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1
An Overview

ANYBODY

ANYBODY campaigns to raise awareness of the socio-economic consequences of body distress in the wider UK population in order to enable a responsible strategy towards prevention and treatment. 

Aim of this report
ANYBODY brings together research and expertise to make recommendations for positive action and to challenge business and government practice on ethical and legal grounds.  

This report highlights the social and economic implications of body distress. ANYBODY defines body distress as a set of health concerns that arise from prevailing attitudes towards body image and the damaging effect these have on mental and physical wellbeing. These problems include clinical conditions relating to eating problems and body dysmorphia, as well as the sub-clinical forms that routinely affect the population at large. 

ANYBODY aims to equip individuals with a greater awareness of the many external factors that shape their personal relationship with their body. Conversely by seeing how our relationship to our bodies has a more socially and economically significant impact on the UK we can begin to tackle the uncomfortable truths and costly implications of body distress on all fronts. 

This report demonstrates how the phenomenon materializes in the everyday, impacting on personal lives at a social and economic level. We also aim to initiate more formal and political support for tackling the consequences of widespread body distress, which includes the more widely recognized clinical manifestations such as eating disorders, obsessive-compulsive disorder and depression. To lend the phenomenon of body distress the social, political and economic recognition it warrants is a challenge, because it is usually characterized as sub-clinical and therefore immaterial. However, the fact is that the two main symptoms of body distress, body preoccupation and disordered eating, are so prevalent that they have become normalized. As a result this problem is intrinsically difficult to quantify. 

Nevertheless, within the social, medical and economic arenas there are clear warning signs of body distress at work. This report aims to demonstrate where and how body distress influences how we habitually rate our success or sense of self. This may appear to be a simple task, or a matter of common sense, but the issue is complicated by the many ways body distress intersects with our lives and society as a whole, from the growing incidence of obesity to the link between beauty magazines and depression. The consequences of ignoring how our personal satisfaction with our bodies is consistently undermined are serious and very urgent. 

The ANYBODY report is looking at the whole area of body distress and identifies a significantly larger section of the population than is normally associated with eating problems including an ever-increasing number of men and children. The report highlights some of the principal sufferers associated with body distress.

The ANYBODY report outlines where the experience of body distress interferes with our physical health, our mental health, our productivity, social and domestic skills (with devastating consequences for the upbringing of children) and the impact this has on how we spend our earnings and strain NHS resources and taxpayer's monies. We aim to secure the attention of social and government policymakers and demonstrate where action needs to be taken in order to make a difference. 

2
The issue: The Troubled Body

ANYBODY has coined the term, the troubled body to describe how we embody a range of emotional anxieties that disturb a healthy relationship to one's own body. The troubled body is a convergence of personal, psychological, physiological, social and economic pressures that perpetuate a state of ongoing emotional discomfort that becomes increasingly habitual. We feel that we grow into this troubled body and accept it as a ‘natural attitude’. Yet it has a drastic impact on all aspects of our individual experiences, extending to our functioning within society and contributing to its economic welfare.

Pressure Points

The troubled body can feel like a battleground between social expectations, our daily environment and the body's innate needs. 

Social expectations demand that we adopt an 'objective' approach to our bodies. We are concerned with how they look and perform and our satisfaction or anxiety with our bodies is determined by these common goals. These change throughout our lives and between generations, but for all that we know trends are trends, we remain seriously influenced by them and we are constantly adapting our bodies to fit, literally and metaphorically. These are pressures with rewards but the stress becomes distress when both success and failure result in a constant battle between your social aspirations and your body's needs.  

Our physical environment determines what resources we have for looking after and shaping our bodies. The state of our economic circumstances, life style balance, material environment, and the availability of medical and educational resources determine how we look after our bodies. Distress can arise when the demands of our environment outweigh the supportive capacity of the resources. 

The body's physiology is subject to stress and distress can be mediated through medicalisation, where illness or a medical condition arises. However it can also go undetected, especially when the relationship with the body has become distorted by social aspirations and immediate environment, and we believe we are doing ourselves 'good'.

A key example of how closer attention to the physiology of the body can inform a better approach to the problem of body distress is the notion of a set-point. This was investigated by Professor Rudolph L. Leibel (Rockerfeller University Laboratory of Human Behaviour and Metabolism 
) whose recent research lends support to the theory that we are all born with a genetically programmed body weight- a so-called set point. Epidemiological and clinical medical observation research showed body weight to be regulated in an area of the brain called the ventromedial hypothalmic region (VMH). Put very simply, this area of the brain has a kind of defence mechanism. Whether you are lean or obese, fat or thin, short or tall, black or white, active or not active, healthy or ill, if you go down in body weight, the VMH region of your brain reduces your energy expenditure by about 15%.  This means that your metabolism is stabilising your weight. 

So how does this relate to body distress? Because, our personal expectations of what a body should look like can override our listening to what our own body wants in order to perform best. Leibel studied those who worked hard at overriding this 15% drop in activity, and who dropped weight. These people were not unique, or special or rare because they cheated their body, or did not have a set point, they were just determined. Nevertheless, they could not sustain this level of activity and returned to their set point. Those few who do manage to get below their set point, are quite simply fighting their bodies. Leibel says, “And they will tell you that. If you find a successfully reduced person, I guarantee they will tell you, ‘I’m fighting this everyday.’” 

So the distress comes from fighting what your body is genetically programmed to do, with the environmental pressures of your surroundings. We have a choice over the extent to which social aspirations and our environment can affect our body, and this is where our capacity to control body distress lies. This is a highly personal choice. It is not formalised by the medical world, nor necessarily verbalised in everyday social exchange. But it is a decision that we have the responsibility to make ourselves, even though at times it might not feel like it is. We need to be aware of that decision and its effect on our distress or pleasure in our body-space. 

What does a troubled body look like?

 Body distress can manifest itself in different ways and can go undetected. It can become absorbed in everyday feelings, motivations and behaviours, or contribute to other mental and physical conditions. 

Indications of distress in the body

Sometimes distress is invisible: some may say it’s ‘just’ a feeling, but emotional effects motivate voluntary and involuntary behaviour.

 Two thirds of young (16-24yrs) women feel unhappy with their bodies. 

(MORI 2001)
A primary example of the emotional effect of body distress is lack of self-esteem. Although distress in the body does not exist in isolation from other influences upon self-esteem, and is not something immediately identifiable or quantifiable without perhaps the assistance of a formal psychometric test, there is no shortage of web sites offering advice in the form of training programmes, videos and workbooks. These are not only aimed at individuals but also businesses as the lack of self-esteem is related to work performance time and time again. 

Businesses seeking training programmes can be viewed as positive, but when individuals pursue drastic physical outcomes for the sake of self-esteem, this is likely to indicate underlying body distress. For example, the desire to go to the extreme of having extensive cosmetic surgery may be evidence of an individual experiencing distress in their relationship to their body.

A more pervasive set of examples include the self-limitations that are imposed in response to body distress, e.g. the inability to spontaneously go into a public space without carefully arranging every detail of their body image first, to prioritise and obsess over their body image to the exclusion of self-development, to not allow oneself to take part in sports, trips to the beach and to avoid social occasions for fear of exposing the body, or being out of control in the proximity of food. These anxieties are associated with all possible body types and can range from being mildly inconvenient to extremely debilitating. 

Behaviours of body distress

What does the troubled body do? The responses of a body in distress are attempts at keeping the body under control. They avoid and subsume the reasons for the stressed relationship with the body and emerge as a distinct range of troubled behaviours that are not generally recognized as a threat to health and wellbeing. Yet these behaviours perpetuate the stress; the behaviours originating in response to the troubled body do not cure it. They include:

· Long-term dieting

48% of British women aged 25-35 yrs are on some kind of diet at any one time. 

20% of young women diet either all or most of the time (Mintel 2002)
· Body Image problems / mirror issues (including presentation, clothing, etc)

· Social Anxiety and generally avoiding public situations for fear of being seen, etc

· Exercise dependency to the point of damaging the body

· Substance abuse (caffeine, nicotine, food supplements, alcohol, amphetamines) in the belief that it controls weight

Conditions involving body distress

There are, however, other states and conditions where body distress can contribute heavily, and to which it is inextricably linked. This is where the troubled body can become more visibly destructive and suffer from conditions that are clinically recognised: 

· Obesity

· Eating Disorders

· Anorexia Nervosa, Bulimia, EDNOS (eating disorders not otherwise specified) including compulsive eating 

· Deliberate Self Harm (DSH)

· Body Dysmorphic Disorder

· Obsessive-Compulsive Behaviour and Disorders

· Personality or Mood Disorders 

· Depression 

Whilst cause and effect is essentially difficult to establish when diagnosing depression in conjunction with other mental and physical conditions, this does not detract from the urgent need to recognize a relationship between body distress and depression. Indeed, to establish such a relationship would be highly significant in understanding depression and facilitating a greater understanding of the emotional, personal, social and economic costs of body distress. 

The Troubled Body or distress in the relationship between self, body and society may be one common denominator for these mental and physical states/conditions. We can see that distress does not exist in isolation, and does not have any – nor perhaps even warrant - specific diagnostic criterion. However what is also clear is that although it is important to quantify, it is very difficult to do so.

The Problem of Quantification: How can body distress be quantified?

It is a challenge to draw or quantify an indicator (such as a feeling or a stimulus) to create a better understanding of our behaviour and the contributing factors to a certain mental or physical condition. To total up all the people who suffer from body distress is not straightforward: people may only admit to different levels of distress; others would define distress in different ways for different reasons and some would acknowledge or deny body distress to different extents, again for different reasons. Furthermore, to merely add up all the people who say they suffer from body distress would not necessarily tell us what the final impact of body distress is, nor necessarily guide us as towards a strategy dealing with its negative effect.

Gathering evidence

An alternative to this would be to look at what is already being measured. We have acknowledged that body distress may be linked with a range of acute conditions and specific activities. We could count all these. However such statistics are not collated and presented in terms of a generic concept of body distress. They are measured in different ways for different reasons and for different parties with different purposes. Statistics on depression or eating disorders, or the number of people undertaking extensive plastic surgery do not accurately quantify an individual’s distress, but they do offer insight into the macro, economic and social impacts of underlying body distress, and this is useful. [See later.]

