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ANOREXIA 

Anorexia nervosa is characterised by deliberate weight loss and a refusal by the person to eat, often 
leading to the point of emaciation. People suffering from anorexia are so obsessed with putting on 
weight or getting 'fat', That they will stop at nothing to stay thin. No matter how thin the sufferer is 
,they still perceive themselves as being 'fat'. A person suffering from anorexia never reaches the 
weight they want to be as they always move the goal post when they get there in s bid to strive for 
perfection.  

Although anorexia means 'loss of appetite' ,the sufferer does in fact have an appetite, however the 
fear of gaining weight creates a need to control the appetite to the point of eating very little , and in 
some cases nothing. 
Some binge and purge but maintain a low body weight. 
Some hide food, take laxatives or slimming pills in a bid to reduce the 'perceived' weight. The clinical 
descriptions for a person suffering from anorexia are: 

- a refusal to maintain body weight or a minimally normal weight for age, and height. 
- an intense fear of gaining weight or becoming fat, even though they would be underweight. 
- a distorted perception of their personality, body weight or shape is experienced as is a denial 

of the seriousness of the low body weight. 

The earliest case of anorexia was a 20 year old girl treated in 1686 by Richard Morton. A paper was 
also written 1874 by Sir William Gull. Anorexia has been around for a while and the sufferer strives 
for perfection, control, mastery of self and this leads to the constant struggle they experience. 
The refusal to eat food is an outer expression of deep psychological distortions or disturbances. Being 
thin is perceived as being 'in control' , and this becomes paramount in the sufferers world. Eating is 
perceived as 'weak' or 'giving in'. And once a person eats they feel they will lose control and never 
get it back. These distortions give rise to the rigid controlling rituals that the anorexic maintains. Self 
induced starvation goes against the bodily instincts and this can rarely be maintained. This is why 
ultimately anorexics end up binge eating and purging food as starvation for many induces binge 
eating.  

When starving the anorexic feels safe, in control, they can cope and they feel better about 
themselves. They are afraid of food and afraid of themselves and terrified of losing the control. 

BULIMIA NERVOSA 

Like anorexics, bulimic sufferers are obsessed with food and weight. 

Bulimic often binge eat and then purge themselves to avoid gaining weight. Many eat large amounts 
of food, very rapidly, and with little self control. Purging may involve vomiting, laxatives, or excessive 
exercise.  

Despite these behaviour's bulimic are usually average weight or slightly overweight. Bulimia invokes 
feelings of guilt and shame which perpetuates the ongoing behaviour. A previous history of anorexia 
is present in about one third of people presenting bulimia. As with anorexia, bulimic may experience 
serious dangerous physical complications as a consequence of the disorder. 

Recurrent episodes of binge eating (binge eating being an eating pattern that takes place in a short 
space of time, involving an amount of food that is definitely larger than what most other people 
would eat in a similar period of time) 
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A sense of lack of control over eating and what is being eaten. 

Recurrent inappropriate compensatory behaviour in order to prevent weight gain as a result of 
eating pattern e.g.. Self induced vomiting, Misuse of laxatives, diuretics, or other medications, fasting 
or excessive exercise. 

Self evaluation is unduly influenced by body image, shape and weight. 

The term bulimia is derived from Latin and means “hunger of an ox”. It is commonly known that the 
Romans engaged in binge eating and vomiting rituals, but it was first described in medical terms in 
1903. Anorexics who purge and normal weight individuals who do not binge but vomit whenever 
they eat food they consider ‘too fattening’ are often incorrectly diagnosed with bulimia. 

The drive for thinness and the fear of being fat or gaining weight appears with both anorexia and 
bulimia as does the body image obsessions and distortions. Most bulimic restrict calorie intake and 
they live in a world that swings between compulsive or binge eating and semi starvation also. Bulimic 
try to control their weight by restricting intake of food and when unable to do so, they end up 
bingeing and out of anxiety and desperation, they purge through self induced vomiting, laxatives or 
diuretics. Many also use other behaviour's to counteract their binges such as fasting or excessive 
exercise. The purging actually calms the bulimic down and eases their guilt and anxiousness about 
having consumed too much food or gained weight. As the disorder progresses the bulimic will start 
to see any and all food as a threat. Binges can become extreme and binges of 50,000 calories a day 
have been recorded! 

Bulimia in the initial stages appears to be about dieting and weight, however it eventually becomes a 
mood regulator. A bulimic finds Solace in food and purging. The act of purging becomes addictive as 
not only does it control weight but it is calming as endorphins are released when a person is purging. 
Endorphins are brain chemicals which bring about calm and bliss by inducing pleasure and reducing 
pain. Any activity that creates an endorphin release becomes fixed and learned by the brain and is 
then repeated when and individual experiences emotional or physical pain. 

