatment:
3.6.1. Treatment of Anorexia Nervosa:

Anorexia has a much higher mortality than bulimia making successful
treatment a matter of life or death for some anorexics. Nearly 6% of all

anorexics died from their disorder (Neumarker, 1997) most die of cardiac
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arrhythmia, but suicide is also a frequent cause of death, despite the very
real possibility of death, anorexia nervosa reminds one of the most difficult
behavior disorder to treat because most anorexics see nothing wrong with
their eating behavior, recent suggestion that there are two thing and resist
any attempt to change their eating. Therefore, parents and friends have
great difficulty motivating anorexics to seek treatment. Sort of force, family
and friends have few options. The one aspect of the environment the
anorexics can control is their own body. As long as they refused to eat,
their control women sovereign.

As starvation continues, anorexics eventually reach the point of
fatigue, exhaustion and possible physical collapse. At the point some sort
of treatment is usually force on them. After two years of self imposed
starvation and weighting only 52 pounds, Jessica was focused by her
parents to seek her treatment. She was then hospitalized and fed
intravenously.

The immediate aim of almost any treatment program for anorexia is
medical stabilization of any danger due to physical symptoms of starvation
(Goldner & Birmigham, 1994). After that anorexics need to work towards
restoration of normal weight, healthy eating and good body image.
Recommendations concerning the methods of achieving these goals are
not universally accepted. Some believe that hospitalization is required,
especially for medical stabilization and restoration of weight, but others
have found little evidence to support the need for impatient treatment (Hsu,
1990). Weight restoration is an important step in the treatment in anorexia,

but anorexics resists attempts to that them to eat. Tube feeding and
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intravenous feeding can provide methods of forcing nutrient intake, the
force-feeding may be undesirable because it deprives the patient of control
and impede the growth of a trusting relationship between therapist and
patient.

Weight restoration is a step in therapy but is not a cure for anorexia
nervosa and anorexics need to change their body image as well as their
eating habits.

Most therapists recommend that both family therapy and individual
therapy accompany weight- gain programs (Bloom, Kogel, & Zaphiropoulos,
1994, Goldner & Birmingham, 1994). This recommendation for family
therapy seems sound, because both psychotherapy (Kog & Vandereycken,
1985) and sexual abuse (Thompson, 1994, Wonderlich, Brewerton, Jocic,
Dansky, & Abbott, 1997) are common in the family experiences of anorexics.
For these reasons, most treatment programs are designed to change the
anorexic’s social environment, her attitude toward herself, and her distorted
view of her body.

Behaviour modification has sometimes been used to promote weight
gain (Hsu, 1990), but this procedure is not often oriented towards changing
the maladaptive cognitions that accompany anorexia. Since the mid-1970s,
cognitive behaviour therapy has become increasingly popular as a treatment
for anorexia nervosa, and it has shown some success in both changing
eating behaviour and eating conditions. Practitioners of cognitive behavior
therapy recognize that the pleasure and gratification derived from the effects
of self starvation act as potent reinforces for anorexics eating habits (Garner,

Garfinkel, & Bemis, 1982). They attempt to change anorexic’s faulty thinking
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patterns and their erroneous beliefs, which extend beyond matters of weight
and body image. Cognitive behavior therapists attack these irrational beliefs
while maintaining a warm and accepting attitude towards patients. Anorexics
are taught to discard the absolutist, all-or-one thinking pattern expressed
in such self-statements as “If | gain one pound, I'll go on to gain a hundred.”
Patients are also encouraged to stop centering all attention on them and to
realize that others do not have the same high standards for their behavior
that they do. Finally, therapists need to point out the errors in superstitious
food beliefs such as “Any sweet is instantly converted into fat” or “Laxatives
prevent the absorption of calories” (Thompson & Sherman, 1993). When
patients understand the superstitious nature of these beliefs, they can
become more realistic about the effects of food on body composition.

In general, cognitive behavior therapy has been more successful
with anorexia nervosa than psychoanalytic approaches. Indeed, therapists
who use psychoanalytic framework need to be careful to avoid the sexist
bias that often accompanies this approach (Bloom, Kogel, & Zaphiropoulos,
1994). However, no treatment offers a high rate of successes. A number of
studies (Eckert, 1983; Garfinkel, Moldofsky, & Garner, 1977) have found
some long-term benefits of cognitive behavior therapy, especially when a
benefit is defined in terms of weight gain.

Relapse always remains a possibility. Some patients gain weight
while hospitalized but have no intention of retaining it subsequent to release.
Anorexics who have attained normal weight may not attained normal
attitudes toward food and eating (Hsu, 1990). Many hospitalized patients

gain weight because they know that doing so is a prerequisite for hospital
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discharge, few anorexics learn to eat normally. Some slip back to self-
starvation, other attempts suicide, some become depressed, and some
develop bulimia (Goldner & Birmingham, 1994; Hsu, 1990). Similarly, review
of the outcomes for male and female anorexics (Burns, Crisp, 1990) showed
that anorexics often gain enough weight during to the normal weight range
but about 50 % relapse or develop adult psychological or eating related
problems about 20% remains underweight despite extensive treatment also,
this review found that about 5% of anorexics die and that death becomes
even more likely where eating disorder persists for 4 years or longer.
After being hospitalized, Jessica became convincer that continuous
self starvation threatened her life with almost no physical or psychiatric

intervention, she gradually

3.6.2. Treatment of bulimia:

In one important respect, the treatment of bulimia has a critical
advantage over therapy programs for anorexia nervosa. Anorexics cling to
their dangerous eating behaviors, but bulimics usually do not approve of
their own eating habits, and many of them would like to change.
Unfortunately, this motivation does not guarantee that bulimics will seek
therapy. A perception that their eating is far from normal can keep bulimics
judged the eating patterns of normal people to be at great variance from
their own eating, but they were mistaken,. The eating patterns of normal
people deviate greatly from the standards, and this unrealistic perception
of eating patterns they must achieve to be normal may be one factor that

prevents people with eating disorders from seeking treatment.
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The immediate aim of treatment for bulimics is a change in eating
patterns, but other long-term goals must also be included. For example,
one therapy (Boskind-White & White, 1983) aims to change client’s attitudes
towards themselves relies heavily on intensive group therapy, with the
emphasis on helping clients gain control over their whole life, not just eating
habits. In addition, clients are encouraged to set reasonable rather than
idealistic goals. Most bulimics set goal of “never again,” but this goal is a
near guarantee of failure because slips are likely to occur. Total bingeing
often follows one lapse, especially for perfectionist who set an unrealistic
goal of unrealistic goal of complete abstinence.

In addition to group therapy, cognitive behavior therapy is common
in treatment of bulimia (Agras, 1993). Cognitive behavior therapists can
suggest a variety of techniques to their clients, such as keeping a diary on
their feeling after purging; monitoring their caloric intake and purging; eating
slowly; eating regular meals; clarifying their distorted views of eating and
weight control; and undergoing a procedure called exposure plus response
prevention. In exposure plus response prevention, therapists require
bulimics to eat a great deal but then prevent them from vomiting. Some
researches (Hsu, 1990; Wilson, 1989) advocate the use of exposure plus
response prevention, but others believe this technique may not significantly
increase the effectiveness of cognitive behavioral programs (Compas,
Hagga, Keefe, Litenberg, & Williams. 1998). A review on the effectiveness
of cognitive behavioral treatment for bulimia (Compas et ala., 1998) found
that the average reduction in the frequency of binge eating was 80%, an

unusually high percentage of success for any type of therapy.
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Interpersonal psychotherapy has also been used successfully in
treating bulimics (Agras, 1993). Interpersonal psychotherapy is a no
introspective, short term therapy that was originally applied to depression.
It focused on present interpersonal problems and not on eating, taking the
approach that eating problems tend to appear in late adolescence when
interpersonal issues present major development challenges. In this view,
eating problems represent maladaptive attempts to cope. The success
rate of interpersonal therapy is comparable to cognitive behavioral therapy
(Agars, 1993), but it may not provide additional help for people with binge eating
disorder who failed to respond to cognitive behavioral therapy (Agras et.al.,1995).

Drugs, especially antidepressants, have been used for some time in
the treatment of bulimia. Controlled studies using these drugs tend to show
decrease in the frequency of binges, but drugs are not a substitute for
psychotherapy for most patients (Mitchell & de Zwaan, 1993). Indeed,
cognitive behavioral therapy is more effective than antidepressant drugs
in managing bulimia, and drugs alone are not as good as choice as this
type of psychotherapy (Compass et. al., 1998).

A combination of educational and cognitive psychology approaches
can be effective in treating at risk women who have not yet developed
bulimia (Kaminski & McNamara, 1996). The risks indeed for perfectionism,
a history of repeated dieting, and other dysfunctional eating behavioral or
attitudes, College women with such attitudes and behaviors were randomly
assigned to receive no treatment or a 7 week treatment consisting of
educational information about realistic weights and healthy eating habits

as well as cognitive strategies for enhancing self-esteem, challenging
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negative thinking styles, improving body image and combating social
pressure for thinness. The treatment group showed significantly greater
improvement in self esteem and body satisfaction than those in the control
group and manifested fewer destructive dieting practices and less need
for perfectionism. Results of this study are encouraging, suggesting that
intervention can change the attitudes and risky behaviors that are

symptomatic of bulimia before the appearance of the disorder.

4. Self-concept:

Thinking about oneself is an unavoidable human activity-most people
are literally self centered. That is, the self is the center of each person’s
social universe. While as we indicate genetic factors play a role, once self-
identity, or self concept, is largely based on what is learned in interactions
with other people- beginning with immediate family members and then

bodying to interactions with those beyond the family (Lau & Pal, 1999).

4.1. Self-concept- Basic Schema:

The self concept is an organized collection of believes and self
perception about oneself in other words, it operates as a basic schema.
The self provides a frame work that determines how we process information
about ourselves including our motives, emotional states, self evaluation,
abilities and much as decides (Klein, Loft, & Burton, 1989, van Hook and
Higgins, 1988).and we work very hard protect our self-image from
threatening information (sedikides & Green 2000), to maintain self-
consistency (Tschanz &Rhodewalt, 2001), and to find excuses for any

inconsistencies (Shlenker, Pontari, & Christopher, 2001).
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Thus, people tend to resist change and to misconstrue or explain
away information that is inconsistence with their self- concepts. Such
defensive reactions are reduced when individual has unrelated, self-
affirming experience. For example assume that a person places a high
value on his or her sense of humor and is asked to write about or think
about a situation in which being humorous had a positive effect. Afterward,
that individual is more open to new information and less defensive about
potentially threatening information about the self (Cohen, Aronson & Steele,
2000). In general, when attention is focused on some unrelated aspect of
one’s identity, the result is some more openness to information and less
defensiveness. In a similar way, discovering that other people like you

reduces defensiveness (Schimel et al., 2001).

4.2. WHAT MAKES UP THE SELF-CONCEPT AND HOW DOES IT
FUNCTION?

Who are you? Before you read further, try to give twenty different
answers to the question.

Questions such as “Who are you? “and “Who am 1?” have been
asked for more than a hundred years as psychologists beginning with
William James (1890), have endeavored to determine the specific content
of the individual self concept (Ziller, 1990).This technique was used by
Rentsch and Heffner (1994) when they asked over tow hundred college
students to give repeated answers to the questions “Who are you?” The
basic content of the self, as perceived by these students, consisted of
eight categories. Some of these refer to aspect of social identity (nationality,

race etc.) and others refer to personal attributes (relationships, hobbies etc.).
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Self-schemes are probably much more complex and detailed than
can be determined by questions about who you are. Consider some of the
possibilities. Beyond an overall framework, a self schema would include
your past experiences, your detailed knowledge about what you are like
now as opposed to in the past, and your expectancies about the changes
you will undergo in the future. In other words, a self schema is the sum of
everything a person remembers, knows, and can imagine about self or
himself. A self schema also plays important role in guiding behaviour
(Kendzierski &Whitaker, 1997). For example, the intention to lose weight
is quite common, but the ability to link that intention to lose weight is quite
common, but the ability to link that intention to mildly unpleasant behaviors
(directing, exercising on a very hot day) requires a consistent guidance
force. It helps to have a clear conceptualization of who you are now and
who you want to be in the future. Otherwise, it is much easier simply to eat

and drink whatever you want and avoid working up a sweat.

4.3. HOW IS THE SELF CONCEPT STRRUCTURED?

Though we each possess a self concept the content of this schema
can be recognized in various ways. For example, self concept cab be
relatively central or relatively peripheral (Sedikides, 1995). Central self
conceptions are more extreme (positive or negative) than peripheral self
conceptions.You might think of yourself as extremely bright and extremely
attractive (Central) but only moderately good at math and moderately strong
(peripheral). Would these self assessments can be affected by your mood?

When research participants are induced to feel sad, neutral or happy,
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peripheral self conceptions are influenced by the mood manipulation, but
central self conceptions are not. In the example just given, even when you
are very sad and you should continue to perceive yourself as bright and
attractive, but you may devalue your math ability and your strength. It is
more difficult to bring about change in central self conceptions than in
peripheral ones because central self concepts are elaborated in greater

detail, more strongly consolidated, and held with greater certainty.

4.4. SEXUAL SELF CONCEPT:

Self concept can also be divided on to specific content areas. For
example, Andersen and Cyranowski (1994) have conducted research on
sexual self schema - the cognitive representation of the sexual aspects of
self. These investigators first studied women an d were able to identify
three distinct types of sexual schemas. The research participants described
themselves in terms of being passionate and romantic (warm, loving,
sympathetic), open and direct (frank, outspoken, uninhibited) or
embarrassed and conservative (cautions, self-conscious, timid). Further,
the women’s sexual attributes, emotional relations, and behaviour were
based in the one specific schema that was most characteristic of them.

In many respects, men and women have similar sexual schemas.
Both males and females reveal a primary dimensions involving passion
and romance, and both describe themselves on a dimension that involves
such concepts as open-minded and broad-minded. Two major gender
differences were obvious. First many women have the quite negative

schema of embarrassed/ conservative that suggests anxiety and guilt in
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response to sex-men don not ordinarily respond in this way. Men have a
schema based on behavioral traits involving aggression and power. This is
not characteristic of women.

These findings can be summarized as suggestions that a major
source of conflict in female sexualities centers on positive and negative
reactions to sexuality for males, the conflict is between being passionate
and loving on the same other hand and aggressive and domineering on

the other.

4.5. SOCIAL SELF-CONCEPT:

In addition to the unique identity that is sometimes labeled the
personal self concept, there are also social aspects of the self that we
share with others (Brewer & Garner, 1996). It is not simplify that we form
association for example, with a given ethnic group. Rather, the self concept
is actually defined differently depending on our ethnic affiliation. Part of
who we are and how we think of our selves is determined by collective
identity that is the social self (as oppose the personal self). The social
self, in turn, consist of two components: (1) that derived from interpersonal
relationships and (2) that derived from belonging to larger less personal
grouping such as racing, ethnicity or culture. Such relation and categories
become part of self (Smith & Henry, 1996). Baumeinster and Learly, 1995)
argued that the social self is based on fundamental “need to belong is
genetically based characteristic of humans.

When we examine the role of interpersonal relationships in the self
concept we necessarily consider a situational context in that a relationship

includes someone else. For example, Byrne and Shavelson (1996)

41



categorized the social interaction of young people into those involving school
and those involving family and these can be further categorized in terms of
teachers and classmates, siblings and parents and so on. These

investigation studied three age groups (preadolescents, early adolescents
and late adolescents) and found that the social self concept becomes

increasingly differentiated and better defined with age)
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Social self-concept :  Each persons overall self-concept is composed of
many distinct components that provide schemas for specific aspects of
one’s life. One such component, social interaction, is shown here. For young
people, this social self-concept can be further divided onto more specific
categories such as social interactions at school and social interactions

within the family. Within each, a further specification is interactions with
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classmates versus teachers and with patents versus siblings. (SOURCE:
BASED ON INFORMATION IN BRYNE & SHAVELSON, 1996.)

Because self concept develops in a cultural context, one would expect
differences across cultures. Much of the research interest in cultural
differences has centered on the effects of individualism versus collectivism
on the self concept. Apparently unique to the western world is the norm
prescribing that self interest is and ought to be a cultural determinant of
one’s behavior (Miller, 1999). In much of the rest if the world the emphasis
is more on the welfare of the group than of the individual as one example,
Kitayama and colleagues (1997) proposed that people rose in Western,
individualistic cultures learn that everyday life involves opportunities for
self-enhancement. In effect, the individual self-concept is more important
than the social or collective self concept (Gaertner, Sedikides, & Graetz,
1999). In Eastern, collective cultures, however, everyday life provides
opportunities for self-criticism and self improvement. Such improvement
makes one a better member of the family and of other groups. For example
Japanese college students are more self-critical than either European or
Asian Canadians, but they are not as unhappy about discovering their
deficiencies (Heine & Lehman, 1999).