The possibility of set point

Rather than quantifying body distress at the macro level it may be possible to usefully identify it at an individual level. Because body distress presents itself differently from one person to the next, fixed diagnostic criteria are not likely to be very informative. However it is possible to look more objectively at the basics of body distress. One way of doing that may be to revisit the idea of a proposed set point to which our bodies are uniquely and genetically fine-tuned. Our distress might be quantified by looking at the extent to which we fight with the 15% window for weight loss as outlined in Leibel's research. How far we contest the nature of our metabolism may well indicate the nature and extent to which we experience distress. 

Even if this were to work, however, it would only help us to quantify in some way distress that comes from weight issues. To assume that all body distress stems from perceptions, expectations and capacities for weight loss or gain, would be to exclude numerous other possible causes of distress in the body, such as expectations surrounding shape, size, performance or appearance. 

If the general consensus (Mintel 2000) is that: 

a)
diets have an estimated 99% recidivism rate, and 48% of 25-35 yr old women are on a diet at any one time, whilst 20% of young women are on a diet most or all of the time then

b)
this can equate to at least 48% of the female population alone disrupting their set point, with long term implications for at least 20% of young women. 

For instance serious repercussions from yo-yo dieting can be suffered years later at the onset of menopause. These include significantly greater weight gain in women who are chronic dieters ["Dealing With Mid-Life Weight Issues" Diane Keddy, MS, RD and Janet Lepke, MS, RD www.nutrifit.org] and the risk of poor cardiovascular function regardless of the current weight.  [Dr. Claire Duvernoy (M.D.), director of the Cardiac Catheterization Laboratory at the VA/Ann Arbor Healthcare System http://www.med.umich.edu/prmc/radio/2003/yoyodiet.htm]
In an everyday body, in a society, in an economy

What emerges is the urgent need to gain a far clearer picture of the debilitating effect of troubled bodies on everyday lives, our social capacity and economic choices. We can see this simply by following where this (any) body (and its distress) goes: it enters in to social situations, financial exchanges. Intrinsically a highly personal space, the troubled body nonetheless needs to be understood at the levels of social relationship and an economic exchange. It affects how we are, and what we do. It affects our contribution to society and the economy: it has a value and a cost.

3
 The Economic Cost 

The impact of bodily distress transcends strictly personal boundaries (such as our immediate personal space, our view of our selves). We negotiate social space with our bodies and conversely it is through our bodies that society negotiates us. The body's potential for distress can be evoked and used (by the media as a selling tool), or denied/explained away (by the medical realm). At the personal level we seek to solve the trouble, and so we use our troubled bodies as an expression of agency. This demonstrates that tension surrounding body distress is something that we need to be more individually aware of and urgently need to (re-) negotiate responsibility for and ownership of. 

Every day presents an opportunity for the troubled body to be controlled or controlling. For instance most of us work every day and/or shop everyday and both are prime opportunities for body distress to influence patterns of consumption or performance in the labour market. We experience our bodies in society. It is part of what we consider ‘normal life’. We live in our bodies, but the dilemma is that we don't always live comfortably in them. And the distressed feelings we develop towards our body risk becoming more acceptable than our bodies themselves as through habit they come to feel 'normal. 

The social and economic exchanges we make everyday as people in troubled bodies become routine and not too difficult to identify. The economic cost and profits arising from that distress become just as familiar but remain difficult to pin down.

The problem of costing out body distress

This is like asking, ‘How much does social anxiety cost?’, ‘What does substance abuse cost?’, 'How does long term dieting impact on the UK economy?’ ‘What are the economic implications of body dysmorphia?’ We can see immediately that these are difficult questions to answer.

A two-fold problem  

The main problem with costing out body distress, is that it is not an independently identifiable and measurable criterion in its own right. In general there are few economic analyses or statistics that refer to such an primarily individual phenomenon. There are statistics on related phenomena, such as the conditions in which body distress might manifest itself (eating disorders, etc), but these do not show clear-cut causes or effects, out of which you might select body distress as a measurable and independent variable.

In addition to this, statistics demonstrating the possible economic impact of troubled bodies often focus on the immediate benefits to the economy. Examples of these are the consumer-based statistics on the income of the diet and fashion industry. These are problematic when for instance the dieting industry comes under fire for 'not working': it is discussed in terms of the billions of pounds spent annually in the UK alone, not in terms of the devastating impact on the quality of lives undermined by the failure to successfully 'diet'.

The benefit and the Get-Out Clause

So this is where the troubled body meets troubled waters. Key commercial and political decision-makers need to see how attending to the potentially massive issue of body distress responsibly will benefit them. Politicians need to see how addressing body distress will benefit the UK Treasury and justify the spending of public money, political time and effort. Commercial companies, businesses and the media, all need to be convinced that addressing the threat of the troubled body responsibly will provide a new extensive market for them; that introducing a diversity of body images and trading on positive ("this is me") rather than negative ("this is what I wish I could be") consumption is worth investing time, money and expertise to achieve. Advertising campaigns that are more inclusive in terms of age and body types, have been tentatively used, but have yet to be expanded on the scale that the problem of body distress suggests. It is extraordinary that this opportunity of engaging (and reassuring) the consuming public at large has gone largely unexplored.

Taking responsibility

To take the implications of the troubled body responsibly, it is essential that decision-makers appreciate that the severity of this issue stretches beyond statistics. Taking this into account, it is useful to review statistics pointing to areas in the economy typically affected by phenomena similar to the troubled body. For example, the costs to the economy from absenteeism through work-related stress show that the labour market will suffer accordingly.

This brief overview/ analysis will highlight the capacities and limitations of using existing measures such as these as indicators, and thereby offer alternative means of quantifying -as yet unofficially recognised- phenomena, which are the result of eating problems/ distress with food/ troubled bodies.

Economic Measures

Amongst many, GDP and PQLI are existing measures of both social and economic impact, through which body distress may prove influential.

GDP, PQLI and the Black Economy

A convincing means of quantifying the economic costs of body distress would be to calculate it with reference to GDP per capita. GDP per capita shows wealth enjoyed per person. Sub-clinical distress in the body can reduce this wealth. Typically, informal/black economies (e.g. crime, subsistence farming, bartering and cash payment) are not usually taken into account within GDP calculations. More significant is the invisibility of domestic labour and the cost in time and effort relating to self-presentation (eg clothes and cosmetic shopping, application, research etc).

GDP (Gross Domestic Product) 

GDP underestimates the actual value of personal wealth. In terms of personal, social and physical well-being, the immediate wealth enjoyed by a person is diminished by the black economy of sub-clinical body distress- whether in terms of negative feelings, motivations to certain behaviours, or contributing to mental and physical health conditions. More than this though, longer term wealth is also threatened by the negative impacts on the labour market, consumerism and the wider economy, through issues such as consumption and waste, diet and fitness expenditure, loss of working time and earnings, health care and private therapy.

PQLI (Physical Quality of Life Index)


As a measure of living standards, some people prefer to use PQLI. This is a numerical rating of a country’s living standards, taking into account 13 different indicators of living standards, including GDP, employment, education, health, and pollution levels. Here, health is an independent criteria where mental health and well being can play an important part. Distress caused by troubled bodies, plus its manifestations in existing mental illnesses such as depression and stress, could then be quantified. This would also provide a useful starting point towards understanding how much body distress is a UK problem, in comparison to other Western countries and beyond.

So far, we can see that troubled body has a significant impact on the economy in two key areas: the health sector and the labour market. These demonstrate how body distress effects the foundations of the economic realm: demand (demand for health care) and supply (supply of labour power).

Health and Health Resources 

The strain that the troubled body places on the economy perhaps begins with health care. Primarily, cost to the National Health Service is a not uncommon cause for political concern: diagnosis time, treatment, medication, care, counselling and therapy, and even missed appointments are all expenses to the NHS.  When it comes to distress in the body, related phenomena and manifestations of it are already considered  a hefty drain on public resources. Related manifestations of body distress are used here to demonstrate the probable nature of the economic impact involved, and these include: obesity, set point, eating problems, and depression.

Obesity 

58% of adults in England are overweight or obese (Mintel 2002)
The cost of obesity is outlined by Mintel (2002) with reference to National Audit Office statistics which tells us that obesity is the cause of 18 000 sick days per year and 30 000 premature deaths. Obesity and excess weight is a principal cause of cancer, representing 40% of womb cancer cases, 25% of kidney cancer and 10% of breast and colon cancer. The NHS spends over 0.5 £bn per year on coping with the problems suffered by this type of troubled body. 

Back in the early 1990s, epidemiological research disclosed that: 83% of health authorities identified obesity as a health risk in their improvement programmes but only 28% of these authorities had taken action to address problem. The situation has shown little evidence of improving. In 2002, the Oxford Cochrane Review (E.L. Harvey, et al) reported that, "At present there are few leads about improving management. Further research is needed to identify cost effective strategies for improving the management of obesity". Whilst despite the surge of public concern with the rise of obesity in children, successful coping strategies wait in vain for the funding to implement them.

There is no health provision for obese children in England or the UK at all. You could go to any hospital with a rare obscure disease and you could bet there will be a doctor who can deal with it. But you take a child who is obese, ie with the most prevalent disease in our society, they cannot deal with it…[…] In some ways it is becoming high on the public health agenda because of the cost, or likely cost of things like diabetes. But obesity per se is not actually seen as that big a problem. And I say that as someone who will try and submit grant applications to try and transfer our model, week in, week out, that always gets turned down. […] [Dr Paul Gately, Leeds Met University speaking at Food Advertising Unit conference 2002]

Set Point and metabolic complications

The concept that every individual has a 'set point' is a scientific finding that is extremely useful as a means of understanding our body's individual dynamic and its subsequent vulnerability to distress.  Where a set point is ‘fought’, long term metabolic complications may arise resulting in a lot of appointments, referrals, medical attention, in and outpatient care, tests and possibly medication.  

Where metabolic complications are not immediately recognised as the consequences of long term dieting, weight management and possibly eating disorders, the risk of costly secondary complaints would have to be accounted for. The behaviours people engage in to bring their body weight below their set point - the 'constant battle' to 'outsmart' their bodies - range from compulsive exercising and abuse of diuretics to the eating binge followed by weeks of starvation. 

