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Welcome To Our Eating Disorders Newsletter!

Editorial

We are very proud to present our first electronic newsletter as part of our joint effort in founding the ‘World Eating Disorders Federa-
tion’. We are professionals that have come together from different countries with a common mission - to prevent eating disorders; to
treat and support sufferers and their families, and to equip professionals with the information and up-to-date skills to confront the com-
plex and misunderstood intricacies that are eating disorders.

We reach out to a global community and not just our local areas. We share common reference experiences for working with eating disor-
ders and must also take different cultures and beliefs into account when working in our individual countries. This is our exciting chal-
lenge - to become an interactive forum for people and professionals around the wortld to share their views, experiences, even write
friendly, personal and evidenced — based articles which will help you to stay up to date with all the latest news on eating disorders, with a
view to working together towards a unified and evidence based approach.

o  www.cating-disorders.org.uk
e  www.choiceslebanon.com

e  www.hcfed.gr

e  www.catingdisorders.ie

e www.themeeda.com

If you wish to participate in sharing your personal experiences with eating disorders and have us publish it in our newsletter please email
us at info@choiceslebanon.com
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Jeremy Alford (PhD): Founder of CHOICES & the Middle East Eating Disorders Association (MEEDA) (Lebanon). Clinical psycholo-
gist & Clinical Hypnotherapist.
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International Affiliate Memberts:

Suzanne Horgan: Principal and founder of the Eating Disorders Resource Centre of Ireland. Psychotherapist and certified trainer in prac-
titioner skills for eating disorders.
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Bulimia by Defanlt

Bulimia is an illness charactet-
ised by episodic binge eating
and harmful behaviours to
prevent weight gain such as
purging or taking laxatives. In
some people, the features of
the illness are so severe that it
is easy to assume that some-
thing really bad must have hap-
pened for bulimia to have de-
veloped. But bulimia can hap-
pen by accident.

Lisa was only 16 when she had
her first bulimic episode. She
had picked up a stomach bug
the previous week and ended
up vomiting and unable to eat
for 3 days. Afterwards she
spoke of feeling ’lighter’,
’empty’, and she got a buzz
from this. Her friends began to
comment approvingly about
her weight loss and she en-
joyed their attention. It is not-
mal for teenagers to enjoy re-
ceiving compliments, and Lisa
was in all respects an average
teenager, sometimes feeling
bigger than she wished to be,
but never really doing anything
about it. Now after this bug
she found herself focusing on
how much lighter and more
attractive she was feeling and
she became afraid of losing this
feeling when she started to eat
normally again.

She tried to preserve this feel-
ing by restricting her food, but
was unable to do this success-
fully. Eventually, she ended up
restricting for most of the day
and then would binge eat at
night. She was so annoyed with
herself for overeating that she
began to purge. She felt too
heavy unless she could ’get rid’
of this food intake.

Over a period of time these
habits became the norm for
Lisa and while she didn’t like
indulging, she felt compelled to
do so, possibly because it
meant she could purge after-

by S. H.

wards and get the light feelings
back.

This is an example of how
bulimia can develop through
‘bad luck’. Most people with
bulimia do not intend to vomit
or take laxatives after eating
their food. Tt is a condition
which develops over time.
What begins as being a way of
controlling food gradually be-
comes the only way that some-
one is able to feel light in the
body and free of anxiety and
guilt. Purging also releases en-
dorphins in the brain, giving
someone a “lift” whenever
they vomit or take laxatives.
Many sufferers describe this
buzz, which keeps them at-
tached to their illness, they also
describe the way in which
purging helps them feel
“instantly thin” and how it
gives them an emotional re-
lease.

The DSM-IV Diagnostic Crite-
ria for Bulimia Netrvosa is as
follows:

1. Recurrent episodes of binge
eating characterized by a large
amount short
space of time and a sense of
lack of control over eating
during the episode.

of food in a

2. Recurrent inappropriate

compensatory  behaviour in
order to prevent weight gain,
such as self-induced vomiting;
misuse of laxatives, diuretics,
enemas, or medications; fast-
ing; or excessive exercise .

3. The Binge Eating and other
inappropriate
behaviours

compensatory
both
average at least twice a week

occut, on

for 3 months.

4. Self Evaluation is unduly
influenced by body shape and
weight.

Bulimia presents itself in a
variety of ways and 30 to 50%

of people who develop ano-
rexia go onto develop buli-
mia or binge eating disorder.
Many people with bulimia
however have not been ano-
rexic.

Treatment involves address-
ing why the behaviour devel-
oped, what purpose the be-
haviour is serving, what the
payoffs are , and developing
skills necessary to deal help
tolerate, regulate and deal
with unhelpful, painful or
negative emotions.

References:

Fairburn, C.G. (1997). Interpersonal psycho-
therapy for bulimia nervosa. In D.M. Garner
& P.E. Garfinkel (Eds.). Handbook of
treatment for eating disorders (2nd ed.) New
York: Guilford. (p.p.278-294).

Garner, D.M. (1997). Psychoeducational
principles in treatment. In, Garner, D.M. &
Garfinkel, P.E. (Eds.). Handbook of treat-
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York: Guilford. (p.p. 145-177).