The most general conclusion of these various cross-cultural findings
is that a statement such as “Just be yourself” has different meanings in
different cultures (Kanagawa. Cross, & Markus, 2001). A person raised in
an individualistic culture assumes the request to mean that you should
behave on the basis of a central set of characteristics, regardless of the

situation, in a way that reflects one’s unique, positive attributes. For someone
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raised in a collectivist within the situation and self-critical orientation that
helps one adapt to the situation. The difference is between a fixed and

stable self-concept versus a changeable and evolving self-concept.

4.6. SELF-ESTEEM: ATTITUDES ABOUT ONESELF:

Probably the most important attitudes a person develops is the
attributes about self. This evaluation of oneself is known as Self-esteem
(jams, 1890). Thought there are a variety of measuring devices to assess
self-esteem (e.g. Greenw & Farnham, 2000), the simplest involves just
one item (Robins, Hendin, & Trzesniewski, 2001) “I have high self-esteem.”
You can respond to that statement on a five point scale ranging from 1 (not
very true of me) to 5 (very true of me). Keep in mind the number that you
think best describes your own evaluation as you read the following section.
Think about the extent to which the research results apply to you.

Sedikides (1993) suggests three possible motives for self-evaluation.
People may seek self assessment (to obtain accurate knowledge about
themselves), self enhancement (to provide positive information about
themselves) or self verification (to confirm what they already know about
themselves).

Though we often speak of self-esteem as a single, global entity; it is
common for individuals to evaluate themselves along multiple dimensions
such as sports, academics, interpersonal relations, and so on. Overall self-
esteem represents a summary of these specific evaluations (Marsh, 1995,

Pelham, 1995a, 1995b).
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Self-esteem is often measured as a rating along the dimension that
ranges from negative to positive or low to high. A different approach is to
ask respondents to individual what their ideal self would be, what their
actual self is, and then examine the discrepancy between the two. The
greater the discrepancy between self and ideal the lower the self-esteem.
Even though the specific content may vary over the time, self —ideal
discrepancy tends to remain stable (Strauman, 1996). It is pleasant to
receive feedback that indicates awe are functioning at the ideal level in
one some aspect of our live, and unpleasant to confront evidence that we
are falling short of the ideal (Eisemstadr & Leippe, 1994).

A major source of information relevant to self-evaluation is other
people — we judge ourselves on the basis of social comparisons (Browne,
1992, Wayment & Taylor, 1995). Depending on your particular comparison
group, specific behaviour on your part may seem inadequate, average or
extremely good. Two individuals whose sections are identical may have
very different self-evaluations because they are comparing themselves to

quite different groups. We’ll use academic performance as an example.

5. Anxiety:

Anxiety occupies a focal position in the dynamics of human behaviour.
It is a common reaction to frustration. Since anxiety is highly distressing,
indeed one of the most intolerable psychic states with which the human
organism has to deal, it demands some sort of adjustment which will afford
relief. A large part of human adjustment is concerned with avoiding or
relieving anxiety. Growing out of many frustrating situations, anxiety serves
as the driving force for a large number of subsequent adjustments.
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The mental distress of anxiety is the well known state of dread or
apprehension, which may rang all the way from very acute terror or anguish,
approximating pain in intensity, to mind states of vague apprehension or
being ill at ease. When anxiety relates to a challenge to the personality of
the individual, we speak of such states as embarrassment, confusion,
feelings of inferiority and in a more special sense, guilt or shame. Probably
all of these various anxious states may be though of as outgrowths of a

more primitive startle reaction or fear.

5.1. Meaning and definition:

Anxiety may be defined as mental distress with respect to some
anticipated frustration. It this sense, it is to be distinguished from the
immediate response to frustration itself, which is reacted to with aggression,
or the danger whish is reacted to with fear. Whatever the frustration is, it is
recognized as dangerous because it will result in either pain or loss. The
essence of human learning is that the individual shall acquire the capacity
for recognizing by certain signs or cues, situations which promise to satisfy
his needs or cause him harm so that he can anticipate them on some
future occasion and thereby make ready to accept and use those that
satisfy and avoid those which promise to frustrate. For example, a child
may have his finger caught in the closing door. This produces a sharp pain
which is reacted to by crying and feelings of range. The child associates
his pain with the door, and particularly with its closing. On another occasion,
he observes the door as it is closing, becomes afraid and is careful to see
that his hand is not on the door’s edge. If he has put his hand on the door’s

edge in order to close it, there is momentary anxiety which is the reaction
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to the sign or signal of danger, that is, the possibility or probability of a
future pain (or loss).

In the face of anticipated danger, there is not only recognition of the
dangerous potentialities in the situation, but also an estimation of the
person’s strength or ability to adjust in comparison with the threat confronting
him.When a person feels confident of his ability to cope with danger, anxiety
is reduced to a minimum. A boy who has learned how to handle a sailboat
and who feels confident of his ability to swim, would feel little or on anxiety
in his first experience in handling a sailing canoe. On the other hand, if an
individual feels incompetent or helpless in a situation, anxiety mounts to
great heights. Another boy who has had little experience in managing a
sailboat or who cannot swim might experience extreme anxiety in being
called upon to take charge of a sailing canoe.

Anxiety is also a function of the extent to which the person himself is
involved in the danger. If the anticipated danger is the bite of an insect, a
scratch on the skin by a cat, or the loss of one’s hat on a windy day, the
anxiety, while real, will not be so intense as when the existence or safety of
the person is threatened. Here, too, the threat that causes the most severe,
anxiety may not necessarily be one that involves physical danger. The
most acute anxiety arises when the individual feels that his personal
adequacy or his existence in the group is threatened. He may fear the loss
of his status as the only child in the family, or loss of his job and means of
livehood or he may be threatened with failure in school. It should be recognized
that behind the anxiety over a trivial frustration due to some minor loss, such
as breaking a dish, or failing in an examination, lies the far greater threat to

one’s security in his relationship with other persons.
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Probably the greatest threat to any individual Is that of extinction or
separation from the world. We shall see later that the feat of separation
causes the most pronounced anxiety in the infant, and fear of social
ostracism, losing one’s standing with others, losing one’s power and capacity
to enjoy, give rise to the most profound anxieties to most individuals

throughout life.

5.2. Fundamental Considerations:

Anxiety is usually recognized as an under durable form of suffering.
Almost as poignant as pain itself, it is a distressing state of affairs which
demands relief. It would surprise most persons to realize how much
behaviour is motivated by a desire to escape anxiety by either reducing it
or distinguishing it in one way or another. Anxiety spoils pleasure and takes
the edge off enjoyment of the common affairs of life. Most persons will go
to any length, not excluding self-construction, to gain relief from anxiety.

Zinn tells the story (not verified as true) of mountains climber who
felt uneasy in treacherous places because of his inexperience. All members
of his party had traversed a narrow ledge, along the side of high cliff. This
man held back because of his anxiety, and finally, when it became his turn
to edge along the narrow footing, his anxiety became so acute, that to

escape from the dilemma, he leaped to his death.
The search of relief from anxiety, then drives a person to take extreme

measures, if need be.
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5.3. Reduction of Anxiety—Reward:

As in case of all drives reduction of the drive through experience
serves as reward. Just as hunger, as drive, is reduced by the ingestion of
food, so the reduction of anxiety serves as a reward and hence as reinforcing
factor in learning, as defined but the law of effects. If the anticipation of any
punishment is thought of as arousing a small but of anxiety, then escape
from punishment serves to reduce anxiety and hence serves an reward.
On this basis can be explained the acquisition of various forms of
inhabitation, withdrawal, and repression. When an individual withdraws or
inhibits some behaviour for which punishment is anticipated, the anxiety
over the anticipated punishment is reduced, and this serves as a reward,
which results in learning, so that the next time this same situation arises,
the inhibition is more surely and readily made. In this same connection,

anxiety is the force behind repression.

5.4. Anxiety is learned:

Anxiety is not an instinctive or natural response, although the
psychological reactions underlying anxiety is part of man’s hereditary legacy:.
Since anxiety is a response to the anticipation of danger, it must have
been learned from the actual experience of danger situations, the
recognition of cues to signal their approach on subsequent occasions, and
the transfer of the emergency reaction to these signals rather than tot eh
events themselves. Anxiety is acquired to a large extent through
identification or simple imitation. A child may find that it pays him to be

afraid of the same things that other people are afraid of, and this applies
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not only to fear of immediate danger but also to anxiety at its anticipation.
Anxiety can be passed on from parents to child. Anxiety in a parents breeds
anxiety in children, an anxious mother is almost certain to have tense,
worried, nervous children. The anxious child will usually be found to have

come from as insecure home.

5.5. Anxiety a Psychosomatic Event:

The precise relation between the motor response, the psychological
response, and the felt emotion has simulated much speculation among
psychologists and psychologists. The naive point of view is that we run
because we are afraid. According to the James Lange theory, we are afraid
because we run. Actually, the process is a single psychosomatic event
resulting from the danger situation and can be only separated into parts by
our analysis of it. When danger parents itself or threatens, the organism
prepares itself danger for an emergency reaction. Our felt emotion is
probably, in large measure, our awareness of this internal readjustment.
These inner adjustments are followed by the motor response or the
continued postural tension. Anxiety therefore is not an epiphenomenon
attached to a response to danger as something supererogatory but is the
awareness of the inner preparations for the responses that one makes to
the anticipated danger. However, anxiety cannot be defined solely in terms
of the psychological. Anxiety is a psychological phenomenon and must be
discussed in terms of the dangerous situation and the availability of

adequate methods for coping with it.
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5.6. How anxiety is expressed:
5.6.1. Physical Symptoms:

Anxiety shows itself by a number of well-defined physical symptoms.
When these are tabulated, it seems clear that they represent the
psychological reactions characterizing the activity of the sympathetic
nervous system. Most frequent these symptoms indicate that the
sympathetic reaction has been stimulated, but sometimes the reverse
behaviour indicates a collapse of sympathetic response. In the first place,
there are the cardiac disturbances, such as palpitation of the heart, a rapid
heartbeat, or, on the other hand, a feeble pulse. Sometimes pain around
the heart has a functional origin related to anxiety states. Some have seen
a close connection between this relationship and the fact that at birth one
of the major adjustments has to be the intention of breathing. In anxiety
one may observe rapid breathing or the heaving of deep sighs. Sometimes
anxiety is characterized by a feeling of suffocation or by choking sensations,
or in extreme fright by the cessation of breathing itself. In the third place,
there are alimentary disturbance in anxiety. Hunger frequently alternates
with loss of appetite. Indications that the digestive process is reversed
may be found in nausea or vomiting on the one hand, or diarrhea on the
other. Fermentation, which frequently results when digestive processes

are retarded, may show itself by belching or by colitis.

5.6.2. Sleep Disturbances:
Anxiety shows itself with particular force during the night and
expresses itself in various forms of sleep disturbances. Insomnia is a

frequent sign of anxiety. The anxious child may toss for hours unable to go
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to sleep, or the sleep may be restless and fitful. Anxiety may also show
itself in sleep-walking, talking, or in nightmares. Children may scream out
in their sleep or partially wake with heavy sobs. On a simple level these
sleep disturbances may represent fear of being deserted by the mother or

of losing the parents love.

5.6.3. Confusion and Doubt:

Another direct expression of anxiety is to be found in confusion in
thought or speech. It is a telltale sign that a sensitive area has been struck
when a person becomes confused and illogical in his trend or thought or
argument. Errors, blunders, and mistakes all testify to an underlying
nervousness and confusion, which are certain signs of the presence of
competing trends within the individual that prevents him from taking a certain
position on either side, and the state of doubt indicates the anxiety which
this conflict has aroused. In more extreme cases a feeling of unreality may

develop.

5.6.4. Feeling:

Manifestations of anxiety have been described so far are in terms
of physical symptoms and behaviour. Anxiety also expresses itself by a
wide variety of feeling states. Indeed, anxiety growing as it does out of
primitive startle and fear states, is perhaps first and foremost a feeling
which subsequently is transformed into action of some sort. The behavioral
manifestations of anxiety have been described worst because these can
be observed by onlooker, whereas feeling states can only be known to the
person who experiences them. By definition, anxiety is a state of dread or
apprehension. In a mild state, it is known uneasiness. The pint has already
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been made that anxiety is usually accompanied by a feeling of helplessness.
In a more general sense, it is related to pessimism, a tendency to look on
the dark side of things, always to be anticipating the worst. There are number
of recurring fears which are typical anxieties. for instance, there is a fear of
dying, either from sudden causes of from long-continued iliness. There is
a fear of going insane, which haunts numbers of people. Occasionally a
mother will have some anxiety lest a son or daughter become delinquent.
These fears may be either by oneself or others who are close and towards
whom one has strong affectional ties. Sometimes anxiety shows itself by
feelings of strain, exhaustion or fatigue. Unreasonable and violent hates
and rages are probably in many instances tinctured with anxiety and become
intensified because of the underlying fear behind them. Lonesomeness, a
feeling of isolation, and a feeling of being rejected by others, are other
forms that anxiety is much more diffused and does not have a specific
anxiety is much more diffused and doesn’t have a specific direction or
pertain to a specific object. Depressive states and gloomy moods probably,
in most cases, represent a diffused form of anxiety. Feelings of inadequacy
and inferiority which beset so many persons are akin to these feelings.
Many disturbances of sex many persons are akin to these feelings. Many
disturbances of sex life, either by the exaggeration of feeling or by the

drying up of feeling, would by represent the direction that anxiety has taken.

5.7. Methods of overcoming Anxiety:
There are two main schools of thoughts with regard to the overcoming
to the fears one looks on the fear as an isolated phenomenon, a king to

any other habit or skill, which has arisen from a rather immediate situation

53



and which results in an isolated response. Those who see fear in this light
proposed to overcome it by direct methods of manipulation and

reconditioning. The other groups sees anxiety as having a deeper dynamic
significant and as penetrating to the heart of ones adjustment problems
those who see anxiety in this later light believe that it can be overcome
only by methods which penetrate beneath the surface, make inquiry in to
the deeper origins of anxiety, an proposed more througoutgoing personality

transformations as a way of overcoming it.

6. Body image:

Health is more than avoiding disease. Good mental health, including
how we feel about ourselves, is a very important component of overall
health. How we feel about ourselves has an impact on our behaviour, such
as what we eat, the physical activity we do, drug and alcohol use, and a
wide variety of other health behaviour. More and more people are becoming
dissatisfied with their appearance. Psychology today published results of
a large survey on body image that showed that over the last few decades,
people’s dissatisfaction with their body has grown. In 1972, 25% of women
were dissatisfied. In 1996, that number rose to 56%. Similarly, for men, the
number increased from 15% to 43% for the same time period. Studies
reveal that people who have a poor body image are at higher risk for
depression and low self-esteem. They are also more likely to have poor
physical health due to severe dieting, crash diets, use of anabolic steroids
and so on. Because they don't like the way they look, many people with a
poor body image shy away from social situations, are reluctant to form

personal relationships or they spend a great amount of time trying to achieve
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a better body. This can lead to social isolation. Research indicates that
people with less social interactions are at greater risk for poorer health.
Moving towards a better body image can move a person’s health in a positive

direction.

6.1. What is body image?
Your body image is made up of 2 components:
(1) How you perceive your body, and (2) What you feel about that perception.

Although your perception of your body can vary from day to day, or
even from morning to afternoon, people tend to have a relatively stable
view of their body. The way you see your body is not necessarily similar to
the way others view you. We have all heard someone who we think looks
great mention how unattractive he or she is, or complain about body parts
that he or she dislikes. We tend to be more critical of our own body than
others are of us.

The emotions that we have about the way we perceive our body are
a very important part of body image. A person may be overweight, yet feel
great about what they see. On the other hand, a person may be perceived
as attractive by others, yet he or she is very dissatisfied with what they see
and has negative emotions about his or her body.

The combination of what you see and how you feel about it can
range from positive to negative. If you have a positive body image, you are
satisfied with what you see. Conversely, if you are dissatisfied with what
you see, your body image is negative. Of course, the degree of satisfaction
and dissatisfaction can vary, which creates a continuum of body image

from body acceptance to body hate.
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6.2. Factors that contribute to body image:

We do not have a concept of our body image at birth. Therefore, it
develops over our lifetime. This image is influenced by the information we
receive daily about what is considered attractive and what is considered
unattractive. This information is deeply embedded in our culture. Each
culture has its own ideals of beauty, which change over time and are
transmitted to individuals through family, stories and legends, and through

the various forms of media.

