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Abstract
eating disorder nowadays considered as a primalthissue since growing incidence and health apneseces
of eating disorders among the population. Bulingavnsa is a disorder which disrupts the abilityrtaintain a
‘normal’ eating pattern.
Aim of study : to determine the prevalence of imigi nervosa and binge eating disorder among gb&s®ns
and the difference of some Individual Characteristactors in obese females with eating disordargéoeating
disorder and bulimia nervosa) and obese femalg®uti eating disorders.
Patients and method : a cross sectional study fhargust -2012 to March- 2013, for randomly seddo(190)
obese females , their body mass index (B¥MB0Kg/m2 , age range from 15 to 60 years, (40 2%t the
definition and criteria of Bing eating disorder(BEBnd Bulimia nervosa(BN). (32, 16.84%) were BH €8,
4.23%) were BN. Others (150, 78.9%) were obese lEemdthout any eating disorder . constricted
Questionnaires regarding the diagnostic criteriaBaig eating disorder and bulimia nervosa and oci
demographic factors for both groups are taken ath@rovariable related to the health factors: classe
obesity , history chronic stress, sleep distucbanand , history of hypertension or treatmenis tdistory of
diabetes mellitus and factors related to femaléhsag MD (menstrual disturbance), and other foddted
factors : favorite food, meal frequency and snaekjdiency. anthropometric measurements (weighthhéign
body mass index(BMI)) were taken .
Results: The total number of patient collectedhese study (190) patients. 40 (21%) met the defimiand
criteria of eating disorder and bulimia nervosaheo 150(78.9%) consider as obese without eatisgrder
group .45% of study group with eating disordersage group 26-35 compared with 37.9% in obese group
without eating disorder. There was a statisticghidicant relationship regarding age group, resiéemmarital
state and educational level between the study grewth( p-value = 0.002 , 0.002, 0.021,0.036 peetively,
with no difference regarding occupation(p-value20y and 47.5% of eating disorder group were is<ld
obesity compared with  37.3% in obese group with@atting disorder with statistical significant
(x2=7.720,df=2 ,p-value=0.021). and 52.5% of eatirgpmier group reported body shape stressor compare
with 23.3% in the other study group with signifitatifference between the study groups regardingnteqf
stress and history of diabetes mellityR<13.256,df=3 ,p-value=0.004) ¥2=12.66,df=1 ,p-value=0.000)
respectively and no difference regarding sleepudiance , menstrual disturbance and hypertensioral(ie
=0.375, 0.215, 0.196) respectively .65% of obeitle @ating
disorder group prefer mixed and fatty meal comprte 34.7% in obese without eating disorder (p-es0.001)
and significant difference regarding meal and sniatkke between the study groups (p-value= 0.0024).
respectively.
conclusion, obese women with binge eating disoashel bulimia nervosa appear to report younger lagein
cities mostly married and had college and postuyptallevel of education that is different complaie obese
women without binge eating and bulimic disordehose who reported lighter body weight and body shap
stressor and the majority of eating disorders gmeyort no history of diabetes mellitus , they gisefer mixed
and fatty meal and the majority of them reportedstmme lunch meal and afternoon snack regularly.
Keywords: obesity, binge eating

1. Introduction

Eating disorders comprise a range of syndromesmpassing physical, psychological and social feature
Whilst the acute physical complications of thessodiers may provoke great concern in family membecs
health service staff, anorexia nervosa and bulindevosa are frequently chronic conditions with saial
long-term physical and social squeal, from whiatokery is difficult (Agras etal 2000).

Since 1980, bulimia nervosa has been recognizethdyAmerican Psychiatric Association as an auton@mo
eating disorder (Fairburn etal 2000). Accordingtite National Eating Disorders Association (NEDAQ)
approximately 9 million women in the US strugglettwan eating disorder (ED). To put this in persjectin
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2005, approximately4.5 million people had Alzheitperdisease and about 2.2 million had
Schizophrenia .Bulimia nervosa (BN) accounts foe thighest number of eating disorder incidents and
disproportionately affects women(Adams, P. etal®Gel etal 2005).

The term bulimia means "an extreme hunger," butathiel is most commonly understood to refer to "BMILA
NERVOSA" which is characterized by recurrent egesoof binge eating followed by such regular atiéigias
self-induced vomiting, excessive use of laxatived/ar diuretics, fasting or dieting, and vigorouereise—all
of which are directed at weight control. A charaste feature in the bulimic patient is a persisteoncern with
weight , body shape and body image and is adsdcigith depression and other psychiatric disolgaisburn,
Christopher G, etal. 2000, Barabasz M 2007).