Le Grange, D. (2003). The cognitive model
of bulimia nervosa. In M. A. Reinecke, & D.
A. Clark (Eds), Cognitive therapy across the
lifespan (chapter 12). Cambridge: Cambridge
University Press.

Mizes, J.S. (1993). Bulimia nervosa. In,
Bellack, A.S. & Hersen, M. (Eds.), Handbook
of behavior therapy in the psychiatric setting
New York: Plenum. (p.p. 311-328).
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Can too much exercise be bad for you?

“You should exercise on a regular
basis”.

Whether we read it in maga-
zines, watch it on TV or hear it
from our doctor, exercise does-
n’t only keep you in shape but
it also improves your endur-
ance, your mood and lowers
the risk for certain diseases. If
exercise is that good, then one
would think that doing mote of
it would be even bettet.....isn’t
that so?

While some people starve
themselves in order to stay thin,
others binge then purge to get
rid of these “Extra calories” or
even choose to work out as a
means to “purge “what they
have eaten: a condition called

“Exercise Bulimia”.

Eating disorders

Is there a gene for Anorexia?

Many people ask whether
there may be a gene for ano-
rexia. Is it hereditary?

A recent Swedish study sug-
gests there is a link. Cynthia M.
Bulik, Ph.D., of the University
of North Carolina at Chapel
Hill, and colleagues studied
individuals in the Swedish
Twin Registry to examine the
prevalence, heritability and risk
factors for anorexia. Results
showed that out of the 31,406
twins that participated in a 4
years screening for a range of
disorders, including anorexia,
the researchers estimated that
anorexia was 56% heritable,
with the remaining differences
caused by environmental fac-
tors. Their works also suggests

are complex

situations in which a person gets
extreme emotions, behaviors and
attitudes surrounding weight and
food issues. So extreme to the
point where a person can damage
her body through exercise, result-
ing in panic attacks, heart failures
and other severe problems.

Symptoms include:

Working out when injured
or sick

Not getting any recovery
days and being depressed if
unable to exercise

Avoiding social events or
missing out work or school
in order to exercise

Refusing to eat if unable to
exercise

Defining self-worth in terms
of performance

that anxiety or depression early
in life could be a trigger factor
for the disorder to occur. The
overall belief is that certain
people are at greater risk and
environmental pressures like
those from the media play a
contributing role.

Anorexia nervosa affects more
than 1 of 100

women. As many as 10 mil-

out every

and 1 million
the U.S.

struggling with an eating disor-

lions women

men in alone are
der; and millions more with a
The
overall prevalence of anorexia
in 2002 was 1.2% in women

and .29% in men. Teenagers

binge eating disorder.

and young adults are most
vulnerable. There is a strong
psychological component asso-

by H.S.

So when do you know when to
stop? How can doing too much
of a good thing be of a negative
impact on your health?

At times where obesity seems to
have taken over a good part of
the population around the world,
and huge efforts are being made
to fight through diet and exer-
cise , it is somehow ironic to
notice that one of the means to
remedy that problem (exercise)
can also play against it. We will
never preach enough balance
and equilibrium in managing
eating disorders: Therapy and
counseling, are therefore impor-
tant for people diagnosed of
exercise bulimia to rebuild their
self-esteem, improve their self-
image and ensure at all times that
a balance is maintained and ex-
treme behaviors are avoided.

Issue 1

by J. A.

ciated with the condition.
The major problem associ-
ated with anorexia is a dis-
torted body image. A person
with anorexia often believes
they are overweight despite
being thin, sometimes dra-
matically underweight.
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anorexia nervosa. Archives of General
Psychiatry, 63, 305-312.

Crowther, J.H. et al. (1992). Epidemiol-
ogy of bulimia nervosa. In M. Crowther &
al. (Eds.) The etiology of bulimia nervosa:
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Washington, D.C.: Taylor & Francis. (p.p.
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Binge Eating Disorder & Compulsive Eating: A Personal Perspective
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“People  who
binge eat and do
not purge usually

with
weight,

struggle
excess
they are shamed
by this and by
their
about

teelings
their
behaviour”.

In 1959, Albert Stunckard, an
American psychologist, first
identified “the binge -eating
syndrome” by observing the
weight loss struggles of one of
his clients. Binge eating did
not attract further attention
until the late 1970s, when peo-
ple who binge eat but who do
not purge were descriB.E.D.
as “bulimics”. Many people
overeaters did not, under-
standably, like this description,
thus in 1992, the term “Binge
Eating Disorder” was coined
to describe people who binge
eat but who do not use ex-
treme weight control behav-
iour. B.E.D. is now consid-
ered to be a form of EDNOS,
(eating disorders not otherwise
specified) a category which
includes milder forms of ano-
rexia and bulimia. The recent
NICE guidelines are some-
what coy about how to treat
B.E.D., recommending vari-
ants of therapy that are
deemed suitable for bulimia
nervosa, even suggesting that
binge eaters can be treated by
putting them on a diet.

Binge Eating Disorder?