6.2.1Family:

The earliest influence on our body image is our family. For the first
few years of life we are constantly in the presence of our family, and what
we hear and see in this context influences our beliefs, values and attitudes.
The language that our parents use shapes our perceptions and it can affect
us much more than we realize. When parents, relatives or even friends of
the family praise a young boy for being “big”, “strong”, or “active” they are
indirectly telling that child what characteristics are desirable for males.
Similarly, when they praise a young girl for being ‘pretty’, “sweet” or “well
behaved” they are telling her how girls are supposed to look and behave.
We praise people to reinforce desirable qualities. Parents are often not

aware of the tremendous impact their words have on their child’s

development of sense of self.

6.2.2. Children’s toys and fairy tales:
The toys that children play with also help shape a sense of what is
physically desirable and undesirable. Perhaps the most talked about

56



example of this is the Barbie doll, which is one of the biggest selling toys in
history. A typical young girl who owns a Barbie has an average of 7 Barbie
dolls. When the doll was first released in the 19500s, it was considered
odd to have a doll with breasts, since dolls at the time typically represented
babies or young girls. Barbie was different. She was marketed as the girl
who had it all. Part of children’s play is to project themselves into the toys
with which they are playing. Little girls playing with the doll become Barbie
during play, and this can translate into wanting to be like Barbie when they
grow up. This includes looking like Barbie. It may not be apparent by looking
at the doll, but Barbie’s measurements do not represent the measurements
of the typical woman. Those working in the field of body image often point
out that if Barbie were life-sized her measurements would be virtually
unachievable. To get an idea of what your measurements would be if you
had Barbie’s proportions, do the calculations in the box to the right.

Certainly, Barbie is not the only children’s toy that influences body
image. Action figures such as Gl Joe, Superman, Batman and other army
figures have a big chest, muscular arms and legs, and a flat stomach with
the desirable ‘6-pack’.

Animated characters often have bodies that set the standard for what
children believe is desirable. The heroines in Disney classic films such as
Beauty and the Beast, Cinderella, Snow White and The Little Mermaid are
all thin and attractive with long legs and ample breasts. In many children’s
stories, the hero or heroine is described as attractive while the evil character

often has a deformity or is unattractive or overweight.

57



These toys and children’s stories, combined with family influences,
firmly set in place a young person’s attitudes about physical appearance

and what he or she believes to be desirable physical qualities.

6.2.3. Friends:

As children get older, the influence of family still remains but friends
become very influential, especially in adolescence. Friends, who have also
been influenced by their families and by toys, can reinforce prevailing
attitudes and values. In adolescence it becomes very important to belong
to a group. It is during this time that a person’s image becomes much more
important, to the point that some children and teens are excluded from
social groups because of how they look or what they wear. After years of
receiving the same messages, the prevailing beauty ideals are further

reinforced.

6.2.4. The media:

Before the advent of television and mass media, most people did
not see what other people looked like around the world or even in the next
village or town. Today we are bombarded with thousands of images from
movies, television, magazines, newspapers, the internet and music videos.

The media has been criticized for using images of people that don’t
represent reality. It seems that everywhere we look we see young, big
breasted, long-legged, broad shouldered women who are unbelievably thin.
If we see a man in the media with his shirt off, chances are that he is lean,
muscular, hairless, and young. Do the images of the people we see in the
media reflect what we see every day? not at all. In fact, only about 5% of
women are capable of achieving the proportions of the typical woman’s
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body we see in advertisements. Our genetics determine how our body is
shaped, how tall we can be, etc. Exercising regularly and eating a balanced
healthy diet can help condition your body, but genetics will limit a person’s
ability to achieve certain proportions. If you are a guy with narrow shoulders,
all the exercise in the world will not give you broad shoulders.

The average person is not well represented in the media, especially
in advertising, movies and television. The goal of the different forms of
media is to make money by selling you products or services. Clever
strategies have been devised to separate us from our money. These
strategies often take advantage of our need as humans to feel like we
belong. For example, products are linked to “beautiful” people who seem
to have it all including many friends and admirers. This makes us want to
be beautiful as well so that we can have it all. Unfortunately, it is difficult or
even impossible to be one of the “beautiful” people, since they are
unattainable ideals. The media regularly enhances the images that we see
by using good lighting, make-up, hair stylists and good photography. Some
images are even computer enhanced to remove any imperfections or to
enhance features such as eyes, legs and breasts. Of course, the ideal
keeps changing as more and more people attempt to get ‘the look'. It is
interesting to note that for women, ‘normal’ keeps getting thinner and thinner,

whereas for men, “normal” means more muscular and cut.

6.3. Tips for becoming a critical viewer of the media:
Media messages about body shape and size will affect the way we

feel about ourselves and our bodies only if we let them . One way to protect

our self-esteem and body image from the media’s often narrow definitions
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of beauty and acceptability is to become a critical viewer of the thousands

of media messages that confront us each day. When we effectively

recognize and analyze the media messages that influence us, we can

realise that the media’s definitions of beauty do not define our self-image

or potential.

6.3.1. To be a critical viewer remembers:

€

All media images and messages are constructions. They are NOT
reflections of reality.

Advertisements and other media messages have been carefully crafted
with intent to send a very specific message.

Advertisements are created to do one thing: convince you to buy or
support a specific product or service.

To convince you to buy a specific product or service, advertisers will
often construct an emotional experience that looks like reality.
Remember, you are only seeing what the advertisers want you to see.
Advertisers create their message based on what they think you will
want to see and what they think will affect you and compel you to buy
their product. Just because they think their approach will work with people
like you don’t mean it has to work with you as an individual.

As individuals, we decide how to experience the media messages we
encounter. We can choose to use a filter that helps us understand what
the advertiser wants us to think or believe and then choose whether we
want to think or believe that message. We can choose a filter that protects

our self-esteem and body image.
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6.3.2. To help promote healthier body image messages in the media,

you can:

€

Talk back to the TV when you see an ad or hear a message that promotes
only a narrow range of body ideals and makes you feel bad about yourself
or your body.

Write a letter to an advertiser you think is sending positive, inspiring
messages that recognize and celebrate the natural diversity of human
body shapes and sizes. Compliment their courage to send positive,
affirming messages

Tear out the pages of your magazines that contain advertisements or
articles that glorify thinness or degrade people of larger sizes. Enjoy
your magazine without negative media messages about your body.
Talk to your friends about media messages and the way they make you feel.
Make a list of companies who consistently send negative body image
messages and make a conscious effort to avoid buying their products.
Write them a letter explaining why you are using your “buying power” to

protest their messages.

6.4. Moving towards a positive body image:

Our body image develops over a lifetime and becomes an integral

part of us. Changing something that is so integral can be very difficult. If

your body image is interfering with your life and you would like to work on

changing it, here are a few strategies you can try:

€ Be aware of the factors that contribute to your own body image. How

does your family contribute? What about the toys you played with as a
child or the fairy tales and other stories you listened to and liked? What

cultural forces shape what is considered to be attractive?
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€ Concentrate on being healthy and having a healthy weight.To determine
your healthy weight, see the section on Body Mass Index below.

€ Do things that make you feel good about yourself? Buy clothes that feel
good on you.

€ Exercise for health and a sense of well-being and not just for physical
appearance. Increased flexibility, endurance and energy levels are just
a few of the benefits of exercising.

€ Find balance. A healthy lifestyle is one that is balanced. This means
getting adequate exercise, eating a healthy diet and getting adequate
sleep. It means having fun and allowing yourself to have treats (a piece
of chocolate cake every once in a while, etc.) Life is meant to be lived,

and we should try to enjoy our time while we are here.

6.5. What is our healthy weight?

Many people are confused about how much they should weigh. In
the past, the Metropolitan Life Insurance tables established standard
weights, but the weight ranges that were specified tended to be quite narrow.
Today, health care professionals prefer to use the Body Mass Index (BMI)
as a measure of healthy weight. This index is calculated using a person’s
height and weight.

The BMI scale can be used for both males and females over the age
of 18. It is based on epidemiological information obtained from thousands
of North Americans and Northern Europeans. Because of this, people with
cultural roots outside of Europe or North America who tend to be smaller in
size (such as the Japanese) may find their BMI to be below the “healthy
range”. Well muscled, lean men may find that their BMI is above the healthy
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range and into the “obese” range. However, this should not be a worry for
these people. The BMI is just a general tool to help people identify if they
are at risk for obesity related diseases. Furthermore, the BMI scale needs
to be used in conjunction with other information, such as physical activity,
dietary practices, level of life stress, drug and alcohol use, and body fat
percentage to give a clearer picture of overall health.

So what does your BMI mean? A BMI between 20 and 25 is
associated with the lowest risk of diseases that are linked to being
overweight, such as heart disease, stroke and diabetes. A person in this
range would not be advised to lose weight for health reasons. This does
not mean that someone with a BMI within this “healthy range” is immune
from getting heart disease or diabetes, but statistically, his or her risk is
lower. A person with a BMI between 25 and 27 is considered slightly
overweight and those with a family history of cardiovascular disease or
diabetes, or those with an unhealthy lifestyle, would be advised to lose
weight. A BMI of over 27 is associated with the highest risk of disease and
a person in this range is advised to lose weight for health reasons. A BMI
of over 30 is considered clinically obese. A BMI of under 20 is associated
with increased risk for diseases linked to inadequate nutrition. A person
with a BMI in this range should consider consulting a dietician, nutritionist
or a physician. Again, the BMI is just one factor to consider when- examining

healthy weight.
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2. Review of Related Literature
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CHAPTER : 2
REVIEW OF RELATED LITERATURE

1. Introduction:

Review of studies of literature is an important prerequisite for actual
planning and then execution of any research work. The research workers
need to acquire up-to-date information of what has been thought and said
in a particular area so that they can derive benefit from the work of their
predecessors. According to Scot and Wertheimer (1992), “review of related
literature may serve to avoid unnecessary duplication any may help to
make progress towards the solution of new problems emphasizing the
importance of survey of related literature”. Good, Barr and Scates (1941)
have pointed out, “Survey of related literature helps us to know whether
evidence already available solves problems adequately without further
investigation and thus may save duplication”. Best (1978) wrote”practically
all-human knowledge can be found in books and library. Unlike other animsid
that must star anew with each generation, man builds upon the accumulated
and recorded knowledge makes possible progress in all areas of human
Endeavour. A brief of research literature in the area of my study is

presented below.

2. Review of Related Literature:

Heilbun and Putter, (1986) suggested a theory on the correlation
between body image and eating disorders. They suggest that some women
may feel pressure to fit into a female sex role, which often includes an

ideal of a low body weight and actual body weight, it often times causes

65



stress. This stress could serve as motivation for dieting and may lead to
disordered eating.

Striegel — Moore et, al. (1986) believed that women who were at
greatest risk for bulimia nervosa were those who internalized the thin ideal
of attractiveness. Other researchers have agreed that this is a risk factor
for bogy dissatisfaction and ultimately, an eating disorder.

According to Attie, Brooks- Gunn,  (1989) Disturbances in body
image have suggested to be associated with a high risk for developing
EDS, depression and low self-esteem.

According to Rosen, et al., (1990) dieting is significantly associated
with depression and anxiety and it is suggested that weight loss might
have a negative psychological impact on female adolescents.

Hadigan and Walsh, (1991) found that patients with bulimia nervosa
had higher BSQ scores than their other eating-disorder counterparts, who
in turn had a higher score than those not suffering from eating disorder.
This finding gave credence to the added criterion of over concern with
body shape and weight in the diagnosis for bulimia nervosa in the DSM- llI.
Thus, women who are overly dissatisfied with their body shape are at a
higher risk for an eating disorder.

A study by Bunnell, Cooper, Hertz, and Shenker, (1992) also
supports the conclusion of Cooper and his colleagues (1987). They found
that adolescents who suffer from bulimia nervosa seem to have higher
BSQ score than other eating disordered peers. However, it was noted by
the authors that adolescent females in general have higher BSQ scores

than adults.
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De Raich et al., (1992) have found that incidence of eating disorders
and body dissatisfaction has shown in young people.

Rucker and Cash, (1992) conducted a study that compared the
body images, body size perceptions and eating behaviors of African —
American and Caucasian college women. In this study, they found that
African — American women had a more moderate ideal of body size than
that of the Caucasian women, whose ideal size was thinner. They attributed
this difference to the close adherence of Caucasian women to the
conception in western culture of a thin body size being ideal. African-
American women, on the other hand, were somehow not as receptive as
the Caucasian women and thus were more weight — tolerant.

Stice, Schupak-Neuberg, Shaw, and Stein, (1994) investigated
the exact correlation between the media and eating disorders. A conclusion
from this study was the media exposure has a definite correlation with
eating disorder symptomatology. To describe the correlation in further detail,
“greater ideal body stereotype internalization, which was related to
heightened eating disorder symptoms”.

Smolak & Levine, (1994). In order to increase the like hood of
attending success in school and their social aspects of life, many young
girls believe that they must fit the thin ideal.

Cash and Szymanki, (1995) have found that the magnitude of the
discrepancy between self-perception of one’s body and internalized ideas
about it are associated with body dissatisfaction and eating disorders.

Cash and Szymanki, (1995) have found that the magnitude of the
discrepancy between self-perception of one’s body and internalized ideas

about it are associated with body dissatisfaction and eating disorders.
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Stomer, Thompson, (1996), body dissatisfaction is thought to arise
primarily from sociocultural pressures to be thin, and physical deviation,
from the current thin ideal espoused for women in western culture.
Sociocultural pressure to be thin emanates from a wide number of sources,
including mass media, parents, siblings, and peers and dating partners.
Persistent messages that one is not thin enough putatively result in
dissatisfaction with one’s physical appearance and women in general are
more prone to suffer those pressures.

Connors, (1996) found that the normative levels of body
dissatisfaction and dieting so prevalent in the current sociocultural context
may be differentiated from clinically significant eating disorders on basis of
emotional disturbance. Body dissatisfaction and dieting behaviors could
be viewed as spanning a continuum from slight to very intense. Individuals
may mild to moderate levels without other life impairment. Women with
more symptoms with eating disorders seem to have high levels of body
dissatisfaction and disturbed eating attitudes and behaviors in conjunction
with other psychological problems including greater levels of depression
feelings of ineffectiveness, self-critism, impulsivity, emotional reactivity and
life impairment.

Cash and Deagle, (1997) conducted a meta-analysis on the
relationship between body-image disturbances and eating disorders. In
their research, they concluded that body dissatisfaction in eating disorder
patients exceeds that of controls by 87%. In addition, eating disordered
patients also experience a perceptual body- size distortion that is greater
than 73% of that of the controls. This provides evidence that body image

disturbance is a risk factor for an eating disorder.
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Schwitzer, berghol, Dore, & Salimi, (1998) found that the many
pressures associated with the transition to college can place students on a
precarious foundation and searching for ways to again acceptance in their
lives. One way student believe will help them attain the acceptance they
long for is to fit the thin ideal. College students have reported a high
incidence of sub threshold problems with body dissatisfaction and weight
preoccupation. All of these issues, when compounded, can place college
students at a high risk for developing an eating disorder.

Showers and Larson, (1999) gave a reason for this connection
between eating disorders and body shape perception. They concluded a
study in which they looked at the relationship between self-knowledge about
physical appearance and disordered eating had the tendency to
compartmentalize their negative beliefs of their physical appearance and
link them with other negative attributes.

Nelson, Hughes, Katz, and Searight (1999) conducted a study
about the anorexic eating attitudes and behaviors of female college
students. Using data, they constructed a picture of a typical female problem
eater: she had low physical and personal self-esteem. Low physical self-
esteem involves a negative perception of one’s appearance, physical
competence, while low personal self-esteem involves a diminished view of
one’s self-worth and personal competence.

According to APA, (2000) Eating disturbances and disorders occur
in children, adolescents, adults and the elderly, but the majority of the
research has focused on people between the age of twelve and twenty-

two.
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Andersen, Cohn, & Holherook. (2000) studied that unhealthy
eating, weight related behaviors, and body image dissatisfaction exists in
vast numbers of young females, as well as college students and adults.