Binge eating is eating, in a discrete period ofktifag, 2 h) an amount of food that is significameiger than is
typical for most people during the same definedgokerThis behavior is associated with a perceiwess lof
control of eating during this time which should distinguished from. However, unlike individuals WiBN,
they do not engage in inappropriate weight corttediaviors, and it is frequently associated withsiigenhich
should be distinguish from overeating episode ithdefined as The consumption of an unusuallyelangount
of food in a defined period, without concomitantgeption of loss of control and Subjective bulimjgisode is
The consumption of objectively minimal amounts@dd in a defined period with a perception of lossantrol
(Santonastaso P, etal 2006&American Psychiatrioéiaion DSM-5 Development 2010).

Binge eating disorder (BED) is the most commotngadisorder in the United States affecting 3.5%eofales
and 2% of males and is prevalent in up to 30% o$e¢hseeking weight loss treatments. Although ftak yet
classified as a separate eating disorder, it was$ diescribed in 1959 by psychiatrist and researéliieert
Stunkard as "Night Eating Syndrome" (NES), andtéren "Binge Eating Disorder" was coined to descilixe
same binging-type eating behavior without the esigkl nocturnal component. BED usually leads to ibpes
although it can occur in normal weight individu&lsiilson, JI; Hiripi, E; etal 2007).obesity is assted with
but is not necessary for the diagnosis of BED, #rat it is not uncommon to see BED in cases without
obesity(Grilo CM. 2002).

The causes of eating disorder is not clear, bptdbably results from a combination of family histosocial
values (such as admiring thinness), and certaigopetity traits (such as perfectionism) There issimle,
identifiable cause of anorexia nervosa or buliméavosa, and more research is required to underdtsnd
complex interactions between the various forcessfpwlity, biology, genetics, environment) at play
determining who develops an eating disorder and edes not ( Gwirtsman HE, et al. 2008& Hay PJ.2(hiQ)
one thing is certain that bulimia is a complex doml issue. Eating can be an emotional releas#ssoot
surprising that people binge and purge when fedingry, depressed, stressed, or anxious[Arnold 20CE
2004& Cavanaugh, C. and L. Ray 1999) . Overallppewvith BED differ from those who do not binge ,emtd
BED appears to have important similarities with aifferences from BN [9]. BED and BN differ in tmeisk
factor profiles (Fairburn CGetal 1998 ) and initheatural course and outcome (Fairburn CG.etalOR00
Zimmerman M. 1994), and they resemble differerie(ig categories of eating problems (Bulik CM, &a00).
The global epidemic of overweight and obesity "glsiby" is rapidly becoming a major public healtlolplem in
many parts of the world, and they are the serimksfactors for a number of chronic diseases, iticlg diabetes
mellitus, cardiovascular disease, and cancer. Geighw and obesity are the fifth leading risk foolzhl deaths
(WHO 2012).

According to WHO, Overweight and obesite alefined as abnormal or excessive fat accumulatian
may be risk to the health .A crude population measfi obesity is the body mass index (BMI) whickeggial to
body weight in kilograms divided by the height ieters squared (BMI =Weigh kg/High m2),BE4B0 consider
obese( International Union of Nutritional Scien¢g$NS) 2010). Although the emerging literatures gest the
validity of BED, many substantive questions remaout its diagnostic features and its specific asgbciated
psychopathology (Grilo CM 1998). Studies using icith (Masheb RM, Grilo CM 2000) and community
samples (Striegel-Moore RH, Cachelin FM,etal 20@84ye found that although people with BN generatiyart
higher levels of dietary restraint, people with BiXd BED tend to report similar eating disorder-#pec
attitudes and overvalued ideas regarding weightshage.

This study specifically deals with eating disordénsulimia nervosa (BN) and binge eating disordgED))
although they are independently classified, bododiers are closely related and with obese femai®ut
eating disorders .

BED differs from BN because it does not present ke of compensatory behaviors. Diagnostic Caitéor
Bulimia Nervosa and binge eating disorder include:

A. Recurrent episodes of binge eating. An episddBrme eating is characterized by both of thedfelhg:
1-Eating, in a discrete period of time (e.g., withiny 2-hour period), an amount of food that idgrdefly larger
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than most people would eat during a similar peabtime and under similar circumstances.