Research also cites fear of weight gain as being one of the foremost reasons that stop female smokers from giving up smoking. With lung cancer overtaking breast cancer as a killer of women in Britain, there are obvious repercussions for health services. The uptake of smoking in 15 year old girls is 1 in 4 compared to 1 in 5 amongst boys and the girls are less likely to give up. [www.savethechildren.org.uk]

For girls, anxiety about weight control, smoking to "calm the nerves" and low self-esteem are also important. Girls may also be influenced by cigarette advertisements targeted at women which emphasize the "slimness" or "lightness" of certain brands and imply that smoking is a feminine habit [4]. [www.inwat.org INWAT (International women against tobacco)]
One of the main concerns of women who smoke is that they will put on weight if they stop. This worry overrides the risk of damage to health caused by smoking. Studies have shown that women do put on between 5 and 10 pounds in weight when they give up, but the health benefits from stopping far outweigh the problem of weight gain. However, any programme which seeks to help women stop smoking needs to address this issue. [INWAT]

What stops women from stopping smoking?

30% of women smokers said they were prevented from attempting to stop smoking by fear of gaining weight compared with only 14% of men smokers.

Women who have stopped are far more likely than men to start smoking again because of weight gain. 5% compared to 1% men. [Sex and Smoking 1999 www.nonsmokingday.org.uk]

Eating Disorders

‘Between 1 and 2% of the UK population is thought to be anorexic, and between 1 and 3% bulimic.’
The cost to the UK Treasury of 1.15m sufferers of diagnosed and undiagnosed eating disorders is a great threat to NHS and private resources. Not only are existing figures high – and rising rapidly- but the number of undiagnosed sufferers in the UK presents hidden threat in the longer term.

The boundaries between abnormality and normality, disorder and order become increasingly blurred as new manifestations of anorexia and bulimia become more and more commonplace. As individuals increasingly relate to food and weight as their means of communicating and dealing with psychological distress, and the media inadvertently portray celebrity eccentricities as reasonable ideals/role models for the British public, the levels of consumption and waste of food, of childhoods and human lives, escalate out of proportion and beyond quantification. 

What impacts further on the economy, is the erroneous belief that eating disorders exist in isolation. Both the cause and effect of eating disorders is linked with other mental illness (such as depression, conceived negativity condition, personality and mood disorders and obsessive-compulsive disorders), social phobias and suicidal tendencies. 

To raise awareness of these unrecognised issues, the UK-based Eating Disorders Association (EDA)  published a report into the hidden costs of eating disorders as part of National Eating Disorders Week 2003 (Feb 3rd-10th).[see appendix] 

The direct costs of treating an eating disorder such as anorexia nervosa, bulimia nervosa or binge eating disorder are shocking in their own right. Eating Disorders Association estimates treating a patient with 12 weeks of specialist in-patient NHS treatment costs in the region of £25,000. Private in-patient treatment will cost between £24,500 and £45,500 with the additional setback that many health insurance companies are now refusing to cover treatment for mental health problems such as eating disorders. 

However, eating disorders have an impact beyond the suffering individual afflicting both close family and society at large. Caring for someone with an eating disorder is demanding and emotionally draining given that the average duration is 6 years1 whilst the consequences of these psychological disorders can be deadly and as many as one in five people with eating disorders die prematurely2. 

Many people end up in unsuitable general mental health facilities 3. As a result sufferers will return for multiple periods of costly treatment before recovery begins. Some may never recover and live shortened lives in personal distress and isolation.  Studies 5 in the mid 1990s indicate the total number of people affected by an eating disorder to be in the region of 1.1 million. EDA currently estimates that only about 9% of these people are diagnosed, and receiving appropriate treatment 3.

Though difficult to quantify in financial terms, the staggering range of serious health problems draining the care system and the impact on employment and the workplace present a clear demand for more NHS expenditure, increased state benefit support and ultimately higher taxation.
Eating Disorders have a measurable and serious impact on employment and the workplace. Many sufferers and often their carers as well, are unable to reach their full potential with the result that we all lose to lost productivity, higher unemployment, increased production costs, and higher prices. 

This is in addition to the drain on public agencies when the problems escalate into anti-social behaviour including alcohol abuse and drug addiction drawing on the resources of social services, the police and judicial system, plus the costs of rehabilitation. The EDA report asks:

“Can the United Kingdom afford to lose the ideas, talents, and abilities of these young people who have the misfortune to develop an eating disorder? People who would quite possibly otherwise go on to achieve in the academic, sports, and arts worlds and contribute significantly to society?”6 [for all references see appendix]

Depression and suicide

Research shows a strong relationship between eating disorders and depression. [Willcox, M. Sattler, DN. "The relationship between eating disorders and depression." The Journal of Social Psychology, v. 136, n.2; p. 269. April 1996.]s
"Clinical depression can certainly contribute to eating disorders. On the other hand, an eating disorder can actually cause a state of depression." (Stellefson, Medical University of South Carolina, 1998) Stellefson finds that once an individual restricts her eating and becomes semi-starved, it's hard to tell which is the primary problem. The symptoms of semi-starvation and depression are basically the same -- lack of interest, poor concentration, sleep disturbance and lethargy." © Federation of Families of South Carolina 2001
Depression is recognised as a major cost in the UK; personally, socially and economically its effects are far-reaching. The distress caused by a troubled relationship with the body is inextricably linked to depression, making it difficult to separate the two in terms of cause and effect, but possible to see how they interact. 

…premorbid low self-esteem, perceived low social support, high body dissatisfaction, high relative use of escape-avoidance coping, and dieting be regarded as risk factors for a later development of ED among young adult women. It is also proposed that more attention be devoted to these factors both in designing prevention interventions and in refining current treatments. [Ata Ghaderi, "Eating Disorders: prevalence, incidence and prospective risk factors for eating disorders among young adult women in the general population" Uppsala University 2001]

Where self-esteem for example, is seriously disturbed by a troubled body image, we have the sub-clinical distress of the troubled body manifesting itself in clinical symptoms of depression. Subsequently, to be aware of the statistically proven impact of depression on the UK economy, is one step towards appreciating the fundamental impact of body distress. 

The scale of the problem

Approximately 20% of all adolescents have some form of mental health problem including eating disorders. [Mental Health Foundation 1999]
Major Depression is the No.1 psychological disorder in the western world and is prevalent in all age groups living in virtually every community. The young, especially teens, are the fastest expanding group. At the present rate of increase, it will be the 2nd most disabling condition in the world by 2020, behind heart disease. 

Clinical or major depression is growing at an incredible rate- and this is not simply due to more people telling their doctor. In fact, a key factor when considering the effect of major depression on society as a whole is the amount of misdiagnosis, or cases where major depression goes undiagnosed. [www.clinical-depression.co.uk2002]

Where depression is not diagnosed, there lies an open vulnerability towards suicide. 

About a quarter of suicides in the US are felt to be due to undiagnosed, or misdiagnosed major depression. Up to 80% of suicide deaths are in sufferers of major depression[ www.clinical-depression.co.uk]
A high proportion of sufferers die at their own hand, because of self-abuse through anorexia and bulimia, with anorexia nervosa, becoming in some cases a matter of slow suicide.

The risk of death for individuals with anorexia is substantial. One study reported an 18-fold increase in the risk of death for individuals with anorexia making this the psychiatric disorder with the highest mortality rate. [http://www.eatingdisorderscoalition.org/reports/policyrecs.html]

There should be no doubt regarding the urgency of health issues raised by body distress. The irrefutable truth is that the troubled body significantly threatens the life span of those who suffer the extremes of distress with their bodies regardless of shape or size.

The Health Industry: Drugs

Troubled bodies interact with the health sector in ways other than receiving NHS care. The industry surrounding health care involves the production and sales of those specific pharmaceutical products that play an important role in 

certain forms of body distress, for example, the consumption of over-the-counter medications such as laxatives and diuretics by those with eating disorders. There are implications regarding the increased demand for such products and the simultaneous strain on both personal and publicly funded prescription resources. 

The industry is also supported by a grey market or abusive use of over-the-counter drugs such as steroids, appetite suppressants, and food supplements by those in troubled bodies. The aggressive promotion of a variety of drugs such as ephedrine (originally developed to treat asthma) advertises these under different names and claims they are anything from a miracle fat burner to a sexual enhancer. These sales pitches prey on those with troubled bodies who, already relating to their bodies in an unhealthy way, are prone to misuse of such drugs for fast results, often in tandem with other drugs, with possibly fatal consequences. The vast market in non-registered 'natural' or 'herbal' remedies and supplements are equally open to misuse and cynical promotion to those in troubled bodies. The result is not so much a cure as a futile physical or psychological dependence on these increasingly costly products.

The industry also involves health care and treatment outside the NHS notably, private and alternative health care. The economic implications of the role these treatments play in relation to body distress warrants further research.

Beyond Public Health, to the Labour Economy

In the UK it is the NHS that bears the brunt of treatment for the exhausted troubled body, effectively supporting the troubled body's dependence on the drug and diet industry. However, the economic cost of body distress does not end with the health sector. The troubled body transcends the economic boundaries between the health sector and the labour market, by virtue of the simple fact that troubled bodies- healthy or ill- will often go to work. Body distress can be economically quantifiable not only in terms of demand as consumers in the health sector, but also in terms of supply as producers in the labour market.

The Troubled Body - at what cost to labour supply? 

Two examples where body distress can cost the economy through labour are depression and eating disorders/ long term dieting.

Depression:

A recent government survey provided an estimate of 6.5 million working days lost in Britain in 1995 due to either stress or depression. [Information sheet: 1/02/EMSU Occupational stress statistics ... http://www.hse.gov.uk/statistics/2002/stress.pdf ]

Eating Disorders/ Long-term dieting:

Professor Mike Green
 of Aston University, Birmingham [BBC 1830 News 7/1/03] offers scientific evidence that continuous dieting significantly raises stress levels and reduces an individual’s ability to follow instructions in certain work-related tasks. This evidence is one example of body distress effecting capability at work and directly contributes to existing statistics on costs to labour supply (stress).

The health profile of the long term dieter or the worker suffering from chronic lack of food includes those struggling with their metabolic set point, those with diagnosed eating disorders, those with depression, and ironically, in some cases, the obese. 