Cattarin, Thompson, Thomas, and Williams, (2000), they found
that media presented images of women have the ability to affect (either
positively or negatively) both mood and satisfaction with appearance within
a normative female sample. A moderating factor to this finding was the
tendency of the participant to internalize sociocultural norms for
attractiveness. Thus, if females are especially susceptible to the
sociocultural norm of attractiveness being associated with thinness and
are bombarded with image of such, they tend to be more at risk to have a
higher level of body dissatisfaction, and thus an eating disorder.

APA, (2000), Smolak & Striegel- Moore, (2001) have found that
until recently, eating disorders were typically described as a western cultural
phenomenon facing primarily middle-to-upper class white females. There
is evidence, however, that symptoms of eating disorders exist among
various ethnic and cultural minority groups in the United States and in the
whole world.

Cusumano & Thompson, (2001) have found that young girls are
more weight dissatisfied than are boys.

Luiza Amélia Cabus Moreira, (2001) have studied that, Body image
dissatisfaction and over concerns in reaching the ideal of an extremely
thin body proved to be a frequent finding in our sample of female
undergraduate medical students. Health professionals should be qualified

to deal with these important risk factors in the development of EDs.
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Shislak &Crago, (2001) found that low self-esteem, weight concerns,
dietary restraint, body dissatisfaction, depression, negative emotionality
early maturation and being overweight are risk factors for the development
of eating disorders and disturbance.

Maria Isabel R Motos, Luciana S Aranha, (2002) studied that a
high prevalence of binge eating disorder and isolated binge eating disorders
as well as symptoms of anxiety, depression and a high degree of
preoccupation with body image in severely obese patients.

Strice, (2002) completed a meta-analysis of the literature on risk
and maintenance factors in eating pathology to find out what the most
influential factors on eating disorders were. Through his work, it was found
that body dissatisfaction is a risk factor for dieting, negative affect, and
eating pathology, as well as a maintenance factor for bulimic pathology.
And also concluded that body dissatisfaction is “one of the most consistent
and robust risk and maintenance factors for eating pathology.

Schwitzer & Rodriquez, (2002) an individual may develop an eating
disorder at any point in his or her life. The onset of an eating disorder,
however, tends to occur sometime during adolescence through the early
to mid-twenties. At this point in life, most individuals start preparing for and
attending college. During the transition from high school to college, students
face a variety of new challenges and difficulties in their academic, social
and personal arenas of life. Some difficulties may include academic
adjustments, determining career choice and social adjustments and
relationships. Freshmen in college, when adjusting to college-level
academics, tend to ‘set unrealistically high expectations’ of themselves

which causes distress when they are not successfully attained.
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Bissell& Zhou, (2004) have found that pressure to be thin can also
be found in the media and magazines, which can have a profound effect
upon an individual. According to social comparison theory, women often
compare themselves to thin models and characters in the media and in
magazines. When they find a discrepancy between the ideal and what
they perceive their bodies to be, they may engage in dieting or disordered
eating.

Bissell and Zhou , (2004) found in their study that high exposure to
entertainment television that had ‘thin ideal’ characters predicted “decreased
satisfaction with the body and more negative attitudes regarding the ‘ideal’
body shape” as well as higher scores on disordered — eating scales.

Diana Queiroz, Lediane Moura, (2005), have studied that and
confirmed the general impression that body dissatisfaction is frequently
found in contemporary societies. As body, dissatisfaction is considered
associated with the development of EDs the identification of this group of
individuals may permit the development of early preventive strategies. These
strategies may be introduced in elementary school to improve youngsters’
self-esteem, thus avoiding the development of serious pathologies with a

high rate of morbidity-mortality
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CHAPTER : 3
METHODOLOGY

1. Introduction:

Any research starts with curiosities and questions about a give
phenomenon or a set of phenomena. Systematic attempt are made to
explore, analyzed and understand the issues under question through
suitable conceptual and methodological tools. The process of inquiry and
analytical tools a great extent relative to the specific domain of the concern,
and the conceptual, methodological, heuristic and programmatic goals of
the research.

In present investigation, main focus is on self-concept, anxiety and
body image of women suffering from eating disorder and normal women

with regard to age and socio economic status.

2. Problem of the study:
The problem of the present research study is as under.
“ASTUDY OF SELF CONCEPT, ANXIETY AND BODY-IMAGE AMONG

NORMAL WOMEN AND WOMEN SUFFERING FROM EATING DISORDER?”

3. Objectives of the study:
The main objectives of the present study were as under:
1. To study and compare women suffering from eating disorder and
normal women with regard to their self-concept, anxiety and body image.
2. To study and compare 15 to 25 years old and 30 to 40 years old age
groups of women suffering from eating disorder and normal women

with regard to their self-concept, anxiety and body image.
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3. To study and compare HSES, MSES, LSES women suffering from
eating disorder and normal women with regard to their self-concept,

anxiety and body image.

. Hypotheses:
Major Hypotheses of the present research work is as under:

1. There is no significant difference between women suffering from
eating disorder and normal women in relation to self-concept.

2. There is no significant difference between 15 to 25 years and 30 to
40 years women In relation to self-concept.

3. There is no significant difference among HSES, MSES and LSES
women in relation to self- concept.

4. There is no significant difference between women suffering from
eating disorder and normal women in relation to anxiety.

5. There is no significant difference between 15 to 25 years and 30 to
40 years women In relation to anxiety.

6. There is no significant difference among HSES, MSES and LSES
women in relation to anxiety.

7. There is no significant difference between women suffering from
eating disorder and normal women in relation to body image.

8. There is no significant difference between 15 to 25 years and 30 to
40 years women In relation to body image.

9. There is no significant difference among HSES, MSES and LSES

women in relation to body image.
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5. Variables:

In the present study, 2x2x3 factorial design was used. The problem
has three independent variables, (1) Women (2) Age (3) Socio-economic
Status. Score of self-concept, anxiety and body image were taken as
dependent variables. In present research work, the nature of the variables

is given in the following table.

Table : 3.1
Nature of Variables
No. Names of Nature of Number of Name of
Variables Variables Levels Levels
1 Women Independent 2 Women suffering
Variable from eating
disorder-

Normal Women

2 Age independent 2 15 yrs to 25 yrs
Variable age group
30 yrs to 40 yrs
age group
(3 SES  Independent 3 HSES,MSES |
Variable LSES
| 4 Self-Concept  Dependent 1 ¢ Scores of |
Variable self-concept
| 5 Anxiety  Dependent 1 ¢ Scores of |
Variable Anxiety
| 6 Bodylmage  Dependent 1  Scores of Body |
Variable Image
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6. Sample :

The present research work conducted on 360 women. The purposive
sampling technique used for the selection of samples. The women were
selected from various areas of Gujarat such as Ahmedabad, Surat,

Gandhinagar and Vallabh-Vidyanagar. The total sample is categorized as

under
Table : 3.2
Nature of Sample
A1l A2 Total
B1 B2 B1 B2
C1 30 30 30 30 120
[ Cc230303030120
[ c330303030120 ]
[ Total 90 90 90 ¢ 90 360 |
A =Women

A1 = Women Suffering from eating Disorder, A2 = Normal Women
B =Age
B1=151t025 yrs., B2 = 30 to 40 yrs.
C=SES
C1=HSES, C2 = MSES, C3 = LSES

7. Tools:
Following tools used in present study.
7.1. Eating Aptitude Test (EAT-26) by Dr. D Garner.
7.2. Socio-economic Status Scale (SESS) by Dr. D. J. Bhatt
7.3. Self-Concept Questionnaire (SCQ) by V K Mittal and S Abrol.
7.4. Anxiety Measurement Scale (AMS) by S D Kapoor.

7.5. Body Shape Questionnaire (BSQ) by Cooper et.al.
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7.1 Eating Attitude Test (EAT-26):

Eating Attitude test structured in 1979 by Garner and Garfinkel. EAT-
26 is probably the most widely used standardized measure of symptoms
and concerns characteristics of eating disorders. It is consists of 26
questions that are answered using a 6-point Likert Scale ranging from never
to always.

Reliability & Validity:

EATI-26 item version (Garner et. al., 1979) is highly reliable and valid.
The validity coefficient of this test is .87. (Garner, Olmsted, Bohr, & Garfinkel,
1982).

Scoring:

Scoring of 1 to 26 items such as scores of items 1 to 25, always-
3,usually-2, often-1,sometimes-0, rarely-0 never-0,scores of item 26
only,alwaya-0, usually-0, often-0,sometimes-0, rarely-0 never-0,
Resulting in total scores that can rang from 0 to 78. Any subject who has a
total score of 20 or above on the EAT is considered to be “at risk” for eating

disorder behaviour and symptom otology.

7.2. Self-Concept Questionnaire:

Self-concept questionnaire (SCQ) by V.K. Mittal and S.Abrol is a
structured tool to measure an individual's sense of self-competence. It
contains 100 items

There are three response categories. On each item, the respondent
is required to check the category, which is most applicable to him. The

questionnaire is non-timed. In general, college students take 30 to 40
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minutes in recording responses. The questionnaire provides a global

measure of an individual’s sense of self-competence. Scoring is simple.

Scoring instruction and scoring keys given in the respective manual of the test.
Reliability:

The reliability of the questionnaire has been assessed through split
half and test retest methods.
1. Split half reliability:

For split half reliability, the responses were given a split on odd and
even basis. Pearson’s ‘r’ is computed between the two sets of scores and
spearman brown correction is applied. The obtained corrected reliability
coefficient on a sample of 100 students is r = .94.

2. Test retests reliability:

The questionnaire was read ministered second time after a gap of 7
days. On a sample of 100 students. Correlation coefficient (r) is calculated
between the two set of source. The obtained test retest reliability is r = .86.
Validity:

The validity of the questionnaire has been assessed in the following
manner.

a. Content validity:

Only those items have been included which are judged as relevant
by the judges with respect to eleven dimensions of self-competence as
reported above. These dimensions were concretely described and only
those items were included on which the judges perfectly agreed.

(b) The discriminative value of each items of assessed through the

contrasted group technique. Only highly discriminative items are retained.
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b. Validity through pooled teacher’s ratings:

Teacher’s ratings were obtaining on the sense of self-competence
for 50 B.Ed. students. For this purpose, a Performa was prepared, on which
the concept of self-competence was explained in a gestalt like manner. A
5-point rating scale is used; value of 5 is given to the point indicative of
least competence and the value of 25 for maximum competence. The ratings
were obtained towards the close of the session only from those teachers
who were highly interested in the study and felt confident in rating.
Subsequently these rating were averaged and coefficient of correlation
was computed among the numerical values of ratings and students scores
of SCQ. The obtained validity coefficient is r - .68 with a t value = 9.45.The
obtained validity coefficient is highly significant at .01 level of significance.
Validity:

In the preparation of preliminary draft, the careful study of relevant
literature and the consideration of unanimous decision of 12 judges
regarding the relevance and clarity of the statements, with various constructs
of the security scale, confirm its content validity. The selection of items on
the basis of highly significant discriminative index values (C-R Values) again
ensured the item validity of the test. For the external validation of the test,
the Security-Insecurity Inventory of Tiwari and Singh were administered
among 75 randomly selected secondary level students and to the same 75
students this SIS was administered. The total scores obtained by the sample
subjects in these two tests were correlated and the obtained value (r=79)
was found statistically highly significant. Thus, the external validity of the

test is also satisfactorily high.
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7.3. Anxiety Measurement Scale:

Anxiety Measurement Scale (AMS) is a Hindi version of Cattell’s
self-analysis form or I.PA.T. (1963) by S. D. Kapoor. It consisted of 40
statements measuring expression of anxiety. Scoring is done as per scoring
key.

Higher score means more anxiety. The test — retest reliability was found

between .87 to .93 and validity is estimated at .85 to .90 for the scale.

7.4. Body Shape Questionnaire:

The body shape questionnaire (BSQ) was developed in 1987 in
England by Cooper et.al. to measure as individuals concerns about body
shape. A self-report questionnaire consisted of 34 questions that refer to
the subjects feelings about their appearance (body weight and shape).
Questions are answered using a 6 point Likert scale ranging from ‘never to
always’.

Scoring:

Each scaled answer is assigned a point value from 1to6 resulting in
total scores that can range from 34 to 204.

Any subjects who has a total scores of 80 or less on BSQ is
considered to be no preoccupation, 80-110 to be slight preoccupation, 111-
140 to be moderate preoccupation, 140 or more to be sever preoccupation.
Reliability & Validity:

Rosen, Jones, Ramirez and Waxman (1996) reported a test-retest
reliability of .88 and a concurrent validity of.77 with the body dimorphic

disorder examination among university undergraduates.
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8. Procedure:

In the present study, with the help of EAI-26, identified the women
suffering from eating disorder and normal women, with regard to their SES
(HSES, MSES, and LSES) and age (15 to 25, 30 to 40). After identification
of ED and normal women, three tests, self-concept questionnaire by V. K.
Mittal and S. Abrol, anxiety measurement scale by S. D. Kapoor and body
shape questionnaire by Copper et. Al. was administered individually. Scoring

was done as par scoring key of each test.

9. Statistical Analysis:
After tabulation of scores following statistical techniques were used
for testing the hypothesis such as analysis of variance (ANOVA), least

significant difference (LSD).
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CHAPTER: 4
RESULTS DESCUSSION

1. Introduction

2. Results and discussion of ANOVA
2.1. Results and discussion of Self — Concept
2.2. Results and discussion of Anxiety
2.3. Results and discussion of Body Image

3. Results and discussion of LSD
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CHAPTER: 4
RESULTS DESCUSSION

1. Introduction:

In the previous chapter the sample, design, hypothesis, tool used,
method of administration of the tool and the statistical analysis were
described. The result of the present investigation will be presented,
interpreted and discussed in this chapter. In order to test various hypotheses
put forward the following analysis was carried out.

Analysis of Variance in order to examine the overall significant of
the contribution of variables of women, age group, SES of subjects under
the study to the self concept, anxiety and Body-image scores, |.e. to access

the main as well as interaction effect of these three variables.

2. Results and discussion of ANOVA :

2.1. Results and discussion of Self — Concept:

Table 4.1
Showing Results of ANOVA on Score of Self Concept

Source of SS DF MS F Level of
Variation Significant
Ass 5640.62 1 5640.62 6.32 .05
Bss 983.40 1 983.40 1.10 NS
Css 41395.71 2 20697.86 23.18 .01
AxB 22.00 1 22.00 0.02 NS
AxC 3578.75 2 1789.37 2.00 NS
BxC 717.70 2 358.85 0.40 NS
AxBxC 838.18 2 419.09 0.47 NS
Wss 310767.97 348 893.01
Tss 363944.33 359
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Table : 4.2
Showing Mean Scores of Self Concept -A (Women)

A1l A2
M 184.16 192.07
N 180 180
Table : 4.3
Showing Mean Scores of Self Concept -B (Age Group)
B1 B2
M 189.77 186.46
N 180 180
Table : 4.4
Showing Mean Scores of Self Concept -C (SES)
C1 C2 C3
M 199.78 190.67 173.89
N 120 120 120
Table : 4.5
Showing Mean Scores of Self Concept- A x B
(Women x Age Group)
A1l A2
B1 M 186.06 193.48
_________ N_ ____9%_ e ________
B2 M 182.26 190.67
N 90 90
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Table : 4.6
Showing Mean Scores of Self Concept - A x C (Women x SES)

A1l A2
C1 M 198.12 201.45
N 60 60
[ c2 M 18225 19909
N 60 60
[ ¢c3 m 17210 17569 |
N 60 60
Table : 4.7
Showing Mean Scores of Self Concept - B x C (Age Group x SES)
B1 B2
C1 M 199.62 199.95
_________ N_____ 60 ____ e ________
C2 M 192.52 188.82
N 60 60
¢ M 177147 17082
N 60 60
Table : 4.8
Showing Mean Scores of Self Concept-AxBxC
(Age Group x SES)
A1 A2
B1 B2 B1 B2
Ci M 198.47 197.77 200.77 202.13
I N__3 ___8______3_ ___3__|
C2 M 186.07 178.43 198.97 199.20
| N__3% __8_ _____3____3_ _
C3 M 173.63 170.57 180.70 170.67
N 30 30 30 30
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Table : 4.33

LSD Results of Self Concept (Simple effect)