2-A sense of lack of control over eating durihg episode (e.qg., a feeling that one cannot sttipgear control
what or how much one is eating).)
B-Recurrent inappropriate compensatory behaviarder to prevent weight gain, such as self-indusaditing;
misuse of laxatives, diuretics, enemas, or otheficagions; fasting, or excessive exercise
C- The binge eating and inappropriate compensdtehaviors both occur, on average, at least twiseek for
3 months
D- Self-evaluation is unduly influenced by body saand weight

E. The disturbance does not occur exclusivelyrduepisodes of Anorexia Nervosa
Specify type: Purging Type: during the current egis of Bulimia Nervosa, the person has regularbaged in
self-induced vomiting or the misuse of laxativesyetics, or enemas.
Non-purging Type: during the current episode ofiid Nervosa, the person has used other inapptepria
compensatory behaviors, such as fasting or exeaessiercise, but has not regularly engaged in sdiided
vomiting or the misuse of laxatives, diureticseaemas (American Psychiatric Association (2000).
The goal of this study was to(1) determine the glexwce of bulimia nervosa and binge eating disoateong
obese persons and(2) the difference of some Ingii€haracteristics factors in obese females witting
disorders(binge eating disorder and bulimia neayasid obese females without eating disorders.
2. Subjectsand methods:
Design and setting : this cross- sectional , conducted in Hilla éityBabylon governorate in Iraq from August -
2012 to March- 2013 for obese female attendedtiarirclinic , data collection Consent form includesimple
description of the study to all the persons inctudethe study. Each obese person was individuatgrviewed
to evaluate if she met the study's criteria of Bl 8N (American Psychiatric Association (2000) astter
variables related to socio demographic factorsbfath groups : age group ,residence , occupatidtarital
state , educational level . other variable relatethe health related factors: classes of obesityistory chronic
stress, sleep disturbances, and , history of hgpsitn or treatments , history of diabetes mellttust and
factors related to female such as MD (menstruaudiance), and other food related factors : fagdidod,
history of regular meal and snack intake.
Subjects : a study was conducted on convenience samplicignigue from randomly selected (190) obese
females , their body mass index (BM{BOKg/m2 , age range from 15 to 60 years .Thaicept to participate
in this study were taken from all the subjectdl participants included in this study were ffeem metabolic
disorders, were not under treatment for coronagrthéisease, dyslipidemia or endocrine disordeesewiot
involved in a weight-loss intervention and hadabk weight for at least 3 months.
Data collection tools: a specially designed data sheet was used; &saske frequency of( BE) and (BN) in
obese patients from Nutrition clinic in Iraq, B&n governorate Hilla city and this sheet contain:
1-Questionnaires: include:
A- diagnostic criteria of (BE) and (BN) and specitye types of BN: purging type and non- purgingetyp
(American Psychiatric Association (2000).
B-socio demographic factors :- name, age(divided inree age groups 15-25,26-35,36-45,and 45-6( yed),
residence (rural and urban) , occupation (emplolyeasewife),marital state( married, devoiced ,widowd not
married) , educational level(illiterate , primanydasecondary, college and postgraduate).
C- health-related risk factors: obesity classeasgll (30-34.99) , class 2 (35- 39.99) and class48(00) ,
history chronic stress, sleep disturbances, histbhyypertension or treatments to it, history citites mellitus
and factors related to female such as MD (mensttisalirbance).
D- food — related factors : type of favorites fodid(sweet , chocolate, beverage, juice or fruitl aegetables
and mixed fatty meal and fast food), regular naeal snack intake)
2- anthropometric measurements (weight, heightylmass index(BMI)).
Data Analysis:
Recording information was checked for missing valaed data entry errors. Statistical analysis veaifopmed
using Statistical Package for Social Science sa#wW8PSS, version 17) and Microsoft office Excel@Q@vas
used for data processing and statistical analy&siables were described using frequency distrdyutand
percentage for the patients according to their attaristics and mean (-x); standard deviation ($@)
continuous variable .The chi-squared test was tdsedhe assessment of association between theblesia
studied. The p- value of less than 0.05 was sicanifi statistically.

3. Result:
The total number of patient collected to theseys(i@0) patients. The minimum age 15 years oldraagimum
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60 years old (mean age * standard deviation) wa2£30.41 SD). 40 (21%) met the definition andesi# of
BED and BN , (32, 16.84%) had BED and (8,4.23%)engN [tablel ]. The questionnaires also includediwh
were the compensatory behaviors associated witlaNthe results were:

(2, 25%) of BN patients reported history of s@ffduced vomiting or use laxative or diuretics dryd6, 75%)
reported fasting and did excessive rigid exermggmen ( despite weather , fatigue , illness@ury to burn of
calories taken it in a meal).