The ongoing labour supply effects of body distress 

· Impact on achievement at work: limited promotion, job satisfaction and motivation to work, turnover
· Loss of working time: costs to employer/ sector in terms of both sick pay and staff turnover, costs to personal life 

· Limited Earnings/ Income: personal costs, contribution to economy 

· Lower Education attainment: personal costs (plus finding a way out), contribution to labour supply.
Quantifying labour supply effects

Individuals’ behaviour in the labour market is analysed to a certain degree through measures used in surveys such as:

 Labour Force Survey (LFS) 
 New Earnings Survey (NES) 
 General Household Survey (GHS) 
 National Online Manpower Information System (NOMIS) 
 Employers Skill Survey (ESS) 
 IER, Projections of Occupations and Qualifications (POQ) 
 Employers Skill Survey 2001 (ESS 2001)
Recognising the effect of body distress on labour supply

In order for a more informed understanding of the economic impact of body distress upon the UK economy through its effect on labour market supply (i.e. individuals’ work behaviour), more measures would need to be integrated into such existing surveys, that indicate body distress. These might be as simple as referring to body image and self-esteem, or could even probe deeper by referring to common symptoms of body distress, such as eating disorders. 

Whilst this may seem a reasonable solution to the difficulties of quantifying the economic impact of body distress, it remains limited by the generally authorized reluctance to accept or recognize this condition in the same way major depression may be misdiagnosed, or M.E. (myalgic encephalomylitus). If a GP is unwilling to formally diagnose such a condition, the likelihood of an individual employee offering that as the reason behind absenteeism or performance-related data collection at work, is understandably small. Unless body distress is referred to (in some shape or form) as a means of explaining absence from- or performance at- work, (just as stress or influenza is currently), then hopes for fully understanding its impact on the labour economy cannot be fulfilled. 

Beneficiaries of Body Distress

The troubled body under duress drives the individual to seek quick solutions sketchily informed by product advertising and word of mouth.  

Industries into which the vast majority of UK consumers have consistently bought into are often the most likely to promote the ‘benefits’ of behaviours known to contribute to body distress and the troubled body (such as long-term slimming). These are:

· The diet industry

· The fitness industry

· The fashion industry

· The beauty industry

Bringing these inter-related industries together as a powerful outlet embracing the general public is the media industry. 

The balance between cost and benefit requires careful consideration here, as benefactors of the distress are considered. Any industry reliant on a degree of body distress - and perpetuating this distress - is more than likely to contest the notion of the troubled body being bad for the economy. It guarantees their profits. 

Susie Orbach: “What is this picture about? It is about the intense profits that are to be made by inducing in people a sense that their bodies aren’t ok. The whole thrust of the industries that profit from breeding body insecurity is to make us feel that we must transform ourselves.”

The prime example of the diet industry

The initial benefit of weight loss invites the individual into a relationship with an industry that distorts and unbalances the highly personal relationship between themselves and their own bodies.  This is exacerbated by the rise in national and medical concern for obesity. The uncomfortable reality is that in many cases the misery of body distress confuses individuals to the extent that they hand over their physical control of their body over to an industry principally motivated by aggregate, macro-level financial gain. 

In the UK sales of diet products have gone from £9.7 billion four years ago to £10.4 billion in 2002 and is estimated to top £11.2 billion within five years. [BBC 19/02/03 Datamonitor 2002]
It’s one of the most profitable industries to those who make money from it.

The UK market for retail sales of slimming foods now stands at an estimated £110.9m.  In the UK, the market for meal replacements grew by 6.2% from 1999-2001 to the point that the sector was valued at £99.1m. The main driving force in this sector is Slim-Fast. Appetite suppressants/controllers grew by 7.4% from 1999 to reach £7.3 million. Very low calorie diets account for the smallest share of the market with an estimated value of £3m, unchanged on 1999. (Mintel 2002)
The value of the slimming foods market alone is estimated to be £5.58bn in 2000, rising to £6.42bn by 2004. [Key Note 2000]

The pressure of the media only contributes to strengthen this new power dynamic, as the individual takes confirmation from them that their aims are in line with social expectations. The sad fact is that this social confirmation does not necessarily translate into social support. The individual struggles to integrate the idealistic pressures and long term strategies of these industries into the banal and immediately demanding normality of everyday life. How do they do this? They spend. 

34 million Britons tried to lose weight last year, spending more than £10 billion in the process. [BBC 19/02/03 Datamonitor 2002]
Linda Robinson of Weight Watchers [BBC News 7/1/03 1830] recently tried to counter accusations of having a negative impact on their clients by pointing to the social support their meetings give. According to the research conducted by Professor Green, dieting alone has considerably greater negative effects than dieting with a partner. However whether the "weigh-in" the kind of support that effectively eases body distress is debatable, considering the high recidivism rate. More transparency regarding the Weight Watchers customer base is needed before their meetings can be shown as evidence that they reduce the long-term bodily distress that these industries perpetuate. 

Weight Watchers in 2001 had 300 000 members attending 6000 meetings per week @ £4.50/ visit (Mintel 2002)with  a rising annual revenue of $756.8 million in 2002 (K Burke 2002 www.thestreet.com)

What is less debatable is the strong profit margins the slimming club format of meetings and classes generate. The Rosemary Conley Diet and Fitness Clubs is one of most successful franchisors in the UK, winning the BFA Franchisor of the Year Award in 2002.  Each franchise costs the would-be franchisor £17,000.  

The objective to lose weight becomes a way out of life. To threaten that objective by questioning the industry is un-nerving for the dieting individual who has become not only used to but dependent on the habit of dieting.  What is more, there will be a number of individuals for whom the diet industry appears to have served well. 

According to latest figures targeting countries in Europe, only 1 in 100 will successfully keep weight off after a regime of dieting (BBC 19/02/03 Datamonitor 2002].

Whilst the positive should not be ignored, such cases are more likely to point to solutions to body distress that are independent of what the diet industry offers. The fact remains that for the vast majority the industry fails time and time again.

The recidivism rate for dieting overall is generally cited above 98%. For example, the C4 documentary (Jan 03) ‘What Ever Happened to Slimmer of the Year’ reported the rate of recidivism as currently 99%.

The recidivism rates do not necessarily represent the failure of a diet in the short term - after all, if some weight is lost a diet’s goal may have been achieved. However when the long-term health benefits to the individual are disrupted by the lack of a lasting and trouble-free reduced body weight, the distress becomes long term and the 'success' of dieting sadly short-lived.  Instead the troubled body guarantees the 'success' of the weight loss market. 

Over the next 5 yrs, Mintel (2002) predict that meal replacements will increase sales by a further 6%, appetite suppressants by a further 11%, whilst VLCDs (Very Low Calorie Diets) will fall by 17 %.

What is important to make clear is that individuals who are consumers in the diet industry, may or may not be suffering from distress or have a troubled relationship with their body.  That is a judgement for the individual to make. The purposes of this report is to bring attention to this aspect of many people's lives, to understand that the very real experience of bodily distress needs greater recognition from decision makers (whether individuals, their carers, professionals, industries or politicians) to act accordingly.

The diet industry’s responsibility for contributing to adding to body distress does not just stop with commercial market leaders such as Slim Fast or Weight Watchers. The market for slimming aids extends to companies offering alternative herbal remedies, dietary supplements, appetite suppressants, minerals to increase metabolism and fat metabolisers.  By the same token, health clubs and retreats offer various slimming treatments ranging from clay mud wraps to barbaric enemas and strict diets. For the individual desperate to lose weight fast these treatments are an expensive and at times damaging remedy, despite their dubious reputations.

Fashion Industry

The clothing and fashion sectors together form one of the UK's largest and most important industries, employing about 220,000 people, the majority of whom are women. In many regions, the industry is the major employer. […]Britain's annual clothing production totals around £8,000 million, of which over £3,300 million is exported. [www.dti.gov.uk]

The designer fashion sector has grown from £75m in 1990 to £700m in 2001. […] Designers have export sales of £390 million (14% of total Clothing exports). Designers and brands together generate £2bn of exports (75% of all UK clothing exports. […] The Government's own figures for support received by UK textiles and clothing industries since 1997 are that a total of £87.8 million has been given. […] Only 20% of total UK clothing sales are produced in the UK. It is estimated that designer sales in total provide employment to around 6000 sewing machinists and another 2500 overhead/administration workers. […] Designer fashion sector UK employment has grown by 19% per year whilst clothing industry employment has fallen. […] sales of merchandise bearing either a UK designer or UK brand name are around £6 billion.[A study for the UK Designer Fashion sector www.dti.gov.uk]

Corporate responsibility is creeping up on the fashion industry from behind.  A number of clothing retailers – eg M&S and the Arcadia Group – are beginning to implement systems to monitor the supply chain, and the conditions facing workers of their suppliers and the use of child labour.  However little has been done to deal with the core business itself, which would include all their stakeholders and the particularly neglected overall relationship with consumers.  Not surprisingly, few clothing retailers currently report on their social performance.  

At the front end of the business, some of the hard issues which clothing retailers will have to face include :

· the promotion of desire-creating brands, and its ultimate impact on body image, poverty and health 

· the increasing sexualisation of children through promoting inappropriate fashion clothing 

· the hypocrisy of sizing  

Households in the UK spent £39,755 million on clothing and footwear during 2002. [www.statistic.gov.uk]
The fashion industry ostensibly based on pleasure and self-empowerment, also trades ruthless on the desires based in body distress. It is an industry caught up in a self-punishing ideal of body perfection. This is played out not only in the model's body ever-diminishing proportions aimed at privileging clothes, but extends to all aspects of the industry: from the carefully screened-for-size sales girls to the high-flying fashion editors of glossy magazines. From undergraduate fashion courses in art college through to the most successful fashion houses, there is a morbid fear of fat.

Fashion promotion is saturated by images of very thin women, and in the pursuit of fashion, the media slavishly follows to the point where everyone from the weather presenter to the most respected actresses feel coerced into slimness to emulate fashion models. 

Although this is widely is acknowledged, airbrushed magazine photographs are still accepted as true and reasonable aspirations, if only 'we try hard enough'. Sadly even the most sophisticated career woman is convinced that there is virtue in thin-ness and ignores the stark reality that: the majority of shop window mannequins would have to walk on all fours to sport those vital statistics in real life; that the majority of high profile models have a BMI too low to support menstruating and maintain their career by struggling with the bodily distress of cheating their natural set point through starvation, drugs and obsessive exercise. These representations are perceived and promoted as reasonable expectations, to which we should aspire to fulfil norms. 

But is the fashion industry moulding consumers to a shape that sells?