The reason for this coyness is
that it is hard to describe what
Binge Eating Disorder really is
about, and sufferer accounts
of the disorder differ from
that of professionals. The
clinical literature describes
B.E.D. broadly as a condition
where: ‘People regularly eat larger
amounts that a normal eater
would consume in the same pe-
riod of time, this food tends to be
“forbidden” (that is, fattening) the
behaviour is consistent (i.e. not
infrequent), they feel guilty and
upset about their behaviour,
which they sense is abnormal,
they feel “taken over”, out of
control, and may not even be
conscious of what they are eating,
and they may try to compensate
for overeating by starving, weigh-

by D.]J.

ing themselves and going on diets
or taking slimming pills.’

People with B.E.D. might
promise to be good, end up
having a biscuit, and then the
rest of the packet, and typically
say, “I’ve blown it...” Chaotic
eating might follow, such as a
fry-up, several bowls of cereal,
and then all the leftovers to
boot, promising all the while
to “start again tomorrow’.

The trouble is, that when real
people are asked “do you ever
binge?” or “do you often
binge?” far more people say
yes than those who would be
diagnosed with B.E.D. For
some people, a single bar of
chocolate feels like a binge,
especially if there was a crav-
ing beforehand, or if they feel
that the food was “forbidden”.
Some people just go back-
wards and forwards to the
fridge all night, nibbling, hat-
ing themselves for their lack of
willpower, looking for some-
thing that never seems to sat-
isfy.

There is therefore a subjective
experience that we can de-
scribe as “compulsive eating”
among people who don’t sat-
isfy the full criteria for B.E.D..
But does this difference really
matter? When we try to put a
label on something as complex
and as variable as the eating
disorders, we stand in danger
of becoming removed from
people’s real and authentic
experience. This was described
eloquently by one of my cli-
ents who said:

‘T cannot control myself. I'll open
the fridge and eat. No matter
what time of day, even if I've just
finished breakfast or dinner. Il
still search for food. I’'m not nec-
essarily hungry, I'm just addicted

it’s like a drug. The mote I
have the more I want. I eat it so
quick, like there’s no tomorrow.
And it’s always in secret. I even
bring food to bed., and in the
morning I put the wrappers in an
outside dustbin so no one knows
what I’ve eaten. If I know that my
family and husband are going out,
I’ll make up an excuse to stay
home, that way I can eat and eat
and eat. I'm so disgusted and
ashamed of myself. I hate myself
for doing it. I know its wrong
while I am doing it but I will carry
on. That is what I can’t under-
stand, while I’'m bingeing. I know
what I'm doing but I don’t stop.
Food is ruling my life. I just wish
[ could take it or leave it. But it’s

never enough 7

The Typical Binge Fater

Not unlike people with ano-
rexia and bulimia, binge eaters
are extremely sensitive about
their shape and weight, and
view control over food as per-
haps the most important goal
of their life. They tend how-
ever to have less stringent
standards for how they need
to look in order to accept
themselves. As with the other
eating disorders, there is no
“typical binge eater” although
many describe themselves as
“comfort eaters” whose eating
bears little relationship to
“hunger”. They believe that
they lack willpower. The foods
that they eat, the number of
calories they define as a binge,
the triggers that lead to over-
eating and how they cope after
overeating, all vary from one
person to another. Compulsive
eaters may use metaphor to
describe their situation. One
person describes her eating as
trying to fill a black void, the
other speaks of a hole in her
heart, one desctribes food as
her treacherous friend, the
other says “I just have to have

S0
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A Silent Epidemic

People who binge eat and do
not purge usually struggle with
excess weight, they are shamed
by this and by their feelings
about their behaviour. Hence it
is not surprising that they are
acutely unhappy, although it
would be wrong to describe
B.E.D. as a symptom of de-
pression. Studies show that
binge eating is common among
the overweight, with over 50%
of all overweight people, male
and female, claiming that binge
eating is a serious problem for
them. This represents a huge
silent epidemic of sufferers, for
whom binge eating is a stealthy
destroyer of health and an ulti-
mate cause of early death
through compli-
cations of excess
weight. Binge
eaters however,
sense a lack of
the  sympathy
given to people
with anorexia or
bulimia, and may
be afraid to con-
fess their prob-
lems to a GP. If

started dieting, and since the
connection between dieting
and binge eating is well known,
part of the treatment involves
helping people to forgo diet-
ing, cat regularly, develop a
whole new set of skills to man-
age the food environment,
their feelings, and other peo-
ple. In other words, people
learn to take care of themselves
in a totally different way.

There are other people who
claim that their binge ecating
began before they ever started
dieting, perhaps during stress-
ful times, or following a per-
sonal trauma such as bullying
at school, or the break up of

they do, they ate
likely to  be

handed a diet
sheet  although
their condition

will render most
obesity interventions ineffec-
tive.