The age groups distribution found that (72, 37.@%dbese female seeking for obesity treatment \atrage
group (26-35years). (45%) of patient with eatdigorders were at age group (26-35years) while {3896
obese group without eating disorder were at agam(d6-60) and there was statistical significatétienship
regarding age groups between two study groyps14.872 , df=3 , p value=0.002). (77.5%) of eatiigprder
(ED) participants lived in urban area and (22.586)them lived in a rural area while (52.7%, 47.38bpbese
without eating disorder lived in rural and urbamarespectively, there was statistical significeegarding
residence and educational level between the studwpg with §2=11.558,df=1 ,p-value=0.002) and
(x2=6.676,df=2 ,p-value=0.036) respectively , anchwlite marital of the femalegl=9.698,df=3 ,p-value=0.021)
when (50% of obese without eating disorder were amied and 45% of obese with eating disorder were
married) [Table 2]. Table 3 shows the distributadrstudy groups according to some health relatetbfa when
(39.5%) of the study groups had class Il obesity.§%) of eating disorders patients had class #sip with
BMI (35-39.99Kg/m2) and (40.7%) of obese withoutirgdisorder had class Il obesity with BME@OKg/m2)
[figure 1] , with statistical significant relatiohip regarding obesity classes between the studypgro (x
2=7.720, df=2, p-value=0.021). (43.7%) of studyup® had Sleep disturbance and (56.3%) obese fetmates
no sleep disturbance with no statistical signiftceglationship between two studied groy2s{0.788,df=1 ,p-
value=0.375)also no significant relationship regagdmenstrual disturbance and blood pressure betwee
study groups withy@2=1.537,df=7 ,p-value=0.215) y2=1.672,df=1 ,p-value=0.196) respectively[tableaBl
(60%) of participants reported history of diabetssllitus with strong significant difference betwethe study
groups §2=12.66,df=1 ,p-value=0.000).

Table 3 shows that (52.5%) of obese with eatingrdisr had Body shape stressor ,and(15%) reporbekl and
money related stressor , (7.5%) reported relatipnstnessor and (25%) of them reported other streelated
to moves and change houses or tutors event oh dedamily compared with (23.3%)of obese grouphwiit
eating disorders had Body shape stressor , (28pgrted work and money related stressor ,(14.7@9rted
relationship stressor and(34%) of them reportéderostressor related to moves and change houdesgoos
event or death in family with significant differenbetween the study group8€13.256,df=3 ,p-value=0.004).
Then asked all the participants in study abouttfiégedood .In eating disorders group there were/42565%) of
participant prefers to consumed sweet , chocolsteerage, juice others prefer mixed fatty meal fast food
respectively , compared with (58.7% , 34.7%) of ssbevithout eating disorder group respectively with
significant difference between two grougs€14.926 , df=2 , p value=0.001).[table 4]

Regarding the regular meal intake table 4 predeat t(12.5% , 57.5%) of obese with eating disoruizd
breakfast and lunch regularly compared with (33.528/6) of obese without eating disorders group retbasy
with significant difference between two grougs€9.064,df=2 ,p-value=0.011) and (15%,60%,12.5%%.of
obese with eating disorder reported midmorningerafion, evening and nocturnal snack regularly coetpa
with (26.7% , 35.3%,27.3%and 10.7% ) in obese witheating disorder group respectively with sigrfit
difference between the study groy#s¢9.482,df=3 ,p-value=0.024).[table 4]

4-Discussion:

Eating disorder nowadays considered as a primalhissue since growing incidence and health apnseces
of eating disorders and obesity among the populadimras, W.S., etal 2000).5 This study specificaleals
with bulimia nervosa (BN) and binge eating disor@@ED) although they are independently classifiedth
disorders are closely related. BED differs from BMcause it does not present the use of compensatory
behaviors. Eating disorders are conditions definedbnormal eating habits that may involve eitimsufficient
or excessive food intake to the detriment of anviddal's physical and mental health. ( Hudsongef4 2007).
This study compared obese women with eating dissrlN and BED) with obese without eating disosder
this study design of choosing obese women and carpetween them and not between obese with bingegea
disorder and bulimia nervosa with non- obese pelsmwause any difference between the last comparggr
may be related to be obese or not , so prefer ¢osshall the participant are obese . | could nad Similar
national studies about the eating disorder anzahuit patients. other
studies work comparing BN and BED by consideringgidal differences ,age and obesity status andedsjm
levels ,and other studies contrasting obese andobese patients with BED to BN , others stud@®gare
non-purging BN to BED( Hay P, Fairburn C 1998, ®aastaso P, etal.1999& Buddeberg-Fischer B, Bernet
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R,etal 1996).There is little data on the prevalentéulimia nervosa in general populations. Mostdgts
conducted thus far have been on convenience satfnpfashospital patients, high school or universtydents
(Makino M, Tsuboi K, Dennerstein L 2004, Hay PJ,dal, etal 2008). This study was conducted on (190)
obese females who come to nutritional clinic foigh loss program, 40(21%) met the definition ariteda of
BE and BN , (32, 16.84%) had BE and (8,4.23 %ev&N , the other studies showed the prevalendenofe
eating disorder is approximately 2-3% of the gene@pulation, 8% of the obese population, and lowe
prevalence than other study that found BED prevaemere 30% among patients undergoing treatmelos®
weight (Coutinho W, Pévoa LC.etal 1998) ,and agrék other study found a BED frequency of 16% ires®
women in a weight watchers program (Borges MBF.2848). This study reported ( 8, 4.23%) of partcip
were BN ,(25%) purging type and (75%) non- purdiyjge BN, Other study reported the prevalenceutifbia
nervosa was (2.3%, 76%) of the women suffered fitarpurging subtype and 24% from the non-purging
subtype. The incidence rate of bulimia nervosa 32100000 person-years at the peak age of incidrsc20
years, and 150/100000 at 10-24 years [Keski-Rahkénetal 2009),]. This study compared obese ptiefith
eating disorders (BED and BN) with obese patienthout eating disorders. The obese with eating rdisio
group was significantly younger with (45%)at ageuyr (26-35) than the comparable group that (38%6)ga
group (46-60) this result similar to other studhattreport the high prevalence of eating disoreene young
women (Hay, P.J. & Bacaltchuk, J. 2003). [Table 2].

Table 2 also present a significant difference réigar residence of the study groups with (p-valueg0Q)
(77.5% and 47.3%) of obese with eating disordeis &ithout eating disorders groups lives in urbaeaa
respectively, this result agree with other studht tlieport eating disorders occurs more frequenttjeveloped
countries and in cities, (Tolgyes T, Nemessury0042 and 52.5% of eating disorder group had colkege
postgraduate educational level compared with44%beke group without eating disorders that had pyiraad
secondary educational level these result agree avitimber of empirical papers also document diffegs in
education (Hudson, J., etal 2007 , Reagan, P. ahtbrdch 2005& Striegel-Moore RH, and Dohm FA. ket a
2003).

table 2 shows that (47.5%) of ED group were houffe & (52.5%) were employed with no significant
difference between the study group@€0.651,df=1, p-value=0.420) this result disagrith other explanation
The negative impact of BED and BN are even mor@se for the very young since they had irrevessibl
effects on physical development and emotional gnoworeover, binge and bulimics persist in theihdéors
hence, as with any serious persistent disease Jikedy to negatively affect human capital accuntigla (Keel,

P., etal 2005, Striegel-Moore RH, and Dohm FA.|&083).

Table 2 also shows significant relationship in ta@istate between two groups (p-value=0.021) .52 of ED
group were unmarred (45%) married compare to (50PAjithout eating disorders group were unmarribdt
was differs from other study as most patients wdting disorders are single, college educatedjratitkir mid-
20s that represent no difference regarding masitdk (Striegel-Moore RH, etal 2003