Current clothing sizes bear only a tenuous relationship to body sizes.  The more common sizes may be relegated to ‘specialist’ outlets.  A new industry initiative, Size UK, has the potential to address this.  Size UK will rely on high-tech methods to measure actual body size in a very sophisticated way.  But how will it be used?  Will it allow women to specify clothes that fit, as well as looking good on a display mannikin?  Or will it be a more complex way to deny reality?

One of these days a big voluptuous woman is going to come along to be the beauty of the moment. The tragedy is, she won't be able to get a dress for the awards shows.
-- Joan Rivers
The irony is that whilst fashion designers and retailers believe that the thinner image sells, the potential consumer market is made up of more than the teenagers, the underweight, or those who can fit into the sizes for which the garments are designed to look their best. It is now accepted that the average size of a UK woman is a 14. By ignoring the larger sizes, the fashion retailers lose out on potential consumer sales. 

These days fashion's anti-fat bias and obsession with thinness… is looking increasingly like a blind spot, one that could ultimately shortchange designers, retailers and even magazine publishers. While sales of sizes 0 –12 have been flat or have grown modestly in the last two years, what is called the "plus size" market has surged as much as 18 percent. …Yet if you want to wear Gucci and Prada […] you will have hard time finding anything above a size 12 [size 10 UK]"

Fashion editor Kate Betts, NY Times 31 Mar 2002

This is not to appreciate that many retailers do cater uniquely for larger sizes, and that more retailers incorporate larger sizes within their clothes range. Nevertheless, only the occasional token example of this majority of consumers is visible in mainstream fashion promotion. The industry is staunchly conservative, from the hostility to designing for the fuller figure and the barring of tailor's dummies over size 10 in UK art college fashion departments, to the squeamishness surrounding the publication of actresses unless airbrushed. The needless distress this effective censorship provokes in normal bodies needs to be challenged. 

There are signs that the industry recognises this discrepancy and in order to facilitate online shopping as well as high street retailing, a vast size survey called SizeUK was carried out as a joint project involving the academic community and the Department of Industry and UK retailers with the result that clothing retailers are now working on their size charts and reviewing their pattern blocks. 

“We are now able to supply Fit Mannequins (tailor’s dummies) automatically from analysed 3D shape data. The process is highly accurate [...] Demand for this service appears to be strong - our clients say that these new mannequins will be massively useful to their design and sourcing teams.”[www.bodymetrics.com 14 Jan 2003]

However little information has been forthcoming regarding just how 'big' the average size is going to look like. In fact the true average of the UK body is being treated as a commercial trade secret that only a select few, those who supported the research, are able to access at least for the next five years. 

Beauty Industry 

The socially induced concept of what is beautiful underpins what the health, diet, fashion and fitness industry can sell to the troubled body. The process of beautifying one's self can be pleasurable, and the seductive range of products and processes promise to deliver a healthy range of choices. They offer an excuse to pamper one self, and ultimately de-stress the relationship with the body without forcing permanent change on it. For instance, a facial is regarded as self-indulgent pleasure. 

So when does the beauty industry become a threat, where does it cost us? For the troubled body there is little pleasure seeking, and indulgence is taboo. The troubled body is after solutions and will submit to alarming extremes to achieve it. It is here that the tyranny of the concept of beauty costs the individual personally, physically and often psychologically. 

An example of where this happens is the growing popularity of aesthetic cosmetic surgery and non-surgical procedures. This is not the kind of corrective surgery that is available on the NHS. This is a largely unregulated medical arena where demand generates millions of pounds in Britain alone. Cosmetic surgery is the fastest growing sector in private healthcare in the UK.
BRITAIN has topped the first ever European league table for people paying for plastic surgery. Doctors here carried out 24.335 operation in 2000, more then double the number performed in Germany[…] Only Americans and Brazilians are keener to go under the knife for the sake of appearance. 

The British spend an estimated £ 180 million each year on facelifts, breast enlargements and nose jobs. Woman make up 87 per cent of patients overall. But in Turkey, Sweden and Japan the male proportion tops 20 per cent.  [London Diary : Britain: Cosmetic Surgery of Europe by G Treuhaft 11-17 Apr 2002 The People's Review Online edition]

Quite apart from the cosmetic surgery that is basically reconstructive, the question remains to what extent does the patient actually benefit from treatment that is arduous and costly.  

According to a 2002 survey conducted by the American Society for Aesthetic Plastic Surgery the overall number of cosmetic procedures [carried out in the USA] has increased 228% since 1997….surgical procedures accounted for 23.5% of all cosmetic procedures, while nonsurgical procedures were 76.5% of the total.  Nonsurgical procedures include popular treatments such as Botox and collagen injections and microdermabrasion and these must be repeated on a regular basis in order to maintain their benefits. The five most popular cosmetic surgical procedures in 2002 were lipoplasty (liposuction), 372,831; breast augmentation, 249,641; eyelid surgery, 229,092; rhinoplasty (nose reshaping), 156,973; and breast reduction (females), 125,614. Six new surgical procedures were added to the ASAPS survey for 2002. These included umbilicoplasty (belly button enhancement) and breast nipple enlargement… [http://surgery.org/default.htm (ASAPS)].

Without even questioning personal motives and the readiness to suffer for an ideal body, there remains the question of whether or not cosmetic surgery successfully alleviates bodily distress in their patients. Does this procedure: 

a) successfully (and lastingly) deal with the physical problem? 

b) release the individual from the troubled relationship with their own body dominated by the social discourses on what is beautiful?

Cosmetic surgery was once something for the rich and famous, yet the everyday self-perception of the average man or woman is dominated by the celebrity equation of personal success with perfect body. As our appetite for those celebrity snapshots becomes insatiable, it is clear that more than ever we identify with our celebrities when magazine articles and web sites ask us: What is your celebrity look? We watch and revel in how well or badly they manage their bodies and eagerly pounce on any signs of slacking in their duty towards the perfect body.  

Unfortunately the average person does not have the same resources as the wealthy to fund cosmetic procedures and often has to invest in monthly payment schemes [see www.CacheBeauty.com] or seek 'low cost' clinics based on the Continent [see.cosmeticsurgery.co.uk], with the final result risking not only health but financial hardship.

	Guide Only Price Ranges BUPA hospitals
	from
	to

	breast enlargement
	£3,400
	£4,700

	breast reduction
	£3,700
	£5,150

	ear pinning
	£1,650
	£2,350

	eyelid surgery (lower lids)
	£2,000
	£3,000

	eyelid surgery (upper and lower lids)
	£2,900
	£4,350

	eyelid surgery (upper lids)
	£1,600
	£2,250

	face-lift
	£4,150
	£5,700

	liposuction
	£2,000
	£3,400

	nose reshaping
	£3,000
	£4,000

	tummy tuck
	£3,800
	£5,200


[www.bupa.co.uk/cosmetic/]

Around 65,000 to 75,000 cosmetic surgery procedures are performed in the UK each year. Yet it's not known who carries them out or how good the outcomes are […] Sadly, going under the knife remains a lottery.  [Which? Report Oct 2002]

Not only are financial resources needed, but information to make an well-informed choice. 

Despite regulations introduced in April 2002, the UK public is not adequately protected from "unqualified or under-trained practitioners" [www.baaps.org.uk British Association Aesthetic Plastic Surgeons]. 

There are no recognised minimum standards for training for cosmetic surgery in the UK and many practising cosmetic surgery in the UK are only qualified in basic surgery. Most of those who choose elective surgery take a leap of faith, hoping the result will be favourable. Surgeons are chosen through personal recommendation, qualifications or fees are unquestioned and once a decision was made people actively avoided any information that might change their mind. [Which? Health Scares Feb 2003] Legislation in the UK now bans clinics from admitting patients for surgical procedure the same day as their initial consultation, but this does not stop patients seeking surgery outside of the UK, lured by glossy advertising that make surgery look like 'a beach holiday'. The pervasiveness of this impulsive attitude towards the extreme action of surgery, suggests a particularly distressed relationship with the body. 

The public's increasing interest is accompanied by a reduction in the provision of cosmetic surgery in the National Health Service so that patients look to the private sector financing their treatment by the use of bank loans and finance agreements. These patients have been prey to organisations which offer discounts, privacy and no waiting time, but are not staffed by accredited surgeons. 
Many patients do not seek a referral from their General Practitioner, because they fear an unsympathetic response or because they feel that cosmetic surgery is not fundamentally `medical`. Self referral to a clinic is therefore an easier option. [www.baaps.org.uk British Association Aesthetic Plastic Surgeons]. 

Professional bodies urge the would be patient to consult their GP, to ensure a thorough medical history is taken into account before any surgery is undertaken, and details of the procedure are passed back to the GP for post-operative support. However many are so desperate not to be put off this course of action that they do not involve their GPs in their choice of clinic and the 'patient coordinators' who conduct the initial consultations are rarely medically qualified and not consistent in their interest in medical history. 

Around 8,000 women in the UK have breast enlargements each year. Ms Williamson [of Silicone Support UK] said 68% of women who have had breast augmentation cannot breast feed - compared with just 7% of those who have not had the surgery.  [BBC news 4/04/01]
The costs of post-operative care, including the GP's time and any subsequent NHS counselling services and specialist aftercare needs have yet to be costed. The fall out from procedures undertaken outside of the UK also needs to be taken into account, as these clinics are very rarely covered by the relevant insurance. All this is in addition to long-term complications and the cancer risks associated with implant procedures, most notably silicone breast implants. 

Fitness Industry

The fitness industry offers another commercial opportunity to cash in on the troubled body on the premise that it promotes physical. As with beauty, many activities associated with this industry can make us feel better. The individual makes a choice to enter into a relationship with the industry, because they believe that it will do them good, and they are willing to pay for it. In the UK paying to get fit is becoming the norm.

Gym membership rose by 15% in 2001, and the average revenue per member up 10% to £460 (Mintel 2002)

How beneficial is this relationship in the long run? And who does it benefit most? According to MORI 2002, 15% of women worry as much over their weight gain over the Christmas period as they do about their families. The festive period of pleasure and indulgence is underscored by distress. When the fun (or ordeal) is over the routine expectation to be slim sends us guiltily seeking out gyms, classes and fitness regimes. The troubled body drives new membership figures for gyms and clubs around the country to peak during the month of January. 

The promise of fitness is possibly more compelling than the seduction of beauty. Fitness carries with it implications of health (and a degree of purity through this) and physical strength (a degree of power). 