Treating Compulsive eat-
ing

In trying to understand binge
eating, and therefore to treat it
effectively, we look more to
the future than to the past,
moving people forward by
changing their behaviour, and
teaching people the skills to
respond to the feelings and
situations which trigger over-
eating events in a more helpful
way. Many people can trace
their binge eating behaviour
back to the time when they

their parent’s marriage. We
suspect a core problem here is
difficulty managing emotions.
People who cannot tolerate
painful feelings tend to use
food as a way of hiding from
feelings, and calming them-
selves down. When they de-
velop skills to manage their
feelings and their relationships
with other people, they are far
less likely to turn to food as an
emotional band-aid. Eating
behaviour does calm down
when people stop running un-
helpful thinking patterns such
as beating oneself up for
lapses, or being too much of a
perfectionist around food.

I am often asked whether I
consider B.ED. / compulsive
eating an “addiction”. 1 don’t.
It resembles addiction, insofar
that the need for the “fix” of
food takes over your life, costs
a lot of money, and changes
youtr behaviour around other
people. However, binge eaters
need to be moderate with
food, they cannot be abstinent,
which is the goal of treatment
for alcohol or drugs. There are
many features of the 12-Step
programme such as gaining
spiritual contentment, which is
arguably useful alongside Cog-
nitive Behaviour Therapy.

“Cognitive” aspects of therapy

for binge eating also lean heav-
ily on changing the beliefs and

attitudes, including attitudes
about body image, that drive a
disturbed relationship with
food. The therapist needs to be
an educator, someone who can
communicate facts about en-
ergy balance and regulation, to
teach someone, for example,
that eating regularly is far less
fattening than fasting and
feasting, and someone who can
help a person, through experi-
mentation, to realise that good
nutrition helps diminish crav-
ings.

I would like to end on a posi-
tive note. B.E.D. and compuls-

Issue 1

-ive eating respond generally well
to treatment in the hands of a
propetly trained therapist who
understands the “secret language
of ecating disorders”. Such a
therapist will not simply provide
“insights.” He or she will also
have the knowledge base to em-
power the sufferer with helpful
information and guidance. By
fostering control in other areas
of life which are “out of control”
we can reclaim our natural appe-
tite and make eating a source of
pleasure once again. Such a
therapist will not simply provide
“insights.” He or she will also
have the knowledge base to em-
power the sufferer with helpful
information and guidance. By
fostering control in other areas
of life which are “out of control”
we can reclaim our natural appe-
tite and make eating a source of
pleasure once again.
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“With
children

over five hours a

some
watching

day of television, it

is no great surprise

that obesity levels,
especially

children,
epidemic

among

are
reaching
proportions”.

Childhood Obesity & TT wus

The modern lifestyle of com-
puter screens or television is
pushing us more and more to
an unhealthy lifestyle resulting
in a decrease in physical activ-
ity and an increase in food
intake. As a matter of fact, the
number of children, teenagers
and adults that are overweight
and obese is quite alarming,

So what are the effects of TV
on your health and in particular
on your child’s health?

the whole
“process” of watching televi-

To begin with,

sion is NOT an active one:
Television involves sitting on a
sofa and NOT moving. It is
literally the laziest thing you
can do. The majority of us
appreciate a companion during
our TV marathons, the most
popular of which is junk food
which contains high levels of
dangerous fat, sugar and salt.
We choose this companion
because we are sure there will
be no interruptions during our
favorite show and we won’t be

judged as we open that second
pack of monster chips!

If television is concerned with
promoting a healthy lifestyle,
then where are the TV com-
mercials promoting healthy
good groups such as fruit and

vegetables?

Instead, the opposite occurs
and we are bombarded with
advertisements promoting high
calorie foods such as cakes,
soft drinks, chips and pastries.
With some children watching
over five hours a day of televi-
sion, it is no great surprise that
obesity levels, especially among
children, are reaching epidemic
proportions.

This is not a problem that con-
cerns simply children. Adults
are perhaps more aware of the
power and influence of adver-
tising but they are just as prone
to eating junk while watching
TV as children. How many of
us are guilty of snacking the
wrong foods in front of the
Tv?

We can keep looking for
excuses when we pile on a
few extra kilos but if our
concern is to protect our
child’s health
should consider
closely the power of tele-

then we
more

vision.

Overall, whether we are
guilty of snacking in front
of the TV or not, we
should focus on recrea-
tional activities that pro-
mote exercise and reduce
time spent in front of the
TV or computer.

Making positive lifestyle

Issue 1

changes for you and your fam-
ily will dramatically improve
your health and reduce the
possibility of serious, life-
threatening diseases.:

e Keep TV’s out of children’s
bedroom

e Limit the number of hours
spent watching TV

e Teach your children to be
savvy consumers and let them
understand that what they want
is not necessarily what they
need

* Make mealtimes TV-free

* Encourage alternative enter-
tainment:

play a board game with your
child, read, or listen & dance to

music!

e Use an exercise or a treadmill
while watching TV

e Put a fruit bowl next to you
rather than sitting with a big
bowl of popcorn on your lap!

* Set a good example by limit-
ing your own television view-

ing!
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“Mothers with EDs

are very uncertain
about their parenting

skills, but they are

good mothers who
that

believe
. : 2
parenting is hard.

This records from the presentation delivered
by Rachel BW at the Division of Clinical
Psychology Special Interest Group for Eating
Disorders in the UK.