It serves as a way for the individual to cope albeit destructive. Bulimic who need help regulating 
mood states are also prone to using a variety of coping mechanism such as drugs, alcohol, sex, and 
even gambling. Unlike anorexia, bulimia is not easily identified and bulimic can successfully keep it a 
secret. Others are so entrenched in the disorder that they are unable to keep down a job or 
relationships. They are distressed by their by their behaviour and are amazing and upset about their 

inability to control themselves. 
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Anorexia : 

-weight loss (can be in a very short space of 
time) 
-loss of menstruation 
-paleness 
-feeling cold 
-dizziness and fainting spells 
-severe restricted eating 
-odd food rituals such as counting bits of food, 
cutting food into 
-pieces, preparing food but refusing to eat it 
-intense fear of becoming fat 
-dressing in layers to hide their body 
-fear of situations where food is present 
-rigid exercise programs 
-rood swings 
-perfectionist attitude 
-insecurities about their capabilities 
-feelings of self worth are determined by what 
is, or is not eaten 
-avoiding other people's company 

 

Bulimia : 

-complaints of fatigue and muscle pain 
-swollen glands 
-puffiness in cheeks, broken blood vessels 
under the eyes 
-tooth decay 
-weight fluctuations 
-eating and bingeing in secret 
-preoccupation with food and weight 
-bathroom visits after meals 
-vomiting, laxative abuse, fasting, diuretics, and 
diet pill abuse 
-rigid and harsh exercise regimes. 
-fear of putting on weight 
-mood swings and depression, sadness, guilt, 
severe self-hate 
-the need for approval to feel good 
-self-worth determined by weight

SELF-ESTEEM 

Self-esteem has recently been defined by Silverstone as "the sense of contentment and self-
acceptance that stems from a person's appraisal of their own worth, significance, attractiveness, 
competence and ability to satisfy their aspirations" (Silverstone 1992). Self-esteem is the degree to 
which a person values and respects themselves, and is proud of their accomplishments. Self-esteem 
begins to develop in childhood, but it solidifies and gains momentum during the turbulent and trying 
years of adolescence. The teenage years tend to be a crucial "make it or break it" period when it 
comes to self-esteem because it is at this time that youngsters are searching for an identity. If this 
process goes awry, the teen is likely to have negative feelings about the self, leading to a low sense of 
self-esteem. Many recent studies have provided evidence that disruptions in the formation and 
stability of one's self-esteem can lead to various psychological problems, such as eating disorders. 
 

Are Low Self-Esteem and Eating Disorders Related? 

Although it is often thought of as only an "anecdotal contention that low selfesteem is a trait of 
eating disorders" (Wilfiams 1993), this fact has been empirically proven time and time again. With 
the use of various questionnaires and inventories, researchers such as Schupak-Neuberg, Rosen and 
Button have found that low self-esteem occurs very commonly in patients with eating disorders. In 
some cases, evidence for this relationship is so strong that it is even thought by some researchers 
that chronic low self-esteem is a necessary prerequisite for disordered eating (Silverstone 1992). A 
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profile of self-concept components that are characteristic of low self-esteem are insecurity, negative 
mood and depression, poor body image, feelings of inadequacy, social and personal withdrawal, poor 
adaptation skills, and unrealistically high aspirations (Steinhausen 1993). All of these traits are seen 
fairly consistently in patients with eating disorders.  

In addition, patients with eating disorders also exhibit other traits associated with low self-esteem, 
such as problems with their overall self-image, excessive concern over weight and shape, and 
globally negative attitudes about their self-control and discipline (Button 1997). The methodology for 
the research leading to these conclusions about low self-esteem and eating disorders typically 
involves elements such as questionnaires examining eating behavior, self-esteem and general 
psychological well-being (such as the Offer self-image questionnaire), depression and self-esteem 
scales (such as the Rosenberg self-esteem scale and the Hospital anxiety and depression scale), 
personal interviews with doctors, psychologists and researchers, and finally tests designed 
specifically for eating disorders (such as the Bulimia test and the EAT-40).  

 

HOW STRESS AFFECTS EATING 

Stress is responsible for affecting your body in many ways: Stress can cause muscle tension, clouded 

thoughts, an inability to sleep and even eating disorders. The effect stress has on your body can hurt 

you, robbing you of your health and vitality.  

Stress can have a powerful effect on your appetite and food cravings. Stress affects the way your 
body chooses healthy foods, how you digest those foods and how you absorb nutrients. Poor diet 
contributes to stress, which, in turn, contributes to a poor diet. For a number of people, food 
becomes a mechanism for coping with stress. 

There are two kinds of stress eaters: 

1. The emotional eater. Emotional eaters turn to food when feeling anxious and have a 
tendency to overeat at every meal or they may put off eating until dinner, and then they 
overindulge. This type of eater also turns to food when feeling sad, after a bad day at work, 
when frustrated or when a relationship turns sour. 