In 2002 58% of women and 68% of men used exercise more than anything else to lose weight. Of these 26% of women and 22% of men would join a gym. (Mintel 2002)

The potential for obsession is even reflected in the terms used in Mintel’s (2002) statistical analysis where enthusiasts are called “exercise boffins”. But if we feel exercise, less for pleasure than out of pressure to sweat our bodies into an ideal shape, then the 'boffin' has crossed into obsession, driven not by health concerns but by a troubled body. 

Although compulsive exercising does not have to accompany an eating disorder, the two often go hand in hand, particularly with anorexia nervosa. In these cases, the excessive workouts usually begin as a means to control weight and become more and more extreme. As the person's rate of activity increases, the amount she eats decreases. [www.kidshealth.org]
Benefits of health and strength for the individual are threatened by taking the fitness process too far. One form of distress in the body replaces another. Again, this can be a long term issue concerning one's ongoing relationship with ideals of fitness and health, but fitness activities can also present more immediate costs to the body in physical terms. It is not uncommon to hear that individuals become ‘addicted’ to the gym where the physical high of exertion is the norm in the competitive setting of the gym environment. 

About a third of female athletes in every sport show symptoms of disordered eating or eating disorders. ["Evaluation of a Screening Test for Female College Athletes with ED and DE" Deborah Nagel et al Journal of Athletic Training vol35 no4 Oct-Dec 2000] 

Girls and adolescent females who participate regularly in sports are at risk for disordered eating, menstrual dysfunction and decreased bone mineral density, according to the American Academy of Pediatrics. The combination of these three disorders is knows as the "female athlete triad." ["Young Female Athletes at Risk" Lancet vol 356 no9234 Sep 2000]

The costs of this to the body will depend on the individual’s body and own regime, but maintaining high levels of activity whilst injured is not uncommon and ioften a sign that the individual has lost sight of their own body's needs.  This sub-clinical distress from addiction to exercise can emerges in the starker clinical behaviours of the anorexic furiously exercising under the sheets of their hospital beds when dying from starvation.

The fitness industry, like the cosmetic surgery industry exposes the vulnerable in troubled bodies seeking help and advice to be exploited by unqualified and unscrupulous profit-seeking business. 

We are constantly being advised to take more exercise. Millions of us have put our well-being in the hands of gym instructors we assume are properly qualified. But our research shows some aren't adequately trained. [..] anyone can set up a gym and run it without qualifications…you should never take an instructor’s advice without questioning his or her qualifications first. [Fitness Instructors Which? report Aug 2002] 

The market is increasingly lucrative, not only to those retailers who supply us with all the sports paraphernalia including clothing and shoes, in addition to the vast array of health food suppliers. The market also attracts a wide field of quasi professionals such as trainers and nutritionists whose coaching is often closer to a sales pitch than informed health advice.

The Vanguard Group is part of the Fitness Industry Association, and is calling on the government to follow the lead of European counterparts, such as the Netherlands, by granting companies tax benefits for promoting a healthy workforce. [BBC news online 2/10/02] 

Should the UK taxpayer be asked to subsidise fitness centres in the name of 'promoting a healthy workforce'? Although the health and fitness market has grown from £682m in 1996 to an estimated £1.6bn in 2001 [BBC news online 2/01/02] the industry responded by expanding too quickly with profits declining to the point where industry directors are now lobbying the government to reduce VAT on health clubs. 

For some the gym is a haven, and sports are a pleasure. But for a significant majority the ideals surrounding the fit body are unrealistic and expensive. Whilst the overall cost is not easy to quantify, the impact of this fitness culture is not always visible and not confined to the gym. The troubled body is secretive and pursues perfection night and day. For every one who pays up the membership fee there is a midnight runner who is unable to stop and feel at ease in their body. 

An Overview of Costing Body Distress

	What Can Be Costed Economically
	What cannot be costed economically
	

	Obesity to NHS
	EDs to labour market in working days lost
	Depression to NHS

	Obesity to labour market in working days lost
	EDs to individual in loss of earnings
	Cosmetic Surgery to NHS in initial GP time and aftercare/ correction time and treatment

	Depression to  labour market in working days lost
	Sub-Clinical body distress to NHS, to labour market in working days lost, and to individual in loss of earnings
	

	Clinical Body Distress such as Eds to NHS
	Sub Clinical distress manifestations: body-image obsessing, low self esteem, long term dieting, disrupted set-point
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The flaunted troubled body:  advertising and the media 

“Long-term changes on people’s lifestyle depend on the environment in which we live and the cultural values imparted through education and other key influences, such as the media”. [Section 5 of the 9th Report by the Committee of Public Accounts, tackling obesity in England]

The media delivers consumers to industries and print media especially depends heavily on advertising revenue.

	TYPE OF PUBLICATION
	% from advertising
	% from sales

	National quality dailies(eg The Telegraph)
	75
	25

	National popular dailies(eg The Sun)
	46
	54

	National quality Sundays(eg Sunday Times)
	76
	24

	National popular Sundays(eg Mail on Sunday)
	53
	47

	Regional dailies & Sundays(eg Manchester Evening News)
	73
	27


Source: Advertising Association www.adassoc.org.uk

We accept advertising into the fabric of our daily engagement with sources of information and news. The 'average person' will see something like 250 TV ads, 350 poster sites and 400 press ads in a week; and this excludes any unsolicited emails, web 'pop ups' and banner ads and, of course, all the direct mail we're also exposed to. It is also accepted that advertising is saturated with messages regarding health, beauty, fitness and how the body should look. Reflecting the keen competition for shares in a rapidly growing market, diet products especially are aggressively promoted. 

65% of advertising spent on slimming products goes on TV, 35% in the press and 4% on cinema. The internet is not accounted for in this: but there are 20 000 websites dedicated to health care and weight management on the world wide web (Mintel 2002)
Market leaders stay in the forefront with relentless marketing. In 2001, SlimFast alone accounted for 85% of advertising within the slimming market. This was only 37% in 2000. (Mintel 2002) However this does not prevent a tide of bogus products being aggressively advertised, targeting those in troubled bodies who have 'tried everything else.'

True or False?

Number one of the top ten most offensive ads in 2001 in the UK was a direct mail out promoting Berry Trim Plus slimming pills. [Advertising Standards Authority annual report 2001] 

The ASA routinely upholds complaints from the public on ads selling slimming pills claiming to do anything from make pounds drop off while you eat pizza and watch telly to sucking fat out of fatty foods. In a random sampling of complaints presented to the ASA in a three-week period, 50% of offensive ads in the Health and Beauty sector were for slimming products. [http://www.asa.org.uk/index.asp?bhcp=1] Despite strict regulations on the claims ads about weight loss routinely make, the vast majority of the 'Lose Weight' ads that bombard us daily regularly breach at least five codes of practice and growing concern has been expressed by regulatory bodies in the UK, Europe and the US.

The Office of Fair Trading is especially concerned about advertisements for health, beauty and slimming products which target vulnerable consumers and which may mislead them by promising:
-instant weight loss without reducing calorie intake

-'miracle cures' for serious illnesses or other conditions such as baldness 

-'overnight transformations' as a result of using a product.

Last year the Advertising Standards Authority (ASA) dealt with nearly 1200 complaints about health, beauty and slimming products. A worldwide sweep of the internet earlier this year identified over 1000 sites with potentially misleading advertising in the health sector. [OFT  20/11/02]

[…] there has been a dramatic increase in the number of weight-loss products and the amount of deceptive weight-loss advertising, during the last decade. The report noted two major trends: 1) a shift away from weight-loss products advertised as "low-calorie meal-replacements" in 1992 to pills and other products that commonly claimed to work without diet or exercise in 2001; and 2) that although ads from both 1992 and 2001 contain deceptive or false claims, the recent ads were much more likely to make specific misleading performance promises.[…] According to health and nutrition experts, many of the weight-loss products and programs most heavily advertised are either unproven or unsafe, and frustrate efforts to promote healthy weight-loss efforts by promising unrealistic results. [study commissioned by the Federal Trade Commission released Sep 2002]
The problem of bogus and/or dangerously unhealthy advertising claims is not restricted to the wild frontier of the internet and mailshots, especially in the US.

…nearly 40 percent of the ads [relating to weight loss] that appeared in mainstream, national publications, made at least one representation that is almost certainly false and 55 percent of the ads made at least one representation that is very likely to be false. Often ads promised weight-loss results beyond what is possible. Nearly half of the ads claimed that the users could lose weight without diet and exercise […][study commissioned by the Federal Trade Commission released Sep 2002]

The media message

There is another aspect to deceptive advertising in addition to claims. The images of women that saturate the media and drive the advertising of nearly every conceivable lifestyle product, are grossly non-representative of the average healthy body. 

In reality the average woman is sized 14-16, and the BMA have stated that the average body fat of a healthy woman is between 22% and 26%. Most models are a size 8 or below and have a body fat of 10-15% (Mintel 2002). 

The effects of these misrepresentations on the distress suffered through body image problems have been well analysed - ‘The Effect of Experimental Presentation of Thin Media Images on Body Satisfaction: a meta-analytical review’ E.M. Groesz et al, International Journal of Eating Disorders 2001 Vol 31; pp 159-171. - and links with developing eating disorders in response to the regular consumption of fashion magazines continue to be researched. 

[…] when women become dissatisfied with their inability to match the ideals presented in magazine photographs, stories, and advertisements, they begin to develop eating disordered cognitions which may eventually be acted upon in the form of anorexic and bulimic behaviours (Stice et al., 1994; Shaw, 1995; Irving, 1990). 

A more recent study looked directly at the relationship of reading beauty magazines to the act of dieting, taking into account anxiety about weight, extent of exercise etc and found: 

[…] evidence that at least two of the most common diet/weight control practices of adolescent females--restricting calories below 1,200 a day and taking diet pills--may be influenced by the reading of women's beauty and fashion magazines. ["The relationship between reading beauty and fashion magazines and the use of pathogenic dieting methods among adolescent females" Author/s: Steven R. Thomsen, Michelle M. Weber, Lora Beth Brown Issue: Spring, 2002 www.findarticles.com]
The cumulative effect of the very media images that sell magazines coupled with the advertising message behind these is debilitating for the magazine consumer. This crucially applies to the adolescent readership, a major magazine consumer group, who turn to these publications, and to the media at large to help determine a social identity. The positive inspiration that she or he finds is undermined by the way the majority of the images and advertising reinforce unhappiness with their bodies and worse.