Mothers with eating disorders
are a neglected group who need
help for their own issues and to
prevent eating disorders in their
children. It is also a sizeable
group, 1/3 of attendees at an
eating disorder service in Hamp-
shire were mothers or mothers
to be.

Literature Review

The size of the literature points
to several issues. Mothers with
EDs are very uncertain about
their parenting skills, but they are
good mothers who believe that
patenting is hard. The post-
partum period is vulnerable in
respect of onset of an eating
disorder or exacerbation of an
eating disorder. They may have
unrealistic expectations of weight
gain during pregnancy, weight
loss after birth, routine distrup-
tions to their normal life and
attending to the needs of a child.
Infants of ED mothers vomit
more often, cry more and laugh
less. Mothers with EDs are less
organised, more likely to use
food to calm a child down and
are motre anxious about their
children’s weight.  Studies of
infants of 1 years old indicate the
following compared to non-ED
mothers; more conflict more
negative comments toward the
children, less positive comments
and more reported difficulties
with breast feeding and weaning.

Mothers with Eating Disorders

Studies of children at 4 years of
age show the following; less
organised in play, more sectet
eating,

Opverall ED mothers show the
following; less likely to eat in
front of the children, under-
feeding children, making cet-
tain foods forbidden, verbally
intrusive and controlling and
less facilitating during play.

On the one hand we could see
factors pre-disposing a child to
develop an eating disorder.
Perfectionist attitudes are in-
variably present. But these are
women trying very hard to be
good mothers who care for
their children and don’t want
to pass on their issues to their
children. Thus they will bene-
fit from specific support.

What are the issues

The issues that challenge us
invite us to go back to basics
with respect to assisting moth-
ers with eating disorders for
the benefit of both them and
their children. We need to
address dependency issues, to
consider the importance of
carly feeding experiences, the
emotional associations that
children forge with food and
the development of a child’s
food preferences and auton-
omy. From these first ideas we

have identified certain areas of
concern which could be useful
targets for intervention, tran-
scending both parenting and
eating disorder issues.

1. Reflections on the past

8 Modelling

iour

eating behav-

3. Education
4, Developing flexibility
5. Gender

6. Who does the feeding

74 Responsiveness to emo-
tional cues

8. How to take cate of them-

selves

Preliminary Research

In order to test out these
thoughts a pilot group was set
up in Hampshire, a thematic
analysis was done to pick out
the issues that mothers them-
selves felt were important to
them. These are the main con-

cerns that mothers came up
with:

1. Passing on eating disorder
£ £
traits to their children

2. Fears about child develop-
ment

3. Lacking confidence espe-
cially in food preparation, han-
dling food and setting eating
routines

4. Social and emotional intet-
actions during mealtimes and
how to handle children who

play up
SE i hcir

predisposed from birth, fears

own food intake
about weight gain and body

image

6. Dealing with their own
needs and meeting their expec-
tations of mothering

7. A loss or change of iden-
tity — woven up with feeling
unattractive or different

8. Lots of relationship issues,
for example: The impact of
their own psychological dis-
tress on the child, boundaries,
the impact of the eating disor-
der on their ability to cope

Control issues, for example:
Handling mess, who pulls the
strings

Group experience

They acknowledged a need for

Issue 1

by D.]J.

support but there would be
practical issues such as should
their children come too. They
felt caught in a paradox, people
were saying ‘be yourself don’t
follow rules’, but follow our
rules.

A Mothers Workshop & the
Results
From these initial concern

themes a workshop program
was developed to address cer-
tain areas. It was a closed
workshop with formal rules for
attendance, stated aims and a
need to flat up protection is-
sues. The format of the work-
shop would be to introduce
certain topics and be very up-
front about what the literature
said about each topic without
being judgemental. It would
be useful to say “it is thought”
or “some say”. Following in-
troduction there would be
open discussion about how
this affected each of them,
problem solving, practical sug-
gestions and task setting agreed
by the facilitator.

To make it simple the work-
shops were divided into 8 sub-
ject areas [Issues and fears of
passing on eating disorders
traits will pervade each work-
shop]

Workshop 1:  Interactions around

Jfood and mealtimes.

Mothers tended not to realise
that anxiety around child eating
issues are normal for mothers
but harder for them because of
their problems. They needed
help with every aspect of eating
behaviour and children such as
the ability to tolerate mess,
encouraging the child to eat
lumps, the amounts of food to
give, helping children take food
from others, fostering healthy
interest in food, eating at the
same time as the child for
modelling of happiness around
eating and how to vary
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routines. Some mothers had
difficulty being in the same
room as the child whilst they
were eating and had a tendency
to distract the child from eat-
ing, or whilst eating such as
eating in front of the TV (this
is not a good idea since it im-
pedes the development of
speech).

The homework was putting
plastic sheets under the child’s
chair, and to experiment with
varying routines, and eating
finger foods together.

Workshop 2:
The  prepara- :
tion and pro- §
vision of food.

Mothers
wete  pre-
dictably
concerned
about fats
and sugars, 8
the type of
food that is
part of a
health diet,
the  ability
to cook for
theit  chil-
dren and
getting  the
amounts
right.