Pair Mean Diff. .01 .05 Level of
Sig.
A1B1C1 - A1B1C2 198.47 - 186.07 12.40 15.76 21.22 NS
A1B1C1 - A1B1C3 198.47 - 173.63 24.84 15.76 21.22 wx
A1B1C1 - A1B2CA 198.47 - 197.77  0.70 15.76 21.22 NS
A1B1C1 - A1B2C2 19847 - 17843 20.04 15.76 21.22 *
A1B1C1 - A1B2C3 198.47 - 17057 2790 1576 21.22 ok
A1B1C1 - A2B1CH 198.47 - 200.77 2.30 15.76 21.22 NS
A1B1C1 - A2B1C2 19847 - 198.97 0.50 15.76 21.22 NS
A1B1C1 - A2B1C3 198.47 - 180.70 1777 15.76 21.22 *
A1B1C1 - A2B2C1 198.47 - 20213 3.66 15.76 21.22 NS
A1B1C1 - A2B2C2 198.47 - 199.20 0.73 15.76 21.22 NS
A1B1C1 - A2B2C3 198.47 - 170.67 27.80 15.76 21.22 wE
A1B1C2 - A1B1C3 186.07 - 173.63 12.44 15.76 21.22 NS
A1B1C2 - A1B2C1 186.07 - 19777 11.70 15.76 21.22 NS
A1B1C2 - A1B2C2 186.07 - 178.43 7.64 15.76 21.22 NS
A1B1C2 - A1B2C3 186.07 - 17057 1550 15.76 21.22 NS
A1B1C2 - A2B1C1 186.07 - 200.77 1470 15.76 21.22 NS
AiB1C2 - A2B1C2 186.07 - 198.97 1290 15.76 21.22 NS
A1B1C2 - A2B1C3 186.07 - 180.70 5.37 15.76 21.22 NS
A1B1C2 - A2B2C1 186.07 - 202.13 16.06 15.76 21.22 *
A1B1C2 - A2B2C2 186.07 - 199.20 13.13 15.76 21.22 NS
A1B1C2 - A2B2C3 186.07 - 170.67 15.40 15.76 21.22 NS
A1B1C3 - A1B2CA1 173.63 - 197.77 24.14 15.76 21.22 wE
A1B1C3 - A1B2C2 173.63 - 178.43 4.80 15.76 21.22 NS
A1B1C3 - A1B2C3 173.63 - 170.57 3.06 15.76 21.22 NS
A1B1C3 A2B1CA1 173.63 200.77 27.14 15.76 21.22 wE
A1B1C3 - A2B1C2 173.63 - 198.97 25.34 15.76 21.22 E
A1B1C3 - A2B1C3 17363 - 180.70 7.07 15.76 21.22 NS
A1B1C3 - A2B2CH 173.63 - 20213 2850 15.76 21.22 ok
A1B1C3 - A2B2C2 173.63 - 199.20 2557 15.76 21.22 ok
A1B1C3 - A2B2C3 17363 - 17067 2.96 15.76 21.22 NS
A1B2C1 - A1B2C2 197.77 - 17843 1934 15.76 21.22 *
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Figure : 4.1
Showing Mean Scores of Self Concept -A (Women)
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Figure : 4.2
Showing Mean Scores of Self Concept -B (Age Group)

Mean Scores

191.00

186.46

B2




Figure : 4.3
Showing Mean Scores of Self Concept -C (SES)
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Figure : 4.4
Showing Mean Scores of Self Concept -A x B (Women x Age Group)
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Figure : 4.5
Showing Mean Scores of Self Concept - A x C (Women x SES)
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Figure : 4.6
Showing Mean Scores of Self Concept - B x C (Age Group x SES )
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The results of ANOVA on self-concept score Table No. 4.1 is
consulted and it is found that F ratio for women is 6.32 which is significant
at .05 level. That means women suffering from eating disorder significantly
differ on self-concept score as compare to normal women. Table No. 4.2
the mean score of women suffering from eating disorder is 184.16 and
normal women is 192.07. it is clearly said that significant difference s existed
between women suffering from eating disorder and normal women on self
concept score.

Women suffering from eating disorder have shown poor self-concept
as compare to the normal women. Normal Women develop proper self-
concept while those suffering from eating disorders are not psychologically
normal. The reason is that women with eating disorders have low self-
esteem, feeling worthlessness and always underestimate them in society.
They need acceptance and approval from others. These are the reasons
why women with eating disorders have poor self-concept. They make self-
defeating statements after food consumption.

The F ratio for age is 1.10, which is not significant. That means 15
to25 yrs women do not differ on self-concept score as compare to 30 to 40
yrs women. Table No. 4.3 shows that mean score of 15 to 25 yrs women
is189.77 and 30 to 40 yrs women is186.46. It can be said that significant
difference does not existed between 15 to 25 yrs women and 30 to 40 yrs
women on self-concept score.

The F ratio for SES is 23.18, which is significant at .01 level. That
means women of HSES higher socio economic status (higher socio

economic status) significantly differ on self-concept score as compare to
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women of MSES (middle socio economic status) and LSES (lower socio
economic status). Table No. 4.4 shows that mean score of HSES women
is 199.78, MSES women is 190.67 and LSES women is 173.89. It can be
said that significant difference existed among various group of SES on
self-concept score.

Women of MSES and LSES have shown poor self-concept as
compare to HSES women. It has been concluded that women belonging
to middle socio economic status and lower socio economic status have
poor self-concept than the women belonging to higher socio economic
status. It is quite natural and acceptable that women of middle and lower
socio economic status get very few opportunities to develop their self fully.
In comparison with higher social class women, career orientation and
opportunities for self-enhancement are very few in middle and lower class.
Moreover, the women of higher social class are more ambitious and they
have high achievement motivation than the women of middle and lower
class women.

The F ratio for women and age is .02, which is not significant. That
means women and age do not interact each other on self-concept score.
Table No.4.5 shows that mean score of 15 to 25 yrs women suffering from
eating disorder is 186.06 , 30 to 40 yrs women suffering from eating disorder
is 182.26,15 to 25 yrs normal women is 193.48 and 30 to 40 yrs normal
women is 190.67.

The F ratio for women and SES is 2.00, which is not significant. That
means women and SES do not interact each other on self-concept score.

Table No. 4.6 shows that score of HSES women suffering from eating
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disorder is 198.12 and MSES women suffering from eating disorder is
182.25,LSES women suffering from eating disorder is 172.10, HSES normal
women is 201.45, MSES normal women is 199.09 and LSES normal women
is 175.69.

The F ratio for age and SES is 0.40, which is not significant. That
means age and SES do not interact each other on self-concept score.
Table No. 4.7 shows that mean score of 15 to 25 yrs HSES women is
199.62, 15t0 25 MSES women is 192.52, 15 to 25 LSES women is 177.17,
30 to 40 yrs HSES women is 199.95, 30 to 40 yrs MSES women is 188.82
and 30 to 40 yrs LSES women is 170.62.

The F ratio for women, age and SES is 0.47, which is not significant.
That means women age and SES do not interact each other on self-concept
score. Table No. 4.8 shows that mean score of 15 to 25 yrs HSES women
suffering from eating disorder is 198.47, 15 to 25 yrs MSES women suffering
from eating disorder is 186.07, 15 to 25 yrs LSES women suffering from
eating disorder is 173.63, 30 to 40 yrs HSES women suffering from eating
disorderis 197.77, 30 to 40 yrs MSES women suffering from eating disorder
is 178.43, 30 to 40 yrs LSES women suffering from eating disorder is 170.57,
15 to 25 yrs HSES normal women is 200.77, 15 to 25 yrs MSES normal
women is 198.97, 15 to 25 yrs LSES normal women is 180.70, 30 to 40 yrs
HSES normal women is 202.13, 30 to 40 yrs MSES normal women is
199.20 and 30 to 40 yrs LSES normal women is 170.67.

A1B1C1-A1B1C3 women suffering from eating disorder of 15 to 25
yrs HSES - women suffering from eating disorder of 15 to 25 yrs LSES.

The mean score of women suffering from eating disorder of 15 to 25 yrs
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HSES is 198.47 and women suffering from eating disorder of 15 to 25 yrs
LSES is 173.63. Difference between two mean groups is 24.84. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on self-concept score as compare to women suffering from eating
disorder of 15 to 25 yrs LSES.

A1B1C1-A1B2C2 women suffering from eating disorder of 15 to 25
yrs HSES - women suffering from eating disorder of 30 to 40 yrs MSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
HSES is 198.47 and women suffering from eating disorder of 30 to 40 yrs
MSES is 178.43. Difference between two mean groups is 20.04. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on self-concept score as compare to women suffering from eating
disorder of 30 to 40 yrs MSES.

A1B1C1-A1B2C3 women suffering from eating disorder of 15 to 25
yrs HSES - women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
HSES is 198.47 and women suffering from eating disorder of 30 to 40 yrs
LSES is 170.57. Difference between two mean groups is 27.90. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on self-concept score as compare to women suffering from eating
disorder of 30 to 40 yrs LSES.

A1B1C1-A2B1C1 women suffering from eating disorder of 15 to 25
yrs HSES - normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 15 to 25 yrs HSES is 198.47 and

normal women of 15 to 25 yrs HSES is 180.70. Difference between two
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mean groups is 17.77. That means women suffering from eating disorder
of 15 to 25 yrs HSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs HSES.

A1B1C1-A2B2C3 women suffering from eating disorder of 15 to 25
yrs HSES — normal women 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 198.47 and normal
women 30 to 40 yrs LSES is 170.67. Difference between two mean groups
is 27.80. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on self-concept score as compare to normal women
30 to 40 yrs LSES.

A1B1C2-A2B2C1 women suffering from eating disorder of 15 to 25
yrs MSES — normal women 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 186.07 and normal
women 30 to 40 yrs HSES is 202.13. Difference between two mean groups
is 16.06. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on self-concept score as compare to normal
women 30 to 40 yrs HSES.

A1B1C3-A1B2C1 women suffering from eating disorder of 15 to 25
yrs LSES — women suffering from eating disorder of 30 to 40 yrs HSES.
The mean score of women suffering from eating disorder of 15 t0 25 yrs
LSES is 173.63 and women suffering from eating disorder of 30 to 40 yrs
HSES is 197.77. Difference between two mean groups is 24.14. That means
women suffering from eating disorder of 15 to 25 yrs LSES significantly
differ on self-concept score as compare to women suffering from eating

disorder of 30 to 40 yrs HSES.
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A1B1C3-A2B1C1 women suffering from eating disorder of 15 to 25
yrs LSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 15 to 25 yrs LSES is 173.63 and
normal women of 15 to 25 yrs HSES is 200.77. Difference between two
mean groups is 27.14. That means women suffering from eating disorder
of 15 to 25 yrs LSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs HSES.

A1B1C3-A2B1C2 women suffering from eating disorder of 15 to 25
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 15 to 25 yrs LSES is 173.63 and
normal women of 15 to 25 yrs MSES is 198.97. Difference between two
mean groups is 25.34. That means women suffering from eating disorder
of 15 to 25 yrs LSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs MSES.

A1B1C3-A2B2C1 women suffering from eating disorder of 15 to 25
yrs LSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 15 to 25 yrs LSES is 173.63 and
normal women of 30 to 40 yrs HSES is 202.13. Difference between two
mean groups is 28.50. That means women suffering from eating disorder
of 15 to 25 yrs LSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs HSES.

A1B1C3-A2B2C2 women suffering from eating disorder of 15 to 25
yrs LSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 15 to 25 yrs LSES is 173.63 and

normal women of 30 to 40 yrs MSES is 199.20. Difference between two
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mean groups is 25.27. That means women suffering from eating disorder
of 15to 25 yrs LSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs MSES.

A1B2C1-A1B2C2 women suffering from eating disorder of 30 to 40
yrs HSES - women suffering from eating disorder of 30 to 40 yrs MSES.
The mean score of women suffering from eating disorder of 30 to 40 yrs
HSES is 197.77 and women suffering from eating disorder of 30 to 40 yrs
MSES is 178.43. Difference between two mean groups is 19.34. That means
women suffering from eating disorder of 30 to 40 yrs HSES significantly
differ on self-concept score as compare to women suffering from eating
disorder of 30 to 40 yrs MSES.

A1B2C1-A1B2C3 women suffering from eating disorder of 30 to 40
yrs HSES - women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 30 to 40 yrs
HSES is 197.77 and women suffering from eating disorder of 30 to 40 yrs
LSES is 170.57. Difference between two mean groups is 27.20. That means
women suffering from eating disorder of 30 to 40 yrs HSES significantly
differ on self-concept score as compare to women suffering from eating
disorder of 30 to 40 yrs LSES.

A1B2C1-A2B1C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 197.77 and normal
women of 15 to 25 yrs LSES is 180.70. Difference between two mean
groups is 17.07. That means women suffering from eating disorder of 30 to
40 yrs HSES significantly differ on self-concept score as compare to normal

women of 15 to 25 yrs LSES.
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A1B2C1-A2B2C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 197.77 and normal
women of 30 to 40 yrs LSES is 170.67. Difference between two mean
groups is 27.10. That means women suffering from eating disorder of 30 to
40 yrs HSES significantly differ on self-concept score as compare to normal
women of 30 to 40 yrs LSES.

A1B2C2-A2B1C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 178.43 and
normal women of 15 to 25 yrs HSES is 200.77. Difference between two
mean groups is 22.34. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs HSES.

A1B2C2-A2B1C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 178.43 and
normal women of 15 to 25 yrs MSES is 198.97. Difference between two
mean groups is 20.54. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs MSES.

A1B2C2-A2B2C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 178.43 and

normal women of 30 to 40 yrs HSES is 202.13. Difference between two
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mean groups is 23.70. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs HSES.

A1B2C2-A2B2C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 178.43 and
normal women of 30 to 40 yrs MSES is 199.20. Difference between two
mean groups is 20.77. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs MSES.

A1B2C3-A2B1C1 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 170.57 and
normal women of 15 to 25 yrs HSES is 200.77. Difference between two
mean groups is 30.20. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs HSES.

A1B2C3-A2B1C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 170.57 and
normal women of 15 to 25 yrs MSES is 198.97. Difference between two
mean groups is 28.40. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on self-concept score as compare

to normal women of 15 to 25 yrs MSES.
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A1B2C3-A2B2C1 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 170.57 and
normal women of 30 to 40 yrs HSES is 202.13. Difference between two
mean groups is 31.56. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs HSES.

A1B2C3-A2B2C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 170.57 and
normal women of 30 to 40 yrs MSES is 199.20. Difference between two
mean groups is 28.63. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs MSES.

A2B1C1-A2B1C3 normal women of 15 to 25 yrs HSES -normal
women of 15 to 25 yrs LSES. The mean score of normal women of 15 to
25 yrs HSES is 200.77 and normal women of 15 to 25 yrs LSES is 180.70.
Difference between two mean groups is 20.07. That means normal women
of 15 to 25 yrs HSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs LSES.

A2B1C1-A2B2C3 normal women of 15 to 25 yrs HSES -normal
women of 30 to 40 yrs LSES. The mean score of normal women of 15 to
25 yrs HSES is 200.77 and normal women of 30 to 40 f yrs LSES is170.67.
Difference between two mean groups is 30.10. That means normal women
of 15 to 25 yrs HSES significantly differ on self-concept score as compare

to normal women of 30 to 40 yrs LSES.
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A2B1C2-A2B1C3 normal women of 15 to 25 yrs MSES -normal
women of 15 to 25 yrs LSES. The mean score of nhormal women of 15 to
25 yrs MSES is 198.97 and normal women of 15 to 25 yrs LSES is 180.70.
Difference between two mean groups is 18.27. That means normal women
of 15 to 25 yrs MSES significantly differ on self-concept score as compare
to normal women of 15 to 25 yrs LSES.

A2B1C2-A2B2C3 normal women of 15 to 25 yrs MSES -normal
women of 30 to 40 yrs LSES. The mean score of normal women of 15 to
25 yrs MSES is 198.97 and normal women of 30 to 40 f yrs LSES is170.67.
Difference between two mean groups is 28.30. That means normal women
of 15 to 25 yrs MSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs LSES.

A2B1C3-A2B2C1 normal women of 15 to 25 yrs LSES — normal
women of 30 to 40 yrs HSES. The mean score of normal women of 15 to
25 yrs LSES is 180.70 and normal women of 30 to 40 yrs HSES is 202.13.
Difference between two mean groups is 21.43. That means normal women
of 15 to 25 yrs LSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs HSES.

A2B1C3-A2B2C2 normal women of 15 to 25 yrs LSES — normal
women of 30 to 40 yrs MSES. The mean score of normal women of 15 to
25 yrs LSES is 180.70 and normal women of 30 to 40 yrs MSES is 199.20.
Difference between two mean groups is 18.50. That means normal women
of 15 to 25 yrs LSES significantly differ on self-concept score as compare

to normal women of 30 to 40 yrs MSES.
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A2B2C1-A2B2C3 normal women of 30 to 40 yrs HSES -normal
women of 30 to 40 yrs LSES. The mean score of nhormal women of 30 to
40 yrs HSES is 202.13 and normal women of 30 to 40 f yrs LSES is 170.67.
Difference between two mean groups is 31.46. That means normal women
of 30 to 40 yrs HSES significantly differ on self-concept score as compare
to normal women of 30 to 40 yrs LSES.