Harrison and Cantor (1997), for example, reported statistically significant relationships between reading fashion magazines and "body dissatisfaction" as well as between reading health and fitness magazines and a "drive for thinness." Shaw (1995) found that adolescents who saw images of thin fashion models were more likely to report higher levels of body dissatisfaction immediately after exposure than those who saw non fashion images. In addition to heightened body dissatisfaction, exposure to content and images depicting thinness may also lead to short-term reductions in self-esteem (Martin & Gentry, 1997; Irving, 1990), distortions in body-size estimation (Waller, Hamilton, & Shaw, 1992), and more depressed mood (Pinhas et al., 1999).
The public outcry that surrounded the magazine Mad About Boys was evoked by the kind of content we do not question for teenagers upwards. Encouraging diets along with sexualised fashion choices, the target audience was girls aged 9-12. The director of the child abuse charity Kidscape described the publication as "irresponsible" [Michelle Elliot in BBC news 7 Feb 2001], as it packaged up diet tips with make up advice, fashion, pinups and articles on French kissing. A spokesman for the publishers admitted that: "the reference to Kate Moss was "unfortunate" in that it could be seen as encouraging girls to try to aspire to have her skinny physique. "We meant to use Kate Moss as shorthand for a famous person who comes from a background readers can relate to, rather than the waif-like physique she is known for," he said." [media life magazine online feb12 2001] Complaints about the magazine were upheld by the TMAP (Teenage Magazine Adjudication Panel) later that year. By then it had already been banned from sale by Woolworths.  

The slimming magazine is a highly profitable formula in this country with sales of 600,000/per issue between them. 

According to a recent survey by the Institute of Practitioners in Advertising and the Periodical Publishers Association, a staggering 69% of readers of Rosemary Conley Diet & Fitness bought a product in response to an ad in the magazine. That response, Conley points out, is 13% greater than Exchange & Mart gets and 11% more than Sainsbury's magazine[…]The biggest seller among the slimming magazines is Slimming World, with recent ABC audited sales of more than 261,000, representing an 11% year-on-year rise. Half are sold in the parent organisation's 5,000 weekly classes and half on the newsstands. [Liz Gill Monday January 6, 2003 The Guardian ] 

The truth behind the upbeat copy that makes dieting 'fun' and even the food is made to look glamorous, is that the content of the slimming magazine market is less regulated than pure advertising. These glossies prey on the vulnerable as they tout themselves as the first step towards losing weight. However they can swiftly undo medically recommended and less dramatic efforts at healthy eating.  When describing family environments in relation to his work with obese children, Dr Paul Gately referred to "the power of misinformation" and cited the slimming magazine:

" 'I think she's put on the weight because of all the grapes.' This was a report that a parent read in a well-known slimming magazine that actually came back into the family environment. And this did influence the dynamics of the family and it was a real problem, because we were trying to provide well evidence-based information, that was just completely torn apart by a magazine." [Dr Paul Gately, Leeds Met University speaking at Food Advertising Unit conference 2002] 

Selling without body distress 

Alternative corporate marketing strategies for fashion and beauty have been explored but with no real change to the industry as a whole despite the occasional disillusioned outcry: ‘Now becoming official: dieting makes you miserable’ (on Green’s research into the negative effects of long term dieting, Aston University, Birmingham) [BBC 1 News 8/1/03]. In the late 1990s it was suggested that aging Baby Boomers were increasingly less responsive to the Thin is Beautiful aesthetic, sparking change in prominent ad campaigns. (see "Kellogg's Special K drops thin models from ads" http://www.gabrielmedia.org/news/special_k_commercials.html). 

Images depicting ethnic diversity and age diversity are also evident as marketing strategies appealing to social conscience and eco/social ethics aim for wider appeal. Although trend analysts anticipate the decline of cold advertising in favour of cultivating brand loyalty, the barrage of images and hard sell merely reinforce the disturbing fact that a huge section of marketing relies on manipulating consumers into a dissatisfied relationship with the body. 

Whose body is it anyway?

The cumulative effect of profit-making industries and media methods threaten to distract the majority of us from a sense of personal ownership and capacity to manage any level of distress with our bodies. Studies revealing the impact of de-regulated western style media broadcasting show a devastating effect on the local population of girls' and women's perceptions of their bodies and subsequent loss of control.

In 1995 US TV was introduced to Fiji. At this time 3% of Fijian girls confessed to being bulimic.  By 1998, despite their culture’s traditional preference for a plump body 12% of Fijian girls became bulimic. [1999 study by Harvard anthropologist Anne E. Becker]


The past five years have seen a dramatic slimming down of the Greek female populace, with women saying they're now trying hard to resemble thin images recently imported from the West. The change has been accompanied by a rise in eating disorders, as well as a boom in "slimming centers" with English names like Bodyline, Silhouette, and Taste 'n Diet. […] Psychologists, media watchers and young Greek women themselves say that many factors have contributed to the change, but one looms clearly as the largest: the privatization of Greek media in 1989, which opened the way to a flood of Western movies and television programs and new advertising. New private channels filled up with American programs like "Friends" and "Beverly Hills 90210," where the women sport the emaciated look.[…] "It's not just in teenagers, but in women in their 30s and even in their 40s." These women are passing down a preoccupation with thinness to the next generation, [Daphne Halkias] says. "It's not uncommon to see women putting their 4- and 5-year-old daughters on diets here." ["Greek women trade Aphrodite for gaunt model look: A flood of Western media has led to a yearning for thinness in the past five years" Coral M. Davenport The Christian Science Monitor February 14, 2002]
Letters

Eating disorders are becoming more common in the East too 

EDITOR[image: image1.png]


I support the urge for a more responsible media attitude on body image,1 not only in the United Kingdom but in Asian countries as well. A decade ago anorexia nervosa was rare outside the developed West. Now, however, it is becoming a common clinical problem among young women in Hong Kong and other high income Asian societies, such as Japan, Singapore, Taiwan, and the Republic of Korea. At the same time as economic liberalisation has led to the deregulation of media advertising, eating disorders have also appeared in major cities in low income Asian countries, such as China, India, Malaysia, the Philippines, and Indonesia. Community studies in Hong Kong indicated that 3-10% of young women had disordered eating of a degree that warrants concern.2 

Patients with eating disorders often attend several practitioners before they receive some sort of psychological treatment; these referrals have increased considerably since the late 1990s, and ever younger subjects are referred. It is alarming that this condition has appeared even though young Asian women are constitutionally slim by the standard of Western women. The depiction of ridiculously slender women in advertisements for virtually all kinds of commercial products must necessarily contribute to dissatisfaction with the body and disordered eating, especially in vulnerable individuals.3 
Media advertising cannot be the only social determinant of eating disorders. In all likelihood, societal modernisation intensifies vulnerability to eating disorders in women. If patriarchal sociocultural influences that are disempowering to women have a substantial role in eating disorders, we must remember that these forces are strong in Asian societies. 

The rising rate of eating disorders will pose a public health challenge in the East. A change of media attitudes can almost certainly help, but Asian women may find the economic forces that maintain those attitudes simply insurmountable. 

Sing Lee, director Hong Kong Eating Disorders Centre Medical Faculty, Chinese University of Hong Kong, Hong Kong, China singlee@cuhk.edu.hk BMJ 2000 ( 21 October )

Recent coverage of the media’s own responsibility for effecting levels of distress, and contributing to the troubled body, is well accepted and not a new concept.  

In 1996 [24/6] The Times reported a study at Arizona State University published in the Journal of Social and Clinical Psychiatry, which coins the term ‘Barbie Syndrome’, to describe the ‘trauma which manifests as depression, stress, guilt and shame’ and identifies sufferers as ‘women who spend a lot of time watching television and reading glossy magazines’. 

But how complacent about body distress have we become? 

“We just love to show a photograph of a half-clad waif, and if it’s next to a story on anorexia, that makes it even sexier”. Angela Holden, editor Sky magazine in an interview in The Times

What do we mean by making the troubled body a subject for peak time television? The body as subject is no longer the domain of women's magazine's alone. 2003 demonstrated how the body beset by obesity and continuous dieting is a hot topic with filmmakers and tv audiences alike. Over recent years the subject of diet is never long off the tv listings epitomised by Channel 4's Fat Season of this year 2003, included: Fat Plague 6/01/2003, Skinny Kids 13/01/03 ITV, What Ever Happened to Slimmer of the Year 21/1/03, Diet Another Day, 22/1/03.  On the subject of dieting alone these programmes raised many questions especially troubling with regards to the effects on children. 

Celebrity Fit Club, cruelly dubbed "Celebrity Lard Arses" by one TV critic, was one of the biggest reality TV shows [in 2002]. Claire Cozens 16/01/2003 The Guardian
Media agency Zenith, which buys advertising space for clients such as BT, Carlsberg and Toyota, has already taken a cynical view of 18-30 Stoners. 
In its quarterly Trends on TV report, the company said: "[ITV] indulges in PC entitlement and victimhood claptrap about restoring the participants' self-esteem and granting them simple pleasures the rest of us take for granted. 

"A simpler explanation is that we might as well make fun of fatties while it's still legal." 
However the more light-hearted portrayal of dieting adults make for equally distressing viewing, reinforcing the damaging stereotypes that diminish so many lives. Without that edge of sensationalism or celebrity viewers are less keen. When programmers in Germany attempted to exploit the Big Brother formula using dieting individuals hoping to win their lost weight in gold, the programme was axed 6 weeks early due to lack of viewer interest. [BBCNews 17/7/2001] 

Regardless of viewing numbers, however, for those in the health profession programmes such as these can prove to be - like the slimming magazines –powerful sources of misinformation.

The importance of challenging the media and ascertaining the real costs

The stereotypically cheerful portrayal of body distress as a personal fight rallying to slogans like: ‘fight the flab’, and 'be slimmer of the year' breaks apart when the camera is turned towards those who deny themselves food, with the hardest questions raised by the troubled child body. The growing incidence of body distress in children is one of the most alarming outcomes of accepting a troubled relationship with the body into every aspect of our dealings with food, from shopping for the family to watching cookery programmes. Rich food becomes demonised whilst detoxification and fasting guarantees redemption and a contemporary version of moral purity, with a thin body as reward.