The facilita-
tor’s im-
pressions
were  that
the mothers lacked knowledge,
had a heavy teliance on pre-
pared meals, high levels of
anxiety and poor confidence.
They needed more confidence
generally in their mothering
ability, too experiment and take
risks.

ANy
2

e

The homework was the provi-
sion of recipes, experimenting
with new foods, too give solids
and then milk and too allow
their child not too finish the
meal.

Workshop 3:  The mother’s food

Many complained of having
lack of time due to the de-
mands of their children and
they were unable to get sup-
port from other mums due to
their own social anxiety and
petfectionist attitudes and irra-
tional belief that they would be
judged as poor mums.

The researcher’s impressions
were that they can’t take care
of themselves generally; they
were confused about their re-
sponsibilities and that having
both an eating disorder and
raising a child together was
exhausting.

Homework was to get Dad to
take the child to the park and
ask for help from others in
their lives.

Workshop 5:
Expectations

What came up in this work-
shop were feelings that a Mum
is not a person and they have
very high expectations of them
selves but a poor sense of self
efficacy leading to very low self
confidence and feelings of
hopelessness.

Self identify and

The facilitator’s impressions

were that in becoming a parent
they had relinquished their
sense of self and had no inter-
est in self care.

Their homework was to repeat
the assertions that they are
doing the best they can and to
reality check all their negative
self beliefs.

Workshop 6: The need for control

The women found it difficult
to handle messy clay, and
tended to adhere strictly to
mealtimes. They complained
of lack of time to play with
their children due to the need
to clean and tidy up. They

% LIPFLER

expressed wotries about potty
training and teeth cleaning and
control of the child’s diet both
at home and with others.

The facilitators impressions
were that the Mum’s are aware
of their own regitity and that
they do try to balance their
anxiety and respond to the
child’s needs yet fail.

The homework was to play
with children after mealtimes
and use a mirror to teach the
child how to clean their teeth

Workshop 7: The overall relation-

Issue 1

ship between self and children, gen-
eral parenting issues

In this workshop the facilitator
felt that the Mum’s had an
overwhelming sense of being
totally responsible for all as-
pects of the child’s ultimate
development, happiness and
wellbeing.  Further that they
were therefore enmeshed with
their children. They like all
Mum’s had the wish to do
what is best for their child but
this was backed by anxiety and
possibly these ideas were intru-
sive.

No advice has been given

Vi ase. about the home-
- a8 work suggested.

Workshop 8: Group
debrief

The Mothet’s have
found these ses-
sions to be useful
and they really
valued the support
and assistance of
other group mem-
bets.
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Even though statistics show that
about 10% of men suffer from
eating disorders, a growing body
of evidence suggests that men
may be especially vulnerable to
Muscle Dysmorphia or the
Adonis Complex, a condition in
which one obsesses about lack-
ing muscle definition and mass,
even with a muscular body.

Although a relatively new area of
medical research, many experts
believe this disorder is underre-
ported. According to Katharine
Phillips, MD, Director of the
Body Image Program at Brown
University’s Butler Hospital, men
who constantly seek instant re-
sults from workouts and fre-
quently check their progress in
mirrors or on scales are most at
risk. Though her findings are
geared to athletes, or those who
want to be, others say that less-

“More

million

than a

men

including

teenagers  abuse
steroids as a way
to build the ‘ideal’

body*

The Adonis Complex

athletic men are not immune to
muscle dysmorphia and related
body image problems.

This condition often leads men
to use or even abuse anabolic
steroids, which are potentially
dangerous and can make men
become much more muscular
than nature ever intended.
More than a million men
including teenagers abuse
steroids as a way to build the
‘ideal’ body.

The warning signs to look out
g Sk

for are:

® Distortion of body im-
age (Viewing yourself as
being fat, although others
around you say that you
are muscular)

® Exercise interferes with
other areas of life
(Relationships, job, or
school suffer because of

Body Dysmorphia

Body Dysmorphic Disorder
(BDD) is a preoccupation with
an imagined physical defect in
appearance or a vastly exagger-
ated concern about a minimal

defect. The

must cause significant impair-

preoccupation

ment in the individual’s life.
The individual thinks about his
or her defect for at least an
hour per day.

BDD affects as many men as
women. Men with body dys-
morphic disorder are most
commonly preoccupied with
their skin (for example, with
acne or scarring), hair
(thinning), nose (size or shape),

or genitals. The preoccupations

by]J. A.

your exercise routines)

®  You harm yourself in
pursuit of fitness (Taking
steroids, tearing joints or
ligaments because of ovet-
training, or fainting be-
cause of not drinking
enough)

® Your self-esteem is
based solely on your
appearance (The perfect
body is the only way you

can feel good about yout-

self)
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are difficult to resist or control.

The person may fear ridicule in
social situations, and may con-
sult many dermatologists or
plastic surgeons and undergo
painful or risky procedures to
try to change the perceived
defect. The medical procedures
rarely produce relief. Indeed
they often lead to a worsening
of symptoms. BDD may limit
friendships. Obsessive rumina-
tions about appearance may
make it difficult to concentrate
on schoolwork.