2. The restrictive eater. This type of eater restricts their food intake, which increases their 
stress because they forbid themselves from eating specific foods. These eaters diet 
frequently, often cutting out entire food groups and depriving themselves of vital nutrients. 
Restrictive eaters set themselves up for binging, stress-related eating and life-long weight 
fluctuations. 

Continued stress can also increase your cortisol level, stimulating feelings of hunger. Cortisol is 
responsible for cravings for sugar and high fat foods. It also contributes to the formation of fat in 
your midsection, putting you at greater risk for cardiovascular disease, increased blood pressure and 
type II diabetes.  

PROTEIN-ENERGY MALNUTRITION 

Definition 

Protein-energy malnutrition (PEM) is a potentially fatal body-depletion disorder. It is the leading 

cause of death in children in developing countries. 

http://medical-dictionary.thefreedictionary.com/Malnutrition
http://medical-dictionary.thefreedictionary.com/Death
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Description 

PEM is also referred to as protein-calorie malnutrition. It develops in children and adults whose 

consumption of protein and energy (measured by calories) is insufficient to satisfy the body's 

nutritional needs. While pure protein deficiency can occur when a person's diet provides enough 

energy but lacks the protein minimum, in most cases the deficiency will be dual. PEM may also occur 

in persons who are unable to absorb vital nutrients or convert them to energy essential for healthy 

tissue formation and organ function. 

Although PEM is not prevalent among the general population of the United States, it is often seen in 

elderly people who live in nursing homes and in children whose parents are poor. PEM occurs in one 

of every two surgical patients and in 48% of all other hospital patients. 

Types of PEM 

Primary PEM results from a diet that lacks sufficient sources of protein and/or energy. Secondary 

PEM is more common in the United States, where it usually occurs as a complication of AIDS, cancer, 

chronic kidney failure, inflammatory bowel disease, and other illnesses that impair the body's ability 

to absorb or use nutrients or to compensate for nutrient losses. PEM can develop gradually in a 

patient who has a chronic illness or experiences chronic semi-starvation. It may appear suddenly in a 

patient who has an acute illness. 

Kwashiorkor 

People who have kwashiorkor often have extremely thin arms and legs, but liver enlargement and 

ascites (abnormal accumulation of fluid) can distend the abdomen and disguise weight loss. Hair may 

turn red or yellow. Anemia, diarrhea, and fluid and electrolyte disorders are common. The body's 

immune system is often weakened, behavioral development is slow, and mental retardation may 

occur. Children may grow to normal height but are abnormally thin. 

Kwashiorkor-like secondary PEM usually develops in patients who have been severely burned, 

suffered trauma, or had sepsis (tissue-destroying infection) or another life-threatening illness. The 

condition's onset is so sudden that body fat and muscle mass of normal-weight people may not 

change. Some obese patients even gain weight. 

This condition usually appears at the age of about 12 months when breastfeeding is discontinued, 

but it can develop at any time during a child's formative years. 

Marasmus 

Profound weakness accompanies severe marasmus. Since the body breaks down its own tissue to 

use as calories, people with this condition lose all their body fat and muscle strength, and acquire a 

skeletal appearance most noticeable in the hands and in the temporal muscle in front of and above 

each ear. Children with marasmus are small for their age. Since their immune systems are weakened, 

they suffer from frequent infections. Other symptoms include loss of appetite, diarrhea, skin that is 

dry and baggy, sparse hair that is dull brown or reddish yellow, mental retardation, behavioral 

retardation, low body temperature (hypothermia), and slow pulse and breathing rates. 

The absence of edema distinguishes marasmuslike secondary PEM, a gradual wasting process that 

begins with weight loss and progresses to mild, moderate, or severe malnutrition (cachexia). It is 

http://medical-dictionary.thefreedictionary.com/Cancer
http://medical-dictionary.thefreedictionary.com/Ascites
http://medical-dictionary.thefreedictionary.com/Electrolyte+Disorders
http://medical-dictionary.thefreedictionary.com/Sepsis
http://medical-dictionary.thefreedictionary.com/Hypothermia


 

6 
 

usually associated with cancer, chronic obstructive pulmonary disease (COPD), or another chronic 

disease that is inactive or progressing very slowly. 

Some individuals have both kwashiorkor and marasmus at the same time. This most often occurs 

when a person who has a chronic, inactive condition develops symptoms of an acute illness. 

Causes and symptoms 

Secondary PEM symptoms range from mild to severe, and can alter the form or function of almost 

every organ in the body. The type and intensity of symptoms depend on the patient's prior 

nutritional status and on the nature of the underlying disease and the speed at which it is 

progressing. 

Mild, moderate, and severe classifications have not been precisely defined, but patients who lose 10-

20% of their body weight without trying are usually said to have moderate PEM. This condition is also 

characterized by a weakened grip and inability to perform high-energy tasks. 