A2B2C2-A2B2C3 normal women of 30 to 40 yrs MSES -normal
women of 30 to 40 yrs LSES. The mean score of normal women of 30 to
40 yrs MSES is 199.20 and normal women of 30t0 40 f yrs LSES is 170.67.
Difference between two mean groups is 28.53. That means normal women
of 30 to 40 yrs MSES significantly differ on self-concept score as compare

to normal women of 30 to 40 yrs LSES.

2.2 Results and discussion of Anxiety :

Table 4.10
Showing Results of ANOVA on Score of Anxiety

Source of SS DF MS F Level of
Variation Significant
Ass 8801.11 1 8801.11  117.18 .01
Bss 1.88 1 1.88 0.03 NS
Css 1214.51 2 607.26 8.08 .01
AxB 41.34 1 41.34 0.55 NS
AxC 536.70 2 268.35 3.57 .05
BxC 483.67 2 241.83 3.22 .05
AxBxC 52.28 2 26.14 0.35 NS
Wss 26139.80 348 75.11
Tss 37271.29 359
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Table : 4.11
Showing Mean Scores of Anxiety - A (Women)

A1l A2
M 73.60 63.71
N 180 180
Table : 4.12
Showing Mean Scores of Self Anxiety - B (Age Group)
B1 B2
M 68.73 68.58
N 180 180
Table : 4.13
Showing Mean Scores of Anxiety - C (SES)
C1 C2 C3
M 69.13 70.63 66.21
N 120 120 120
Table : 4.14
Showing Mean Scores of Amxiety - A x B (Women x Age Group)
A1l A2
B1 M 74.01 63.44
_________ N_____%_ % _ _______|
B2 M 73.19 63.98
N 90 90
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Table : 4.15
Showing Mean Scores of Anxiety - A x C (Women x SES)

A1l A2
C1 M 72.82 65.44
_________ N_____ 60 ___e0_ ________
C2 M 77.24 64.03
N 60 60
[ c3 om0 7075 6167 |
N 60 60
Table : 4.16
Showing Mean Scores of Anxiety - B x C (Age Group x SES)
B1 B2
C1 M 69.87 68.39
N 60 60
. c2 0m 7167 6960 |
N 60 60
[ ¢33 m 6465 6777 |
N 60 60
Table : 4.17
Showing Mean Scores of Anxiety-AxB xC
(Women x Age Group x SES)
A1 A2
B1 B2 B1 B2
Ci M 74.37 71.27 65.37 65.50
o N__3% ___3_ _____3_ ___3__
C2 M 78.60 75.87 64.73 63.33
| N__3% ___ 3% 8 _ __ 3
C3 M 69.07 72.43 60.23 63.10
N 30 30 30 30
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LSD Results of Anxiety (Simple effect)

Table : 4.18

Pair Mean Diff. .01 .05 Level of
Sig.
A1B1C1 - A1B1C2 74.37 - 78.60 4.23 457 6.15 NS
A1B1C1 - A1B1C3 74.37 - 69.07 5.30 4.57 6.15 *
A1B1C1 - A1B2C1 74.37 - 7127 3.10 4.57 6.15 NS
A1B1C1 - A1B2C2 74.37 - 7587 1.50 457 6.15 NS
A1B1C1 - A1B2C3 74.37 - 7243 1.94 4.57 6.15 NS
A1B1C1 - A2B1C1 74.37 - 65.37 9.00 4.57 6.15 o
A1B1C1 - A2B1C2 74.37 - 64.73 9.64 4.57 6.15 ok
A1B1C1 - A2B1C3 74.37 - 60.23 14.14 4.57 6.15 wE
A1B1C1 - A2B2C1 74.37 - 65.50 8.87 4.57 6.15 o
A1B1C1 - A2B2C2 74.37 - 63.33 11.04 457 6.15 ok
A1B1C1 - A2B2C3 74.37 - 63.10 11.27 4.57 6.15 E
A1B1C2 - A1B1C3 78.60 - 69.07 9.53 4.57 6.15 ok
A1B1C2 - A1B2C1 78.60 - 7127 7.33 457 6.15 ok
A1B1C2 - A1B2C2 78.60 - 75.87 2.73 4.57 6.15 NS
A1B1C2 - A1B2C3 78.60 - 7243 6.17 4.57 6.15 E
A1B1C2 - A2B1C1 78.60 - 65.37 13.23 457 6.15 ok
A1B1C2 - A2B1C2 78.60 - 64.73 13.87 4.57 6.15 E
A1B1C2 - A2B1C3 78.60 - 60.23 18.37 4.57 6.15 wE
A1B1C2 - A2B2C1 78.60 - 65.50 13.10 457 6.15 ok
A1B1C2 - A2B2C2 78.60 - 63.33 15.27 4.57 6.15 E
A1B1C2 - A2B2C3 78.60 - 63.10 15.50 4.57 6.15 o
A1B1C3 - A1B2C1 69.07 - 71.27 2.20 4.57 6.15 NS
A1B1C3 - A1B2C2 69.07 - 75.87 6.80 4.57 6.15 wx
A1B1C3 - A1B2C3 69.07 - 7243 3.36 4.57 6.15 NS
A1B1C3 A2B1C1 69.07 65.37 3.70 4.57 6.15 NS
A1B1C3 - A2B1C2 69.07 - 64.73 4.34 4.57 6.15 NS
A1B1C3 - A2B1C3 69.07 - 60.23 8.84 4.57 6.15 wx
A1B1C3 - A2B2C1 69.07 - 65.50 3.57 457 6.15 NS
A1B1C3 - A2B2C2 69.07 - 63.33 5.74 4.57 6.15 *
A1B1C3 - A2B2C3 69.07 - 63.10 5.97 4.57 6.15 *
A1B2C1 - A1B2C2 71.27 - 7587 4.60 457 6.15 *
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Figure : 4.8
Showing Mean Scores of Anxiety -A (Women)
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Figure : 4.9
Showing Mean Scores of Anxiety -B (Age Group)
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Figure : 4.10
Showing Mean Scores of Anxiety -C (SES)
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Figure : 4.12

Showing Mean Scores of Anxiety -A x C (Women SES)
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Figure : 4.13

Showing Mean Scores of Anxiety - B x C (Age Group x SES)
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The results of ANOVA on anxiety score Table No. 4.10 is consulted
and it is found that F ratio for women is 117.18 which is significant at .01
level. That means women suffering from eating disorder significantly differ
on anxiety score as compare to normal women. Table No. 4.11 the mean
score of women suffering from eating disorder is 73.60 and normal women
is 63.71. itis clearly said that significant differences existed between women
suffering from eating disorder and normal women on anxiety score.

Women suffering from eating disorder have shown more anxiety as
compare to the normal women. It is generally true that those men and
women eat more or less when they are severely frustrate or depressed.
Normal women have less anxiety as compare to the women of the class
with eating disorder. It has been established that people with eating disorder
have an indefinable personality. Studies have also shown that some women
suffering from anorexia nervosa are indeed more neurotic or obsessional.
The studies also saddest that those women who have lost weight by dieting
and excessive exercise are more introverted, more anxious and more
dependent than normal women. Thus, women with eating disorder show
more anxiety than normal women, just because they are more neurotic
and anxious.

The F ratio for age is 0.03, which is not significant. That means 15
to25 yrs women do not differ on anxiety score as compare to 30 to 40 yrs
women. Table No. 4.12 shows that mean score of 15 to 25 yrs women is
68.73 and 30 to 40 yrs women is 68.58. It can be said that significant
difference does not existed between 15 to 25 yrs women and 30 to 40 yrs

women on anxiety score.
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The F ratio for SES is 8.08, which is significant at .01 level. That
means HSES women significantly differ on anxiety score as compare to
MSES women and LSES women. Table No. 4.13 shows that mean score
of HSES women is 69.13, MSES women is 70.63 and LSES women is
66.21. It can be said that significant difference existed among various group
of SES on anxiety score.

Women of HSES and MSES have shown more anxiety as compare
to LSES women. Women of HSES and MSES show more anxiety than
LSES women because women belonging to HSES and MSES live in
competitive world with many ambitions Compared to them. Women
belonging to lower class do not have much demand from life. They are
happier and less anxious about future. women belonging to higher economic
status and middle socio economic status are more career oriented and
desire more from life than the normal women belonging to lower economic
class. In general, it can be said that anxiety is a virtue of higher class and
middle class than lower class. Those who live with very few needs have
less anxiety than the persons with large fortune.

The F ratio for women and age is .0.55, which is not significant. That
means women and age do not interact each other on anxiety score. Table
No.4.14 shows that mean score of 15 to 25 yrs women suffering from
eating disorder is 74.01, 30 to 40 yrs women suffering from eating disorder
is 73.19, 15 to 25 yrs normal women is 63.44 and 30 to 40 yrs normal
women is 63.98.

The F ratio for women and SES is 3.57, which is significant at .05

level. That means women and SES significantly interact each other on
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anxiety score. Table No. 4.15 shows that score of HSES women suffering
from eating disorder is 72.82 and MSES women suffering from eating
disorder is 77.24, LSES women suffering from eating disorder is 70.75,
HSES normal women is 65.44, MSES normal women is 64.03 and LSES
normal women is 61.67.

The F ratio for age and SES is 3.22, which is significant at .05 level.
That means age and SES significantly interact each other on anxiety score.
Table No. 4.16 shows that mean score of 15 to 25 yrs HSES women is
69.87, 15 to 25 MSES women is 71.67, 15 to 25 LSES women is 64.65, 30
to 40 yrs HSES women is 68.39, 30 to 40 yrs MSES women is 69.60 and
30 to 40 yrs LSES women is 67.77.

The F ratio for women, age and SES is 0.35, which is not significant.
That means women age and SES do not interact each other on anxiety
score. Table No. 4.17 shows that mean score of 15 to 25 yrs HSES women
suffering from eating disorder is 74.37, 15 to 25 yrs MSES women suffering
from eating disorder is 78.60, 15 to 25 yrs LSES women suffering from
eating disorder is 69.07, 30 to 40 yrs HSES women suffering from eating
disorderis 71.27, 30 to 40 yrs MSES women suffering from eating disorder
is 75.87, 30to 40 yrs LSES women suffering from eating disorder is 72.43,
15 to 25 yrs HSES normal women is 65.37, 15 to 25 yrs MSES normal
women is 64.73, 15 to 25 yrs LSES normal women is 60.23, 30 to 40 yrs
HSES normal women is 65.50, 30 to 40 yrs MSES normal women is 63.33
and 30 to 40 yrs LSES normal women is 63.10.

A1B1C1-A1B1C3 women suffering from eating disorder of 15 to 25

yrs HSES - women suffering from eating disorder of 15 to 25 yrs LSES.
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The mean score of women suffering from eating disorder of 15 to 25 yrs
HSES is 74.37 and women suffering from eating disorder of 15 to 25 yrs
LSES is 69.07. Difference between two mean groups is 5.30. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 15 to 25 yrs LSES.

A1B1C1-A2B1C1 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 15to 25 yrs HSES is 65.37. Difference between two mean groups
is 9.00. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs HSES.

A1B1C1-A2B1C2 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 15 to 25 yrs MSES is 64.73. Difference between two mean groups
is 9.64. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs MSES.

A1B1C1-A2B1C3 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 1510 25 yrs LSES is 60.23. Difference between two mean groups

is 14.14. That means women suffering from eating disorder of 15 to 25 yrs
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HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs LSES.

A1B1C1-A2B2C1 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 30 to 40 yrs HSES is 65.50. Difference between two mean groups
is 8.87. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs HSES.

A1B1C1-A2B2C2 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 30 to 40 yrs MSES is 63.33. Difference between two mean groups
is 11.04. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs MSES.

A1B1C1-A2B2C3 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 74.37 and normal
women of 30 to 40 yrs LSES is 63.10. Difference between two mean groups
is 11.27. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs LSES.

A1B1C2-A1B1C3 women suffering from eating disorder of 15 to 25

yrs MSES —women suffering from eating disorder of 15 to 25 yrs LSES.
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The mean score of women suffering from eating disorder of 15 to 25 yrs
MSES is 78.60 and women suffering from eating disorder of 15 to 25 yrs
LSES is 69.07. Difference between two mean groups is 9.53. That means
women suffering from eating disorder of 15 to 25 yrs MSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 15 to 25 yrs LSES.

A1B1C2-A1B2C1 women suffering from eating disorder of 15 to 25
yrs MSES —women suffering from eating disorder of 30 to 40 yrs HSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
MSES is 78.60 and women suffering from eating disorder of 30 to 40 yrs
HSES is 71.27. Difference between two mean groups is 7.33. That means
women suffering from eating disorder of 15 to 25 yrs MSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 30 to 40 yrs HSES.

A1B1C2-A1B2C3 women suffering from eating disorder of 15 to 25
yrs MSES —women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
MSES is 78.60 and women suffering from eating disorder of 30 to 40 yrs
LSES is 69.07. Difference between two mean groups is 9.53. That means
women suffering from eating disorder of 15 to 25 yrs MSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 30 to 40 yrs LSES.

A1B1C2-A2B1C1 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs HSES. The mean score of women

suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
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women of 15to 25 yrs HSES is 65.37. Difference between two mean groups
is 13.23. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs HSES.

A1B1C2-A2B1C2 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
women of 15 to 25 yrs MSES is 64.73. Difference between two mean groups
is 13.87. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs MSES.

A1B1C2-A2B1C3 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
women of 1510 25 yrs LSES is 60.23. Difference between two mean groups
is 18.37. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs LSES.

A1B1C2-A2B2C1 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
women of 30 to 40 yrs HSES is 65.50. Difference between two mean groups
is 13.10. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of

30 to 40 yrs HSES.
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A1B1C2-A2B2C2 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
women of 30 to 40 yrs MSES is 63.33. Difference between two mean groups
is 15.27. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs MSES.

A1B1C2-A2B2C3 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 78.60 and normal
women of 30 to 40 yrs LSES is 63.10. Difference between two mean groups
is 15.50. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs LSES.

A1B1C3-A1B2C2 women suffering from eating disorder of 15 to 25
yrs LSES —women suffering from eating disorder of 30 to 40 yrs MSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
LSES is 69.07 and women suffering from eating disorder of 30 to 40 yrs
MSES is 75.87. Difference between two mean groups is 6.80. That means
women suffering from eating disorder of 15 to 25 yrs LSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 30 to 40 yrs MSES.

A1B1C3-A1B1C3 women suffering from eating disorder of 15 to 25
yrs LSES —women suffering from eating disorder of 15 to 25 yrs LSES.

The mean score of women suffering from eating disorder of 15 to 25 yrs
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LSES is 69.07 and women suffering from eating disorder of 15 to 25 yrs
LSES is 60.23. Difference between two mean groups is 8.84. That means
women suffering from eating disorder of 15 to 25 yrs LSES significantly
differ on anxiety score as compare to women suffering from eating disorder
of 15 to 25 yrs LSES.

A1B1C3-A2B2C2 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.07 and normal
women of 30 to 40 yrs MSES is 63.33. Difference between two mean groups
is 5.74. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs MSES.

A1B1C3-A2B2C3 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.07 and normal
women of 30 to 40 yrs LSES is 63.10. Difference between two mean groups
is 5.97. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs LSES.

A1B2C1-A1B2C2 women suffering from eating disorder of 30 to 40
yrs HSES - women suffering from eating disorder of 30 to 40 yrs MSES.
The mean score of women suffering from eating disorder of 30 to 40 yrs
HSES is 71.27 and women suffering from eating disorder of 30 to 40 yrs
MSES is 75.87. Difference between two mean groups is 4.60. That means

women suffering from eating disorder of 30 to 40 yrs HSES significantly
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differ on anxiety score as compare to women suffering from eating disorder
of 30 to 40 yrs MSES.

A1B2C1-A2B1C1 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 15to 25 yrs HSES is 65.37. Difference between two mean groups
is 5.90. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs HSES.

A1B2C1-A2B1C2 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 15 to 25 yrs MSES is 64.73. Difference between two mean groups
is 6.54. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs MSES.

A1B2C1-A2B1C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 1510 25 yrs LSES is 60.23. Difference between two mean groups
is 11.04. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
15 to 25 yrs LSES.