People with eating disorders
may suffer from BDD. How-
ever the prevalence is un-
known.

Issue 1

Secking professional help to
support you and help you find

ways to encourage the person
to seek help is a constructive
way forward.

References:

Grant, J. & al. (2002). Body dysmorphic
disorder in patients with anorexia nervosa:
prevalence, clinical features, and delusional-
ity in body image. International Journal of
Eating Disorders, 32, 291-300.

Phillips, K. & Castle, D. (2001). Body dys-
morphic disorder in men. British Medical
Journal, 323(7320), 1015-1016.

Perugi, G. et al. (1997). Gender-related
differences in body dysmorphic disorder
(dysmorphophobia). Journal of Nervous &
Mental Disease, 185, 578-582.



Page 13

Anorexia & Pregnancy

In order to have a healthy
child, the average pregnant
woman should gain between
11 and 15 kg. Telling this to a
person with anorexia is like
telling a normal person to gain
45 kg. If you are anorexic, you
may have trouble conceiving a
baby and carrying it to term.
Irregular menstrual cycles and
weak bones make it more diffi-
cult to conceive. If you are
underweight and do not eat the
proper variety of foods, you
and your baby could be in dan-

ger.

According to an article in the
American Journal of Obstetrics
and Gynecology, compared to
women without a history of an
eating disorder, the risk of hav-
ing a preterm delivery or low
birth-weight baby was 70 and
80% higher, respectively, in
those with an eating disorder.

Recovery

Eating disorders are treatable,
and lots of people recover
from them. Recovery, however
is not an easy process for all.
For some it can take many
years. Some people do better
than others and make faster
progress. Those who have a
better prognostic work with a
team of specialists in the field
who help them resolve both
the medical and psychological
issues that contribute to, or
result from, disordered eating.

About 80 percent of people
with eating disorders who seek
treatment either recover com-
pletely or make significant pro-
gress. Others, remain chronic
sufferers or die.

byJ. A.

by J. A.

The following complications
may result such as:

® Premature labor
® [ow birth weight
®  Stillbirth or fetal death

® Intrauterine growth retar-
dation

® [ikelihood of Caesarean
birth

® JLow APGAR scores
® Delayed fetal growth
®  Respiratory problems
®  Gestational diabetes
°

Complications during
labor

® Jow amniotic fluid
®  Miscarriage

®  Preeclampsia

In addition, the use of laxa-
tives, diuretics or other are
harmful to developing babies
as they take away important

Recovery is not only about the
cessation of starving and bing-
ing behavior. It is more impor-
tantly about developing: a con-
sistent maintenance of normal
or near-normal weight, regular
menstrual periods (for women)
a varied diet of normal foods
(not just low-cal, non-fat, non-
sugar items), elimination or
major reduction of irrational
food fears, age appropriate
relationships with family mem-
bers, understanding of the
process of choices and conse-
quences and also a sense of
self, plus goals and a realistic
plan for achieving them, in
addition to developing the
capacity  to

move towards

nutrients essential for nourish-
ing a baby which may lead to
fetal abnormalities.

All pregnant women should
receive proper prenatal care.
Those recovering from ano-
rexia or bulimia need special
care. You should always take
your prenatal vitamins and
have regular prenatal visits.
You should not exercise unless
your doctor says it is okay and
it is a good idea to enroll in a
prenatal exercise class to be
sure you are not overexerting
yourself.
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building a meaningful, fulfill-
ing, and satisfying life.
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“The risk of
preterm delivery
or low birth-
weight baby is 70
and 80% higher in

those with an

eating disorder.”
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Personal Testimonies

Z The following is a testimony of a

“There are many
invisible chains
in my life; I am in
bondage of
obsessional
thinking, material

desires, confused

pr10r1t1es,

perfectionism
and food”

] L~ .
Fahes This is a testimony of another

gitl in the UK. “I'm 15 years
old. I have an older sister; she
is smart and good at everything
and it’s hard to live up to her. 1
am close to my mother, she's a
housewife, and my father is a
businessman. They get along
okay 1 think, they're not very
demonstrative.

I've always done well at school;
I suppose the teachers would
call me an ideal pupil - not
much trouble. I'm aiming for
A's in my GCSEs, because I'm
expected to go to University.
Everyone says it should be a
doddle for me but I don’t have
their confidence in myself.
God, it would be terrible if 1
somehow failed!

Lebanese girl in her 20’s who has
been suffering from ED for over
5 years. She highlights the strug-
gles she faces and how she contin-
ues to fight towards a healthy
recovery:

“There are many invisible chains
in my life; I am in bondage of
thinking,
desires, confused priorities, pet-
fectionism and food.

obsessional material

When 1 begin my day over-
whelmed by the fear of bingeing, I
become a slave, held in prison by
food. Perfectionism limits my
ability to relate to people; I am in
bondage of high expectations for
others. No one could possibly live
up to my standards. Obsessive
and intrusive thoughts hold me
captive in my dark cell. I want to
be free from slavery of unhealthy
things, I want to be overcome by

It all started when I was 13 and
started putting on a bit of

joyed the attention, and later
their concern.