Losing 20% of body weight or more is generally classified as severe PEM. People with this condition 

can't eat normal-sized meals. They have slow heart rates and low blood pressure and body 

temperatures. Other symptoms of severe secondary PEM include baggy, wrinkled skin; constipation; 

dry, thin, brittle hair; lethargy; pressure sores and other skin lesions. 

OBESITY 

The food that we eat is required for the growth and energy expenditure by our body. Obesity results 
when a person ingests more calories than he or she can burn off. If this happens regularly over a 
period of time, the body will store the extra calories as fat. The body is able to burn off calories as 
energy needed throughout the day, but if the energy is not burned away, it will be stored as fat. 
Every person has his or her own metabolic rate. This is the rate at which calories are used or burned 
off within the body. People who take a lot of exercise or are employed in strenuous jobs usually have 
a very high metabolic rate. They require a lot of calories, but burn them off easily. People who do not 
take a lot of exercise or are involved in jobs such as office work do not need as many calories. The 
body stores extra calories as fat and if a person continually eats calories that he or she cannot burn 
off, obesity may occur.  

Overweight is weighing more than normal, necessary or allowed, especially having more body weight 
than is considered normal or healthy for one's age or build. 

Obesity is defined as an abnormal accumulation of body fat, usually 20% or more over an individual's 
ideal body weight, which is associated with increased risk of illness, disability and death. The World 
Health Organization (WHO) defines "overweight" as a BMI equal to or more than 25, and "obesity" as 
a BMI equal to or more than 30. These cut-off points provide a benchmark for individual assessment 
but there is evidence that risk of chronic disease in population increases progressively from a BMI of 
21. On the basis of body fat percentage, women with over 30% body fat and men with over 25% 
body fat are considered obese. A certain amount of body fat is necessary for storing energy, heat 
insulation, shock absorption, and other functions. The normal amount of body fat (expressed as 
percentage of body fat) is between 25%-30% in women and 18%-23% in men. 

Obesity and overweight pose a major risk for serious diet-related chronic diseases, including type 2 
diabetes, cardiovascular disease, hypertension and stroke, and certain forms of cancer. The health 

http://medical-dictionary.thefreedictionary.com/Skin+Lesions
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consequences range from increased risk of premature death, to serious chronic conditions that 
reduce the overall quality of life. Of special concern is the increasing incidence of child obesity. 

Types of Obesity 

The fat distribution in body is identified among three types of obesity Android, Gynoid and the third 
type. Android obesity is male type obesity where excess fat is accumulated in the upper half of the 
body like the shape of an apple. Gynoid type of obesity has fat accumulation in the lower part of the 
body, seen on both the genders but more commonly in women, and is similar to pear shape 

Android:  

Android type of obesity is likened to the shape of an apple. The shoulders, face, arms, neck, chest 
and upper portion of the abdomen are bloated. The stomach gives a stiff appearance. So also the 
arms, shoulders and breast. The back seems to be erect but the neck is compressed and there will be 
protruding chest because of the bulk in the stomach. The lower portion of the body the hips, thighs 
and legs are thinner beyond proportion in comparison with the upper part. In these persons the vital 
organs affected will be mostly the heart, liver, kidneys and lungs. Though this typed of obesity is 
found more in males it is common in females too. Those females, who are under hormone treatment 
for their menstrual abnormalities or after childbirth, are more prone to this type of obesity. It occurs 
in females around menopause too due to thyroid glands functional disturbance. In this type, the 
excess flesh is less likely to reduce especially in female than males. Android type of obesity is a major 
risk for heart damage and heart disease due to high cholesterol. 

Gynoid:  

In this type the lower part of the body has the extra flesh. This type of obesity is also common to 
both sexes though females are more affected. Gynoid type of obesity is similar to pears. The flesh is 
somewhat flabby in the abdomen, thighs, buttocks and legs. The face and neck mostly give a normal 
appearance. In some persons, the cheeks may be drawn too. As these persons grow old the whole 
figure assumes a stooping posture and the spine is never erect due to the heavy hips and thighs. This 
vital organs affected mostly are the kidneys, uterus, intestines, bladder and bowls. But the functions 
of these organs sometimes have a direct effect on the heart. In this type of obesity, exercises or 
dieting will not help appreciably in reducing weight. 

The third type:  

Besides android and gynoid, there is one more type of obesity. Some people do not belong to any of 
the above type of obesity. Their whole body from head to toe looks like a barrel. Their gait is more to 
rolling rather than walking. The fat tissues in their body hinder the movement of all the internal 
organs and consequently affect their brisk functioning. For them any exercise is difficult due to the 
enormous size of the body. So such person should follow a strict in diet and do plenty of exercise. 

 
 
 

 