&Reagan, P. and J. Hersch 2005) This study shoaisthle subjects without ED heavier than obese ®ating
disorders were (40.7%) was class Il obesity compeith (17.5%) in obese with eating disorder and%%) of
ED group reported class Il obesity (BMI=35-39.9K8@/m with statistically significant (p-value=0.021)
[table3].that's BED usually leads to obesity alifjo it can occur in normal weight individuals (Haods JI;
Hiripi, E; etal 2007),and These findings agreechwither Studies using clinical and community sasélfley
DE, etal 2000) have found that although peopld BN generally report higher levels of dietary rastt,
people with BN and BED tend to report similar egttisorder-specific attitudes and overvalued idegsrding
weight and shape ,two different studies (Masheb RO, Wilfley DE, etal 2000) found that the marked
similarities in eating disorder-specific cognitiomsiong BN and BED were unrelated to body mass i(B&K)
and other study reported the obesity status thatribt uncommon to see BED in cases without ofeS§itilo
CM 2002). Sleep disturbance also reported in EDugré37.5%) and (62.5%) without sleep disturbance
compared to (45.3%) in the other group with no i§icemnt association between two group2<0.788, df=1, p —
value=0.375)[ table 3]. This result may be due dthbstudy groups were obese and sleep disturbarmtsleep
apnea are complication of obesity. the high prexadeof obese with eating disorder group reportedirep
disturbance that may be due to most of them algeighan obese without eating disorders( BED & Bl#at
disagree with a brief report from Psychiatry Reskaxamined the prevalence and correlates of giedgems

in women with eating disorders suggested that skispurbances are important clinical markers ofingat
disorder that reported Prevalence of any sleepribahce rate was estimated at (50.3%) of the ptipaleéSleep
disturbance occurred at higher rates in subjecth wiore severe eating disorder pathology and Sleep
disturbance tended to correlate with bingeing amgjipg behaviors(Kim, K.R., et al 2010). Table paoded a
significant statistical association between thgng groups regarding exposure to chronic streg@er1 3.256,
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df=3, p —value=0.004). (52.5%) of EDs group repbri@dy shape stressor compared with (23.3%) ineobes
female without eating disorder group. Negative bodgge and an unhealthy relationship with food canse
stress, but it also works the other way around. rEtetionship between stress and eating disordelis imany
ways, a vicious cycle: Feelings of being stresseaverwhelmed can trigger disordered eating belayishich

are used as a coping mechanism. And in turn, thgpatsive behavior, fears and constant negativeghtsuthat
characterize eating disorders raises stress letretsstudy also reported (15%, 28%) of EDs & with&Ds
groups reported Work& Money related stressor reppeyg and 10 out of 32 (25%) of obese with ED gyou
reported exposure to other stressor events(mavesstevent , death in family, premature separasfgparent) ,
these Traumatic experiences are pointed in somgiesttand such experiences may have precipitated the
occurrence of dysfunctional eating standards Rewjith different cultural backgrounds may develatirey
disorders because it's hard to adapt to a newreu{utheory called “culture clash”). The stressrgihg to live

in two different cultures or cities or change hauseay cause some minorities to develop their eating
disorders(Polivy J., 2002). Also table 2 represensignificant association between two study grqups0.215,
df=7, p —value=0.215) regarding menstrual distuckamay be due to all the participant were obed&of5of
EDs group reported menstrual disturbance compaiittd ather group without eating disorder (44%), ttisa
disagree with other results where there are sontieeafnany signs that may indicate whether someaséimge
eating disorder and bulimia nervosa were irregutenstrual cycle (Mercury 2010, Gendall KA 2000).
Menstrual disturbances occurring in women with reptdisorders may be secondary to a decrease in the
pulsatility of gonadotropin-releasing hormone amasgibly to the hormonal mechanisms of leptin, which
decreases with decreasing weight, but other stuatyreported Since a threshold level of weighbaady fat is
believed to be necessary for normal reproductivetioning, normal or overweight bulimics are le®ly to
experience menstrual disturbance (Grinspoon S,c6li1996).also table 2 shows no significant asgari
between two groups regarding hypertension this lpgagiuo to both groups were obese. But also taldp@ted

a strong relationship regarding history of diabetedlitus (DM) ¢2=12.66, df=1, p —value=0.000),(30,75%) of
obese with eating disorder group had no DM compuaigid (53.3%) with diabetes history that may patieith

DM were psychologically more aware about food ealtries to pass in binge and bulimic eating ckttdable