A1B2C1-A2B2C1 women suffering from eating disorder of 30 to 40

yrs HSES -normal women of 30 to 40 yrs HSES. The mean score of women
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suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 30 to 40 yrs HSES is 65.50. Difference between two mean groups
is 5.77. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs HSES.

A1B2C1-A2B2C2 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 30 to 40 yrs MSES is 63.33. Difference between two mean groups
is 7.94. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs MSES.

A1B2C1-A2B2C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 71.27 and normal
women of 30 to 40 yrs LSES is 63.10. Difference between two mean groups
is 8.17. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs LSES.

A1B2C2-A2B1C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and
normal women of 15 to 25 yrs HSES is 65.37. Difference between two
mean groups is 10.50. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to

normal women of 15 to 25 yrs HSES.
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A1B2C2-A2B1C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and
normal women of 15 to 25 yrs MSES is 64.73. Difference between two
mean groups is 11.14. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to
normal women of 15 to 25 yrs MSES.

A1B2C2-A2B1C3 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs LSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and
normal women of 15 to 25 yrs LSES is 60.23. Difference between two
mean groups is 15.64. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to
normal women of 15 to 25 yrs LSES.

A1B2C2-A2B2C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and
normal women of 30 to 40 yrs HSES is 65.50. Difference between two
mean groups is 10.37. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to
normal women of 30 to 40 yrs HSES.

A1B2C2-A2B2C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and

normal women of 30 to 40 yrs MSES is 63.33. Difference between two
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mean groups is 12.54. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to
normal women of 30 to 40 yrs MSES.

A1B2C2-A2B2C3 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs LSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 75.87 and
normal women of 30 to 40 yrs LSES is 63.10. Difference between two
mean groups is 12.77. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on anxiety score as compare to
normal women of 30 to 40 yrs LSES.

A1B2C3-A2B1C1 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and
normal women of 15 to 25 yrs HSES is 65.37. Difference between two
mean groups is 7.06. That means women suffering from eating disorder of
30 to 40 yrs LSES significantly differ on anxiety score as compare to normal
women of 15 to 25 yrs HSES.

A1B2C3-A2B1C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and
normal women of 15 to 25 yrs MSES is 64.73. Difference between two
mean groups is 7.70. That means women suffering from eating disorder of
30 to 40 yrs LSES significantly differ on anxiety score as compare to normal

women of 15 to 25 yrs MSES.
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A1B2C3-A2B1C3 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and
normal women of 15 to 25 yrs LSES is 60.23. Difference between two
mean groups is 12.20. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on anxiety score as compare to
normal women of 15 to 25 yrs LSES.

A1B2C3-A2B2C1 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and
normal women of 30 to 40 yrs HSES is 65.50. Difference between two
mean groups is 6.93. That means women suffering from eating disorder of
30 to 40 yrs LSES significantly differ on anxiety score as compare to normal
women of 30 to 40 yrs HSES.

A1B2C3-A2B2C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and
normal women of 30 to 40 yrs MSES is 63.33. Difference between two
mean groups is 9.10. That means women suffering from eating disorder of
30 to 40 yrs LSES significantly differ on anxiety score as compare to normal
women of 30 to 40 yrs MSES.

A1B2C3-A2B2C3 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs LSES is 72.43 and normal
women of 30 to 40 yrs LSES is 63.10. Difference between two mean groups

is 9.33. That means women suffering from eating disorder of 30 to 40 yrs
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LSES significantly differ on anxiety score as compare to normal women of
30 to 40 yrs LSES.

A2B1C1-A2B1C3 normal women of 15 to 25 yrs HSES -normal
women of 15 to 25 yrs LSES. The mean score of normal women of 15 to
25 yrs HSES is 65.37 and normal women of 15 to 25 yrs LSES is 60.23.
Difference between two mean groups is 5.14. That means normal women
of 15 to 25 yrs HSES significantly differ on anxiety score as compare to
normal women of 15 to 25 yrs LSES.

A2B1C3-A2B2C1 normal women of 15 to 25 yrs LSES — normal
women of 30 to 40 yrs HSES. The mean score of normal women of 15 to
25 yrs LSES is 60.23 and normal women of 30 to 40 yrs HSES is 65.50.
Difference between two mean groups is 5.27. That means normal women
of 15 to 25 yrs LSES significantly differ on anxiety score as compare to

normal women of 30 to 40 yrs HSES.

2.3 Results and discussion of Body Image :

Table 4.19
Showing Results of ANOVA on Score of Body Image

Source of SS DF MS F Level of
Variation Significant
Ass 44600.13 1 44600.13 166.79 .01
Bss 323.00 1 323.00 1.21 NS
Css 8481.80 2 4240.90 15.86 .01
AxB 13.23 1 13.23 0.05 NS
AxC 1801.69 2 900.84 3.37 .05
BxC 3117.09 2 1558.54 5.83 .01
AxBxC  1053.27 2 526.63 1.97 NS
Wss 93054.17 348 267.40
Tss 152444.37 359
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Table : 4.20
Showing Mean Scores of Body Image - A (Women)

A1 A2
M 73.76 51.49
N 180 180
Table : 4.21
Showing Mean Scores of Body Image - B (Age Group)
B1 B2
M 61.88 63.57
N 180 180
Table : 4.22
Showing Mean Scores of Body Image - C (SES)
C1 C2 C3
M 69.39 60.24 58.24
N 120 120 120
Table : 4.23
Showing Mean Scores of Body Image - A x B (Women x Age Group)
A1 A2
B1 M 73.00 50.36
N %0 %0
B2 M 74.51 52.63
N 90 90
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Table : 4.24
Showing Mean Scores of Body Image - A x C (Women x SES)

A1 A2
C1 M 83.03 55.75
 _______N__ 60 ___ 60 ________|
C2 M 71.79 48.70
N 60 60
. ez o 0m 6645 5004 |
N 60 60
Table : 4.25
Showing Mean Scores of Body Image - B x C (Age Group x SES)
B1 B2
C1 M 64.28 74.50
 ________N_____e0____0_ ________
C2 M 61.34 59.15
N 60 60
e 0wm 59.42 5707 |
N 60 60
Table : 4.26
Showing Mean Scores of Body Image-AxB xC
(Women x Age Group x SES)
A1 A2
B1 B2 B1 B2
Ci M 75.73 90.33 52.83 58.67
| N__8 ___8______8 ____3__|
C2 M 73.90 69.67 48.77 48.63
___N__30_ __s_ 30 ___3_ _|
} C3 M 69.37 65.53 49.47 50.60
N 30 30 30 30




LSD Results of Body Image (Simple effect)

Table : 4.27

Pair Mean Diff. .01 .05 Level of
Sig.
A1B1C1 - A1B1C2 75.73 - 73.90 1.83 8.62 11.61 NS
A1B1C1 - A1B1C3 75.73 - 69.37 6.36 8.62 11.61 NS
A1B1C1 - A1B2CH 75.73 - 90.33 1460 8.62 11.61 ok
A1B1C1 - A1B2C2 75.73 - 69.67 6.06 8.62 11.61 NS
A1B1C1 - A1B2C3 75.73 - 63.53 1220 8.62 11.61 ok
A1B1C1 - A2B1C1 75.73 - 52.83 22.90 8.62 11.61 wox
A1B1C1 - A2B1C2 75.73 - 48.77 26.96 8.62 11.61 wx
A1B1C1 - A2B1C3 75.73 - 4947 26.26 8.62 11.61 ok
A1B1C1 - A2B2CH 75.73 - 58.67 17.06  8.62 11.61 ok
A1B1C1 - A2B2C2 75.73 - 48.63 2710 8.62 11.61 wx
A1B1C1 - A2B2C3 75.73 - 50.60 25.13 8.62 11.61 o
A1B1C2 - A1B1C3 73.90 - 69.37 4.53 8.62 11.61 NS
A1B1C2 - A1B2C1 73.90 - 90.33 16.43 8.62 11.61 wx
AiB1C2 - A1B2C2 73.90 - 69.67 4.23 8.62 11.61 NS
A1B1C2 - A1B2C3 73.90 - 63.53 10.37 8.62 11.61 *
A1B1C2 - A2B1CH1 73.90 - 5283 21.07 8.62 11.61 wx
AiB1C2 - A2B1C2 73.90 - 48.77 2513 8.62 11.61 ok
AiB1C2 - A2B1C3 73.90 - 4947 2443  8.62 11.61 ok
A1B1C2 - A2B2C1 73.90 - 58.67 15.23 8.62 11.61 wk
A1B1C2 - A2B2C2 73.90 - 48.63 25.27 8.62 11.61 wox
AiB1C2 - A2B2C3 73.90 - 50.60 23.30 8.62 11.61 ok
A1B1C3 - A1B2C1 69.37 - 90.33 20.96 8.62 11.61 wx
A1B1C3 - A1B2C2 69.37 - 69.67 0.30 8.62 11.61 NS
A1B1C3 - A1B2C3 69.37 - 63.53 5.84 8.62 11.61 NS
A1B1C3 A2B1CH1 69.37 52.83 16.54 8.62 11.61 wx
A1B1C3 - A2B1C2 69.37 - 48.77 20.60 8.62 11.61 ok
A1B1C3 - A2B1C3 69.37 - 4947 1990 8.62 11.61 ok
A1B1C3 - A2B2C1 69.37 - 58.67 10.70 8.62 11.61 *
A1B1C3 - A2B2C2 69.37 - 48.63 20.74 8.62 11.61 wox
A1B1C3 - A2B2C3 69.37 - 50.60 18.77  8.62 11.61 ok
A1B2C1 - A1B2C2 90.33 - 69.67 20.66 8.62 11.61 ok
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Figure : 4.15

Showing Mean Scores of Body Image -A (Women)
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Figure : 4.16

Showing Mean Scores of Body Image -B (Age Group)
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Figure : 4.17

Showing Mean Scores of Body Image -C (SES)
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Figure : 4.18

Showing Mean Scores of Body Image - A x B (Women x Age Group)
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Figure : 4.19

Showing Mean Scores of Body Image - A x C (Women x SES)
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Figure : 4.20

Showing Mean Scores of Body Image - B x C (Age Group x SES)
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The results of ANOVA on body image score (Body Shape
Questionnaire score) score Table No. 4.19 is consulted and it is found that
F ratio for women is 166.79 which is significant at .01 level. That means
women suffering from eating disorder significantly differ on body image
score as compare to normal women. Table No. 4.20 the mean score of
women suffering from eating disorder is 73.76 and normal women is 51.49.
It is clearly said that significant differences existed between women suffering
from eating disorder and normal women on body image score.

Women suffering from eating disorder are more worried and
dissatisfaction with their body image as compare to the normal women.
Women suffering from eating disorder have negative body image. Women
suffering from bulimia nervosa and anorexia nervosa do not have a positive
body image. Women with over eating habits or under eating habits do not
have positive body image because women with bulimia generally obese
and anorexia nervosa are extremely thin, not having positive bogy image.
If you have a positive body image, you are satisfied with what you see.
Your body image is negative; women suffering from eating disorders do
not see their body in a Norman sense.

The F ratio for age is 1.21, which is not significant. That means 15
to25 yrs women do not differ on body image score as compare to 30 to 40
yrs women. Table No. 4.21 shows that mean score of 15 to 25 yrs women
is 61.68 and 30 to 40 yrs women is 63.57. It can be said that significant
difference does not existed between 15 to 25 yrs women and 30 to 40 yrs

women on body image score.
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The F ratio for SES is 15.86, which is significant at .01 level. That
means HSES women significantly differ on body image score as compare
to MSES women and LSES women. Table No. 4.22 shows that mean score
of HSES women is 69.39, MSES women is 60.24 and LSES women is
58.24. It can be said that significant difference existed among various group
of SES on body image score.

HSES women are more worried and dissatisfaction with their body
image as compare to MSES and LSES women. Women belonging to higher
economic class are more conscious about their appearance, beauty, dress
and social recognition. They are so much worried about their daily diet that
they are always afraid of eating more or vitamin foods.

They worry that they would grow fat and obesity would make them
socially unacceptable. Thus, women belonging to higher economic class
are more worried that they would loose their social recognition if they grow
abnormally fat. Such anxiety is not at we found in the women of middle or
lower economic class. MSES and LSES women do not have ample
opportunities for keeping themselves physically fit and therefore they are
not much worried about their body image, compare to HSES women.

The F ratio for women and age is .0.05, which is not significant. That
means women and age do not interact each other on body image score.
Table No.4.23 shows that mean score of 15 to 25 yrs women suffering
from eating disorder is 73.00, 30 to 40 yrs women suffering from eating
disorder is 74.51, 15 to 25 yrs normal women is 50.36 and 30 to 40 yrs

normal women is 52.63.
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The F ratio for women and SES is 3.37, which is significant at .05
level. That means women and SES significantly interact each other on
body image score. Table No. 4.24 shows that score of HSES women
suffering from eating disorder is 83.03 and MSES women suffering from
eating disorder is 71.79, LSES women suffering from eating disorder is
66.45, HSES normal women is 55.75, MSES normal women is 48.70 and
LSES normal women is 50.04.

The F ratio for age and SES is 5.83, which is significant at .01 level.
That means age and SES significantly interact each other on body image
score. Table No. 4.25 shows that mean score of 15 to 25 yrs HSES women
is 64.28, 15 to 25 MSES women is 61.34, 15 to 25 LSES women is 59.42,
30 to 40 yrs HSES women is 74.50, 30 to 40 yrs MSES women is 59.15
and 30 to 40 yrs LSES women is 57.07.

The F ratio for women, age and SES is 1.97, which is not significant.
That means women age and SES do not interact each other on body image
score. Table No. 4.26 shows that mean score of 15 to 25 yrs HSES women
suffering from eating disorder is 75.73, 15 to 25 yrs MSES women suffering
from eating disorder is 73.90, 15 to 25 yrs LSES women suffering from
eating disorder is 69.37, 30 to 40 yrs HSES women suffering from eating
disorder is 90.33, 30 to 40 yrs MSES women suffering from eating disorder
is 69.67, 30 to 40 yrs LSES women suffering from eating disorder is 63.53,
15 to 25 yrs HSES normal women is 52.83, 15 to 25 yrs MSES normal
women is 48.77, 15 to 25 yrs LSES normal women is 49.47, 30 to 40 yrs
HSES normal women is 58.67, 30 to 40 yrs MSES normal women is 48.63

and 30 to 40 yrs LSES normal women is 50.60.
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Similarly following pairs of LSD results also found to be significant
Table No. 4.27.

A1B1C1-A1B2C1 women suffering from eating disorder of 15 to 25
yrs HSES - women suffering from eating disorder of 30 to 40 yrs HSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
HSES is 75.73 and women suffering from eating disorder of 30 to 40 yrs
HSES is 90.33. Difference between two mean groups is 14.60. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on body image score as compare to women suffering from eating
disorder of 30 to 40 yrs HSES.

A1B1C1-A1B2C3 women suffering from eating disorder of 15 to 25
yrs HSES - women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
HSES is 75.73 and women suffering from eating disorder of 30 to 40 yrs
LSES is 63.53. Difference between two mean groups is 12.20. That means
women suffering from eating disorder of 15 to 25 yrs HSES significantly
differ on body image score as compare to women suffering from eating
disorder of 30 to 40 yrs LSES.

A1B1C1-A2B1C1 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal
women of 15to 25 yrs HSES is 52.83. Difference between two mean groups
is 22.90. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women

of 15 to 25 yrs HSES.
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A1B1C1-A2B1C2 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal
women of 15to 25 yrs MSES is 48.77. Difference between two mean groups
is 26.96. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs MSES.

A1B1C1-A2B1C3 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal
women of 1510 25 yrs LSES is 49.47. Difference between two mean groups
is 26.26. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs LSES.

A1B1C1-A2B2C1 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal
women of 30 to 40 yrs HSES is 58.67. Difference between two mean groups
is 17.06. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs HSES.

A1B1C1-A2B2C2 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal

women of 30 to 40 yrs MSES is 48.63. Difference between two mean groups
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is 27.10. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs MSES.

A1B1C1-A2B2C3 women suffering from eating disorder of 15 to 25
yrs HSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs HSES is 75.73 and normal
women of 30 to 40 yrs LSES is 50.60. Difference between two mean groups
is 25.13. That means women suffering from eating disorder of 15 to 25 yrs
HSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs LSES.

A1B1C2-A1B2C1 women suffering from eating disorder of 15 to 25
yrs MSES —women suffering from eating disorder of 30 to 40 yrs HSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
MSES is 73.90 and women suffering from eating disorder of 30 to 40 yrs
HSES is 90.33. Difference between two mean groups is 16.43. That means
women suffering from eating disorder of 15 to 25 yrs MSES significantly
differ on body image score as compare to women suffering from eating
disorder of 30 to 40 yrs HSES.