the power in me. I was so used
to abusing my body; it almost
felt comfortable. Eating disor-
ders had been a part of my life
for so long that I had come to
accept it as normal. I resigned
myself to the fact that I would
live the rest of my life obsessed
with food and my body. I
thought I would continually
worty about what others
thought of me. There are lots
of ways for people to deal with
the pain in their lives. Many
choose to use drugs to numb
their feelings; others obsess
about sex. Alcohol is a socially
acceptable way to escape pain;
its even a way to gain accep-
tance in some crowds. Some
people cling to a strict standard
of religious ethics in order to
find shop
compulsively thinking it’s a
healthy way of filling the emp-

approval. Some

Fighting my

Issue 1

tiness. So what it boils down to
is that people do all sorts of
things to find acceptance and
love. As for me I want to be
healthy; I do not want to use
or abuse or busy myself in
order to a void my feelings. It’s
tough, but I am convinced ill
be happier in the end!

Lord, give me the courage to
do life without a fix.”

I'm 40 kg now, but strange,
when I look in the mirror I just

weight and it didn't feel right.
When the gym teacher re-
marked that I was looking a
little podgy 1 thought right!
that’s it! and decided to diet
there and then. I cut down on
the sweets and stopped eating
breakfast. It was a great feel-
ing when those first few
pounds came off and soon I
was throwing away my lunch
as well, I wasn't really hungty.

I guess I was always rather shy
and not as popular as I wanted
to be, so it was nice when peo-
ple began to notice that I had
lost weight - "you look really
good" they'd say and "when
are you going to stop?". I sup-
pose you could say that I en-

hunger pangs at first was not
too casy but when I started
doing aerobics it took the edge
off my appetite. Now, if I
don't exercise I feel anxious
and fat.

I don't honestly remember the
point at which I started to be
afraid of food. Everything I
eat bloats me out and I'm terri-
fied of gaining weight. So long
as I am losing I know I'm safe.
Of course people are starting
to nag me now and I have
become quite clever at pushing
food around on my plate or
hiding it in a napkin on my
lap. Most of the time I pre-
tend that I have eaten some-
where else.

see an enormous blob and my
stomach feels huge. My Mum
cries a lot now and I am sorry
about that, she's threatening to
take me to the doctor but I am
certainly not going to let them
make me fat again. They can’t
make me eat.

I am afraid to admit to myself
that I am starving all the time
and I'd love to let go and sink
my teeth into some bread and
butter. But when I manage to
resist and I have won, 1 feel
totally in control. Believe me,
I'm happy just the way I am
and I wish that people would
just leave me alone.



Page 15

N -, .
5'5 The following is a testimony

of a lady in her 30’s from
the U.K.:

“The year after our marriage
I began calorie counting,
cutting out some foods
missing out meals and be-
gan speed walking. My
weight then dropped to 7
stones, I felt utterly miser-
able with life but boosted by
my weight loss and the con-
trol I had over refusing
food. 1 worked as a Doc-
tor’s receptionist at the time
and a colleague, an older
lady noticed what was hap-
pening and nurtured me out
of the cycle I was in. To my
delight 1 became preg-

But then:

“A hidden but
universal
experience in

anorexia is the

emergence of an

“Anorexic Voice”

“My husband spent a lot of
time away from home and
began working 7 days a
week as well. 1 began eating
less and less, was extremely
physically active during the
day, going to the gym 3 eve-
nings a week and then dis-
covered laxatives. I felt
fantastic; I could go all day
with just eating an apple or
a grapefruit and drinking
lots of coffee. A customer
asked me if I was compet-
ing in the thinnest woman
in the world competition.
My weight down to 5 stones
9 Ibs (Approx 35 kilos)...”

“I have become
quite clever at
pushing food

around on my

plate or hiding it

in a napkin on
my lap”

The Anorexic Voice

A hidden but universal ex-
perience in anorexia is the
emergence of an “Anorexic
Voice”. It might be a some-
thing that is heard inside a
person’s head or even some-
thing that is heard from out-
side. At first the Voice sug-
gests that the person will
feel better if they just lose a
little more weight. Then the
Voice becomes louder and
more critical. It may tell the
person that he or she is
weak for eating or for failing
to lose weight. It may even
threaten the person with
consequences if they try to
fight the illness.

Anorexics will not disclose
to other people that the
Voice is there; it has crept
up on them very gradually
and just feels like a normal
part of their life. Many suf-
ferers are surprised and re-
lieved to know that other
people with anorexia have
this Voice and are con-
trolled by it as well. Here are
recurring  testimonies
pressed by sufferers:

XSG

—

= “Yes this voice

is with me all the
time, it's inside my
head screaming in
my ear”

Issue 1

The following is a testimony
of how a teenage girl pre-
tends to have eaten:

“This is what I do....I
sprinkle some cereal in a
bowl, and put a bit of milk
in, and toss the spoon in
and stir it around. Then I
leave it on the side and my
mum will think T have had
my breakfast.”

“l can hear it out-
side me. it is like an-
other person is in the
room with me. |
thought | was going
mad”

“I believed every-
thing it told me”

“Even now years
after | got better, |
still hear it from time
to time”
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