4 shows (51.6%) of obese study groups prefer sametthocolate with significant relation in favorited type
between 2 groups (p-value=0.001) were the obedeEits group prefer mixed meal(65%) and obese witho
EDs group prefer sweet and chocolate(58.7%) compihe(25%) in obese with EDs and only(10%) ofrthe
prefer fruit and vegetable. This finding mayches to people crave chocolate in times of stredsaamiety and
they feel good with both the taste and the aftexces. Chocolate is a natural painkiller which afsonics the
effects of marijuana (ganja), boosting the pleasweeived from eating it. Chocolate helps elevatainb
Serotonin, a hormone which helps us to relax andnisantidepressant. Eating chocolate is a natuagl t
elevate the spirits and feel better about lifet, this study's' result may opposite to other exgii@m that person
with binge eating disorder and bulimia nervosa dazdnsume a large quantity of fruits and vegetabfethe
same caloric amount as a candy bar but not vies & binge because fruits and vegetables are “gmotbafe”
foods. However, bulimics tend to define binges by type of food consumed and their mood state while
consuming, not necessarily by the actual caloriakie (Coutinho W1998, Borges MBF.1998) For instance
snack foods and desserts are viewed as binge foodsoften than are other foods. Some bulimics hzase an
internal list of for bidden foods that, when consaimwill constitute a binge to that patient, redesd of caloric
content (Gleaves DH, Williamson DA1993). Bing egtand bulimic episodes are frequently planned, fadtu
purchased or prepared in order to be consumed wutitinterruption these may explain why obese wittinga
disorder group reported (65%) prefer mixed andyfateal. The individual may also avoid situationsaihich
they are likely to be exposed to food or will fiftdlifficult to control their eating, such as wheating out with
others. This avoidance behavior tends to add tcsanil and a relationship difficulty that may begent Mood
disturbance is extremely common in bulimia nervasa symptoms of anxiety and tension are frequently
experienced. In more severe cases, patients withgedisorders may alter daily schedules to berasisaf time

for bingeing and purging. They may also deprivarthelves of food for hours before the binge, ansl hought
that this deprivation plays into the ritualistictigan of bulimic eating (Hetherington MM, Altemus, et al. 1994)
because regular binges may be costly, food maytdlensfrom grocery and convenience stores (Mitci&l)
Gibeau L, et al. 1992). Table 4 shows history ogaMand Snack intake in study groups , dinner Wwaddast
frequently regular consumed meal (17.9%) , folldvey breakfast (28.9%) and Afternoon snacks wesanbst
commonly regular consumed snack in all obese fesnalarticipate in this study(40.5%) , followed by
midmorning and evening snacks (24.2%), nocturnatiss (11.1%) . In examining regular meal consunmptio
(57.5%) of obese group with eating disorder

Reported eating lunch meal regularly and (12.5%akfast meal regularly compare with (33.3%) in ebes
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without eating disorder group with statistical sfgpant difference between two groupg2€9.064, df=2, p —
value=0.011)

Other studies were inconsistent in regards toglaionship between binge eating

behaviors and the consumption of specific meals @hdr finding in adults that report binge epes®dire
negatively correlated with evening meals only (NMa&sRM, Grilo CM, 2011, Masheb RM, Grilo CM. 2006&
Harvey K, Rosselli F, Wilson GT, etal 2011). obegemen with eating disorders reported consuming more
afternoon snacks regularly (60%) than those witreaitng disorders group(35.3%) with statisticahdigant
difference between two groups regarding historyrefjular snack intake y2=9.482, df=3, p —value=0.024).
This finding suggests that the afternoon, likelg #iter-work time frame, may be a particularly \arlble time

for snacking among women with eating disordersis fiossible that the afternoon is a time whenahesmen
are alone, devoid of social interaction and witmited family member control over food consumption.
Furthermore, if the afternoon snacking reported thgse women with Bing eating and bulimia nervosa
overeating or psychological distress, this may ntakieelping these women to find alternative reio&s during
this time period of the day (Fairburn, CG.; Marci)1993, Pereira MA, Erickson E, McKee P, et al.P01
More studies are needed to determine what rolanyf specific meal consumption plays in the proorotr
reduction in disinhibited eating behaviors amongsebpersons. Further research should focus orotaehat
meal and snack patterns may play in the developofeadverse eating and weight outcomes.

Limitation of this study: the sample was comprisg#fida convenience sample of obese females that were
relatively small who come to nutritional clinic Viflg to participate in weight loss program. Therefo
participants may differ from other obese womenha general population. It is unclear whether th&iokd
results are generalizable to people with thesegalisorders who do not seek treatment or who seakment

at non specialty clinics and were assessed by dhee gesearch evaluation team .This methodologylghou
eliminate some potential selection and samplindawomds.