A1B1C2-A1B2C3 women suffering from eating disorder of 15 to 25
yrs MSES —women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
MSES is 73.90 and women suffering from eating disorder of 30 to 40 yrs
LSES is 63.53. Difference between two mean groups is 10.37. That means
women suffering from eating disorder of 15 to 25 yrs MSES significantly
differ on body image score as compare to women suffering from eating

disorder of 30 to 40 yrs LSES.
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A1B1C2-A2B1C1 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal
women of 15 to 25 yrs HSES is 52.83. Difference between two mean groups
is 21.07. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs HSES.

A1B1C2-A2B1C2 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal
women of 15 to 25 yrs MSES is 48.77. Difference between two mean groups
is 25.13. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs MSES.

A1B1C2-A2B1C3 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal
women of 1510 25 yrs LSES is 49.47. Difference between two mean groups
is 24.43. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 15 to0 25 yrs LSES.

A1B1C2-A2B2C1 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal

women of 30 to 40 yrs HSES is 58.67. Difference between two mean groups
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is 15.23. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs HSES.

A1B1C2-A2B2C2 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal
women of 30 to 40 yrs MSES is 48.63. Difference between two mean groups
is 25.27. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs MSES.

A1B1C2-A2B2C3 women suffering from eating disorder of 15 to 25
yrs MSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs MSES is 73.90 and normal
women of 30 to 40 yrs LSES is 50.60. Difference between two mean groups
is 23.30. That means women suffering from eating disorder of 15 to 25 yrs
MSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs LSES.

A1B1C3-A1B2C1 women suffering from eating disorder of 15 to 25
yrs LSES —women suffering from eating disorder of 30 to 40 yrs HSES.
The mean score of women suffering from eating disorder of 15 to 25 yrs
LSES is 69.37 and women suffering from eating disorder of 30 to 40 yrs
HSES is 90.33. Difference between two mean groups is 20.96. That means
women suffering from eating disorder of 15 to 25 yrs LSES significantly
differ on body image score as compare to women suffering from eating

disorder of 30 to 40 yrs HSES.
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A1B1C3-A2B1C1 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal
women of15 to 25 yrs HSES is 52.83. Difference between two mean groups
is 16.54. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs HSES.

A1B1C3-A2B1C2 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal
women of15 to 25 yrs MSES is 48.77. Difference between two mean groups
is 20.60. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs MSES.

A1B1C3-A2B1C3 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 15 to 25 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal
women of15 to 25 yrs LSES is 49.47. Difference between two mean groups
is 19.90. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 15 to0 25 yrs LSES.

A1B1C3-A2B2C1 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal

women of 30 to 40 yrs HSES is 58.67. Difference between two mean groups
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is 10.70. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs HSES.

A1B1C3-A2B2C2 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal
women of 30 to 40 yrs MSES is 48.63. Difference between two mean groups
is 20.74. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs MSES.

A1B1C3-A2B2C3 women suffering from eating disorder of 15 to 25
yrs LSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 15 to 25 yrs LSES is 69.37 and normal
women of 30 to 40 yrs LSES is 50.60. Difference between two mean groups
is 18.77. That means women suffering from eating disorder of 15 to 25 yrs
LSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs LSES.

A1B2C1-A1B2C2 women suffering from eating disorder of 30 to 40
yrs HSES - women suffering from eating disorder of 30 to 40 yrs MSES.
The mean score of women suffering from eating disorder of 30 to 40 yrs
HSES is 90.33 and women suffering from eating disorder of 30 to 40 yrs
MSES is 69.67. Difference between two mean groups is 20.66. That means
women suffering from eating disorder of 30 to 40 yrs HSES significantly
differ on body image score as compare to women suffering from eating

disorder of 30 to 40 yrs MSES.
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A1B2C1-A1B2C3 women suffering from eating disorder of 30 to 40
yrs HSES - women suffering from eating disorder of 30 to 40 yrs LSES.
The mean score of women suffering from eating disorder of 30 to 40 yrs
HSES is 90.33 and women suffering from eating disorder of 30 to 40 yrs
LSES is 63.53. Difference between two mean groups is 26.80. That means
women suffering from eating disorder of 30 to 40 yrs HSES significantly
differ on body image score as compare to women suffering from eating
disorder of 30 to 40 yrs LSES.

A1B2C1-A2B1C1 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs HSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
women of 15 to 25 yrs HSES is 52.83. Difference between two mean groups
is 37.50. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs HSES.

A1B2C1-A2B1C2 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs MSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
women of 15 to 25 yrs MSES is 48.77. Difference between two mean groups
is 41.56. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women
of 15 to 25 yrs MSES.

A1B2C1-A2B1C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 15 to 25 yrs LSES. The mean score of women

suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
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women of 1510 25 yrs LSES is 49.47. Difference between two mean groups
is 40.86. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women
of 1510 25 yrs LSES.

A1B2C1-A2B2C1 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs HSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
women of 30 to 40 yrs HSES is 58.67. Difference between two mean groups
is 31.66. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs HSES.

A1B2C1-A2B2C2 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs MSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
women of 30 to 40 yrs MSES is 48.63. Difference between two mean groups
is 41.70. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs MSES.

A1B2C1-A2B2C3 women suffering from eating disorder of 30 to 40
yrs HSES -normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs HSES is 90.33 and normal
women of 30 to 40 yrs LSES is 50.60. Difference between two mean groups
is 39.73. That means women suffering from eating disorder of 30 to 40 yrs
HSES significantly differ on body image score as compare to normal women

of 30 to 40 yrs LSES.
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A1B2C2-A2B1C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and
normal women of 15 to 25 yrs HSES is 52.83. Difference between two
mean groups is 16.84. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 15 to 25 yrs HSES.

A1B2C2-A2B1C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and
normal women of 15 to 25 yrs MSES is 48.77. Difference between two
mean groups is 20.90. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 15 to 25 yrs MSES.

A1B2C2-A2B1C3 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 15 to 25 yrs LSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and
normal women of 15 to 25 yrs LSES is 49.47. Difference between two
mean groups is 20.20. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 15 to 25 yrs LSES.

A1B2C2-A2B2C1 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and

normal women of 30 to 40 yrs HSES is 58.67. Difference between two
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mean groups is 11.00. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs HSES.

A1B2C2-A2B2C2 women suffering from eating disorder of 30 to 40
yrs MSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and
normal women of 30 to 40 yrs MSES is 48.63. Difference between two
mean groups is 21.04. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs MSES.

A1B2C2-A2B2C3 women suffering from eating disorder of 30 to 40
yrs MSES - normal women of 30 to 40 yrs LSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs MSES is 69.67 and
normal women of 30 to 40 yrs LSES is 50.60. Difference between two
mean groups is 19.07. That means women suffering from eating disorder
of 30 to 40 yrs MSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs LSES.

A1B2C3-A2B1C1 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs HSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 63.53 and
normal women of 15 to 25 yrs HSES is 52.83. Difference between two
mean groups is 10.70. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on body image score as compare

to normal women of 15 to 25 yrs HSES.
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A1B2C3-A2B1C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 63.53 and
normal women of 15 to 25 yrs MSES is 48.77. Difference between two
mean groups is 14.76. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on body image score as compare
to normal women of 15 to 25 yrs MSES.

A1B2C3-A2B1C3 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 15 to 25 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 63.53 and
normal women of 15 to 25 yrs LSES is 49.47. Difference between two
mean groups is 14.06. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on body image score as compare
to normal women of 15 to 25 yrs LSES.

A1B2C3-A2B2C2 women suffering from eating disorder of 30 to 40
yrs LSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs LSES is 63.53 and
normal women of 30 to 40 yrs MSES is 48.63. Difference between two
mean groups is 14.90. That means women suffering from eating disorder
of 30 to 40 yrs LSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs MSES.

A1B2C3-A2B2C3 women suffering from eating disorder of 30 to 40
yrs LSES —normal women of 30 to 40 yrs LSES. The mean score of women
suffering from eating disorder of 30 to 40 yrs LSES is 63.53 and normal

women of 30 to 40 yrs LSES is 50.60. Difference between two mean groups
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is 12.93. That means women suffering from eating disorder of 30 to 40 yrs
LSES significantly differ on body image score as compare to normal women
of 30 to 40 yrs LSES.

A2B1C2-A2B2C1 normal women of 15 to 25 yrs MSES — normal
women of 30 to 40 yrs HSES. The mean score of normal women of 15 to
25 yrs MSES is 48.77 and normal women of 30 to 40 yrs HSES is 58.67.
Difference between two mean groups is 9.90. That means normal women
of 15 to 25 yrs MSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs HSES.

A2B1C3-A2B2C1 normal women of 15 to 25 yrs LSES — normal
women of 30 to 40 yrs HSES. The mean score of normal women of 15 to
25 yrs LSES is 49.47 and normal women of 30 to 40 yrs HSES is 58.67.
Difference between two mean groups is 9.20. That means normal women
of 15 to 25 yrs LSES significantly differ on body image score as compare
to normal women of 30 to 40 yrs HSES.

A1B2C1-A2B2C2 women suffering from eating disorder of 30 to
40 yrs HSES — normal women of 30 to 40 yrs MSES. The mean score of
women suffering from eating disorder of 30 to 40 yrs HSES is 58.67 and
normal women of 30 to 40 yrs MSES is 48.63. Difference between two
mean groups is 10.04. That means women suffering from eating disorder
of 30 to 40 yrs HSES significantly differ on body image score as compare

to normal women of 30 to 40 yrs MSES.
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CHAPTER: 5
SUMMARY, CONCLUSIONS, SUGGESTIONS AND

LIMITATIONS

1. Summary:

In the present research, the attempt has been made to make
comparative study of self-concept, anxiety and body image of women
suffering from eating disorder and Normal Women between age 15 to 25
age and 30 to 40 years.

The problem of the present research study was as under.

“A study of self-concept, anxiety and body image among normal
women and women suffering from eating disorder”

Major objectives of the present research work were as under:

1. To study and compare women suffering from eating disorder and
normal women with regard to their self-concept, anxiety and body
image.

2. To study and compare 15 to 25 years old and 30 to 40 years old age
groups of women suffering from eating disorder and normal women
with regard to their self-concept, anxiety and body image.

3. To study and compare HSES, MSES, LSES women suffering from
eating disorder and normal women with regard to their self-concept,
anxiety and body image.

Major Hypotheses of the present research work were as under:

1. There will be no significant difference between women suffering from

eating disorder and normal women in relation to self-concept.
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2. There will be no significant difference between 15 to 25 years and 30 to
40 years women In relation to self-concept.

3. There will be no significant difference among HSES, MSES and LSES
women in relation to self- concept.

4. There will be on significant difference between women suffering from
eating disorder and normal women in relation to anxiety.

5. There will be no significant difference between 15 to 25 years and 30 to
40 years women In relation to anxiety.

6. There will be no significant difference among HSES, MSES and LSES
women in relation to anxiety.

7. There will be no significant difference between women suffering from
eating disorder and normal women in relation to body image.

8. There will be no significant difference between 15 to 25 years and 30 to
40 years women In relation to body image.

9. There will be no significant difference among HSES, MSES and LSES
women in relation to body image.

In the present study, 2x2x3 factorial design was used. Two types of
women, (1) women suffering from eating disorder (2) normal women, two
types of age group, (1) 15 to 25 yrs (2) 30 to 40 yrs, three SES groups, (1)
HSES (2) MSES (3) LSES were taken as independent variables. Score of
self-concept, anxiety and body image were taken as dependent variables.

The present research work conducted on 360 women. The purposive
sampling technique used for the selection of samples. The women were
selected from various areas of Gujarat such as Ahmedabad, Surat,

Gandhinagar and Vallabh-Vidyanagar.

154



Following tools used in present study.

—

. Eating Aptitude Test (EAT-26) by Dr. D Garner.

2. Socio-economic Status Scale (SESS) by Dr. D. J. Bhatt

3. Self-Concept Questionnaire (SCQ) by V K Mittal and S Abrol.
4. Anxiety Measurement Scale (AMS) by S D Kapoor.

5. Body Shape Questionnaire (BSQ) by Cooper et.al.

In the present study, with the help of EAI-26, identified the women
suffering from eating disorder and normal women, with regard to their SES
(HSES, MSES, and LSES) and age (15 to 25, 30 to 40). After identification
of ED and normal women, three tests, self-concept questionnaire by V. K.
Mittal and S. Abrol, anxiety measurement scale by S. D. Kapoor and body
shape questionnaire by Copper et. Al. were administered individually.
Scoring was done as par scoring key of each test.

After tabulation of scores following statistical techniques were used
for testing the hypothesis such as analysis of variance (ANOVA), least
significant difference (LSD).

The results of ANOVA on self-concept score indicate that women
suffering from eating disorder significantly differ as compare to normal
women. 15 t025 yrs women do not differ as compare to 30 to 40 yrs women
of HSES (higher socio economic status) significantly differ as compare to
women of MSES (middle socio economic status) and LSES (lower socio
economic status). Women and age do not interact each other. Women
and SES do not interact each other. Age and SES do not interact each

other. Women age and SES do not interact each other.
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The results of ANOVA on anxiety score indicate that women suffering
from eating disorder significantly differ as compare to normal women. 15
to 25 yrs women do not differ on anxiety score as compare to 30 to 40 yrs
women. HSES women significantly differ on anxiety score as compare to
MSES women and LSES women. Women and age do not interact each
other on anxiety score. Women and SES significantly interact each other
on anxiety score. Age and SES significantly interact each other on anxiety
score. Age and SES significantly interact each other on anxiety score.

The results of ANOVA on body image score indicate that women
suffering from eating disorder significantly differ on body image score as
compare to normal women. 15 to 25 yrs women do not differ on body
image score as compare to 30 to 40 yrs women. HSES women significantly
differ on body image score as compare to MSES women and LSES women.
Women and age do not interact each other on body image score. Women
and SES significantly interact each other on body image score. Age and
SES significantly interact each other on body image score. Women age

and SES do not interact each other on body image score.

5.2 Conclusions:
On the besis of the results and discussion following conclusions can
be drawn.
1. Women suffering from eating disorder significantly differ on self-
concept score as compare to normal women. Women suffering from
eating disorder have shown poor self-concept as compare to the

normal women.
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. 15 to 25 yrs women do not differ on self-concept score as compare
to 30 to 40 yrs women.

. Women of HSES (higher socio economic status) significantly differ
on self-concept score as compare to women of MSES (middle socio
economic status) and LSES (lower socio economic status).

. Women suffering from eating disorder significantly differ on anxiety
score as compare to normal women. Women suffering from eating
disorder have shown more anxiety as compare to the normal women.
. 1510 25 yrs women do not differ on anxiety score as compare to 30
to 40 yrs women.

. HSES women significantly differ on anxiety score as compare to
MSES women and LSES women. Women of MSES and LSES have
shown more anxiety as compare to HSES women.

. Women and SES significantly interact each other on anxiety score.
HSES women suffering from eating disorder have shown more
anxiety.

. Age and SES significantly interact each other on anxiety score.15 to
25 MSES women have shown more anxiety.

. Women suffering from eating disorder significantly differ on body
image score as compare to normal women. Women suffering from
eating disorder are more worried and dissatisfaction with their body

image as compare to the normal women.

10.15 to 25 yrs women do not differ on body image score as compare

to 30 to 40 yrs women.
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11.HSES women significantly differ on body image score as compare

to MSES women and LSES women. HSES women are more worried
and dissatisfaction with their body image as compare to MSES and

LSES women.

12. Women and SES significantly interact each other on body image

score. HSES women suffering from eating disorder are more worried

and dissatisfaction with their body image.

13.Age and SES significantly interact each other on body image score.

30 to 40 yrs HSES women are more worried and dissatisfaction with

their body image.

3. Suggestions for further study:

1.

Study of mental health and Adjustment of women suffering from eating
disorder and normal women would throw additional light.

A comparative study of occupations of women suffering from eating
disorder and normal women need to be studied.

A study of marital status of women suffering from eating disorder
and normal women would also throw additional light.

Effect of literacy, religious and caste of women suffering from eating

disorder and normal women could be a challenging area of research.

4. Limitations of the study:

1.

The sample size of each sub group was very small (n=30) so that

findings of this study cannot to be generalized on large population.

. Type of family, religious, caste etc., are not controlled in present

study.
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. Educational status has not studied in present investigation.
. The sample of each group was taken from only urban area.

. Women suffering from severe eating disorder were not taken in this

study.
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