5- conclusion:

obese women with binge eating disorder and bulmeiavosa appear to report younger age, live incitiestly
married and had college and post graduate levetlo€ation that is different compared to obese wowidrout
binge eating and bulimic episodes. They are repolighter body weight and body shape stressorthad
majority of eating disorders group report no higtof diabetes mellitus, they also prefer mixed &ty meal
and the majority of them reported consume lunchl mied afternoon snack regularly.
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TABLE 1: Frequent distribution of study groups witlnge eating disorder , bulimia nervosa and obég®ut
eating disorder

subject frequency Percentage (%)
Obese with Bulimia Nervosa 8 4.23

Obese with Bing eating disorder 32 16.84

Obese without eating disorders 150 78.9

Total 190 100

TABLE 2:Characteristics of study population , byeagoups , residence, occupation, marital state
educational

variable Obese with | Obese Total X2 df p-value
eating without
disorder eating .
N (%) disorders N (%)
N (%)
Age
groups(years
15-25 8(20) 18(12) 26(13.7) | 14.872 3 0.002
26-35 18(45) 54(36) 72(37.9)
36-45 11(27.5) 21(14) 32(16.8)
46-60 3(7.5) 57(38) 60(31.6)
Residence
Urban 31(77.5) 71(47.3) 71(47.3) 11.558 1 0.002
Rural 9(22.5) 79(52.7) 79(52.7)
Occupation
Employed 21(52.5) 68(45.3) 89(46.8) 0.651 1 0.420

Housewife | 19(47.5) 82(54.7) 101(53.2)

Marital state

Married 18(45) 44(29.3) 62(32.6) 9.698 3 0.021
Devised 9(22.5) 21(14) 30(15.8)
Widow 4(10) 10(6.7) 14(7.4)
Unmarried | 9(22.5) 75(50) 84(44.2)
Educational
level
lliterate 10(25) 33(22) 43(22.6) | 6.676 2 0.036
Primary, 9(22.5) 66(44) 75(39.5)
secondary
21(52.5) 51(34) 72(37.9)
College,
postgraduate

x2, chi-squared test. df ,degree of freedom. pievad0.05 was significant
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TABLE 3: Distribution of study groups accordingtiealth related factors
variable Obese with | Obese Total x2 df p-value
eating without N(%)
disorders eating
N(%) disorders
(%)N
Obese(BMI =
30Kg/m2)
Class 1:30-34.99 | 14(35) 33(22) 47(24.7) | 7.720 2 0.021
Class I1:135-39.00 | 19(47.5) | 56(37.3) | 75(39.5)
Class 11l:=40 7(17.5) 61(40.7) | 68(35.8)
Sleep disturbance
Yes 15(37.5) 68(45.3) 83(43.7) 0.788 1 0.375
No 25(62.5) 82(54.7) 107(56.3)
Menstrual
disturbance 22(55) 66(44) 88(46.3) 1.537 7 0.215
Yes 18(45) 84(56) 102(53.7)
No
Blood pressure
>90/140 or on 17(42.5) 81(54) 98(51.6) 1.672 1 0.196
treatment 23(57.5) 69(46) 92(48.4)
Normal
Diabetes history
Yes 10(25) 80(53.3) 90(60) 12.66 1 0.000
No 30(75) 70(46.7) 100(40)
Chronic stress
-Work , money 6(15) 42(28) 48(25.3) 13.256 3 0.004
related stressor | 5957 5) 35(23.3) 56(29.5)
-Body shape 3(7.5) 22(14.7) 25(13.2)
stressor
) i 10(25) 51(34) 61(32.1)
-Relationship
stressor
-others(moves,

tutors event, death

in family, premature

separation of
parent)

x2, chi-squared test. df ,degree of freedom, pievad0.05 was significant
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TABLE 4: Distribution of study groups accordingftmd related factors
Obese Obese Total Y2 df p-value
variable with without N(%)
eating eating
disorders | disorders
N(%) N(%)
Favorite food
-Sweet,chocolate,juice,Beveragd 0(25) 88(58.7) | 98(51.6) 14.926 2 0.001
-Fruit, vegetables 4(10) 10(6.6) 14(7.4)
-mixed meal, fatty meal 26(65) 52(34.7) | 78(41)
Meal intake
Breakfast 5(12.5) 50(33.3) | 55(28.9) | 9.064 2 0.011
Lunch 23(57.5) | 78(52) 101(53.2)
Dinner 12(30) 22(14.7) | 34(17.9)
Snack intake
Midmorning 6(15) 40(26.7) | 46(24.2) | 9.482 3 0.024
Afternoon 24(60) 53(35.3) | 77(40.5)
Evening 5(12.5) 41(27.3) | 46(24.2)
Nocturnal 5(12.5) 16(10.7) | 21(11.1)

x2, chi-squared test. df ,degree of freedom, pieva0.05 was significant
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