Our public experience of images and information thrives on this obsession as advice is merged with entertainment merged with leisure all underscored by commercial gain. But the real battle for perfection takes place on our own territory- in our bodies. From health warnings to hard sell, the public message is that this battle can only be won using the paraphernalia the industries have developed for us. They have determined what we want and how we are going to get it: health, wealth, happiness and success because we look good.

Where the distress of the fight becomes too obvious, too uncomfortable to watch (as with eating disorders), the troubled body is handed to the medical profession. The distress becomes certified and rendered clinical and only at this point is it recognized as a quantifiable problem. It becomes a cost to the NHS and to the labour market that needs to be met. 

“symbolically, scientific medicine shifts the focus to the physical realm, de-politicises the social-structural issues involved, and mutes the potential for action by the patient to change the conditions that trouble him” (Waitzkin, 1984; 352)

This point of hand over is recognised as a moment where we lose sight of how the patient, or in this case, the troubled body, can act on its own behalf and assumed to have relinquished control. But the troubled body is not a purely clinical phenomenon, It is a social crisis that demands socio-political attention whilst the hidden sub-clinical costs are communally suffered. 

The costs need to be considered in real social terms, taking into account the impact on the everyday lives of the average person on the street, or family in their home. This impact includes the economy of this country affected by, and affecting individual and psychological health.

 […]compared with people with a low sense of control, people with a high sense of control know more about health maintenance and are more likely to initiate behaviours that reduce the risk of illness” (Seeman and Seeman in ‘Health Behaviour and Personal Autonomy’ 1989; 146)

It is time that body distress is acknowledged as a threat to the socio-economic welfare of the country. It is urgent that measures are taken to encourage a far more responsible sense of control over the shape, weight size and health of our bodies. 

Good practice

The subject of control over the body is not new, but the phenomenon of the slimming club is very contemporary. When reviewing the comedy drama production ‘Love Me Slender’ by Vanessa Brooks (Directed by Nona Shepherd, Staffs) David Gregory, wrote that it tackled "one of the great issues of our time." 


"Remember girls - not slim for today. Not slim for tomorrow. But slim for life!" With these words, Siobhan, the 'Achiever of the Year' inspires her hopeful new recruits in the Slim for Life dieting club. Siobhan has lost seven stone, found a new self, a fulfilling job and a wonderful husband. Armed with these she encourages others to achieve the same through a combination of diet and personal philosophy. Five stages - commitment, discipline, sacrifice, realisation and salvation - for the key to a new life. Can Jean, Claudette, Rosie and the rest win the fight with flab? The determination to succeed comes with a price and one not everyone is willing to pay. When the temptation rises and the motivation begins to wane, the edges begin to unravel in the face of Siobhan's autocratic rule. Just how much is the price worth paying? "A satisfyingly humane and perceptive play that memorably nails one of the great issues of our times." 

[David Gregory Daily Telegraph] ISBN: 0 85676 228 8 New Young Vic Theatre Production, Staffordshire Feb 2003.

Although a fictional description, comedy can explore a wider range of emotional issues than the most clever or voyeuristic documentary. The troubled body is essentially isolating, acting as a screen behind which the individual strains in an emotional turmoil that is far more complex than struggling between temptation and discipline.
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Social Cost
Sociological trajectory (scenarios), Case Studies, Spheres of impact

Through the use of scenarios, case studies and a diagram of spheres of impact, a clearer picture can be gained of the complexity of issues surrounding the troubled body. The very real experience of the distress of the troubled body functioning in the personal and social arena can be outlined in socio-economic terms. We can see how ideals and social expectations are at their most threatening, as the process by which they become almost natural attitudes that underpin our behaviour, and determine the choices we make and the risks that we take. The relationship we have with our body on a day-to-day basis necessarily affects how we then engage with other bodies, institutions, industries and discourses. This then reflects back on how we view ourselves and behave towards our body. What is important is that we understand the dynamics of this everyday interaction between self and society, body and mind, before we can expect to change or interrupt those dynamics.

A sociological trajectory describes how the troubled body is negotiated through the demands and opportunities of everyday life by focusing on the activities and relationships an individual engages in with their bodies at any one time. This set of activities/relationships will be economic, psychological, physical, and social. It will have immediate effects as well as effects dispersed over time, sometimes heavily impacting in certain areas, at others barely noticeable. At times these effects will be highly damaging and threatening to the individual and at others they will seem to be inconsequential or even positive or empowering. 

An example of the fluctuating nature of the relationship between ourselves, our bodies and society are seasonal changes: external influences at home at Christmas will be very different to those during the summer on the beach. The less visible internal, physiological influences of hormonal changes and menstruation, determine how the body is experienced emotionally and socially. In the long term, how our bodies age presents different challenges and opportunities for both men and women to feel in their bodies.

An example of a social trajectory 

This overview uses the simple example of a commonplace activity: joining a gym.

Activities/ Events and Relationships: 

Joining a gym
· Signing a year’s contract

· Economic: 

· financially committed for 18 months with monthly payments by direct debit and a cancellation fee 

· Financial and consumer relationship with the organisation 

· A stake-holder in the sector

· Social: 

· a one-to-one client/ professional relationship with a personal trainer

· a fellow member alongside an average 12 attendees per session, some of whom have joined at the same time

· a consumer of the media, as a reader of magazines available

· Personal:

· a new relationship with one’s body: its presentation, its capability

· Influences/ Expectation:

· Commercial influence upon body as consumer of service- outcomes expected?

· social expectation to conform to gym culture

· social expectation from media, to look like you belong to a gym

· personal expectation on body to demonstrate successful outcome

· personal expectation anticipating pleasure in activities and relationships

· Resources/ means and processes

· attending gym sessions regularly to use equipment and obtain advice

· Outcome / Reward

· body becomes more fit

· body seen as fitter

· body felt as fitter

· satisfaction of having invested time, effort and energy

· risk of failure and damage to self esteem and pocket

· Effects

· Instant long term:

· immediate effects on body not guaranteed

· long term effects on body expected

· positive effects expected with some smaller negative effects anticipated (e.g. initial discomfort)

· Visible/ not:

· visible through body dependant on success and dedication, and body’s own state of health

· Negative, inconsequential, empowering: 

· negative self-perception when classed with low level of fitness 

· distress in body through comparison with expectations of others and the culture

· empowering if successful within determined time limit 

· distress alleviated as long as activity upheld 

Snapshots and case studies of individual experiences of distress in the body are representations of an everyday moment or scenario where an individual experiences the effects of a coping with a troubled body. The moment will be dissected to uncover the complex and compounding effect distress in the body can penetrate all that a person feels, thinks, plans and does - and subsequently their contribution to the social world.

Sample of a real life snapshot  

This is a real-life snapshot of a professional male suffering from distress in the body. The scenario is a business trip.

Profile: 

This young professional male suffers from sub-clinical body distress which has manifested itself in a body image problem. He has a mild phobia about seeing his own reflection in the mirror. His normal coping mechanism for dealing with this is avoidance: he simply avoids looking at his reflection. He has removed mirrors from his rented accommodation (apart from a hand-held shaving mirror which he uses only to shave, with the lights dimmed and his contact lenses out). At work, he makes sure his desk is positioned with his back to the window so that when he works late, he does not catch his reflection. Similarly, he ensures that the screen saver on his computer is light coloured to avoid seeing his reflection in it. When on the street, he avoids shop windows, never sits near a mirror in a restaurant and always ensures that he can return clothes to a retailer should they not fit, so that he does not have to try them on. When in the gym, he removes his lenses and spectacles before entering the gym, and will wait to use the treadmill furthest from the mirror before training. When taking a shower he waits until the changing rooms are empty before switching off the light and showering in the dark. In the course of everyday life, he is used to this behaviour. It is second nature to him. Damage limitation is always top priority. Distress is felt most acutely when this young man has to fit these personal and abnormal behaviours to an external and unfamiliar environment. A simple business trip can be a living hell. The effects of this are more disruptive than his coping mechanisms. 

Scenario:


One scenario he relives is the time when he checked into overnight accommodation before an important business presentation. A successful individual in his field, this 35yr old had everything to be confident about, and he had no problem in living up to the expectations of his manager to do a good job. But it was not the expectations of his performance as successful career manager that presented the challenge. The threat of the mirrors and harsh lighting of the hotel room not only threatened his perception of his body, but that distress (in comparison to the anxiety he might have been expected to feel for the next day), made him ashamed - and he began to question himself. By the time the morning came, his self-esteem, self-image and self-consciousness was so badly damaged that his performance was less than impressive. Although the repercussions of this in the view of his manager were not serious, the emotional effect that this experience had on this young man had deeper and more long term repercussions.  His distress had frightened him. He removed himself to a degree from his relationships at work, and his success in this -once rewarding- area of his life was significantly disrupted.

A recent case study example

 4/12/02

“I read with interest your article on Weight Watchers. I am an ex Weight Watchers leader, who gave up being a leader 4 years ago, and yes I have put the weight back on. Whilst being a leader I was weighed once a month with the threat of being "rested" if we were 10 pounds over our goal weight. Many Leaders binged until the week before weigh-in, then either starved or took water tablets to ensure they were at goal, unfortunately myself included. Being a Weight Watchers Leader wasn’t just helping people lose weight, the prime target was selling products to them. In fact, the more you sold, the more you earned. Also every member re-registering was worth 50p commission, hence the saying  that returning members were our bread and butter!! Also, there were targets to meet, and it was a very competitive business. Yes I did help many lose weight and I think the meetings helped many. But  for the majority it didn't work. I do believe that most people who lose weight put it all back on again, and probably more. Thanks for highlighting the problem”
J. A. Sproston
Tel 01785 604712

A wider picture

This diagram offers a summary of the different areas of our lives that become involved in body distress:

i
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Social 
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Economic 
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Political 

It demonstrates how body distress manifests itself through certain relationships and activities:

· Labour market activities: the body at work 

· Personal interaction and relationships 

· Presenting the self/the body 

· Physiological conditions/voluntary and involuntary behaviour

[Examples of these actual manifestations would be: eating disorders, disrupted set points, low self-esteem, etc]  

All aspects of the troubled body from disordered eating to fear of exposure infiltrate our experiences and can determine our potential efficacy and wellbeing as social agents. The diagram provides an overview of the realities of the impact of body distress and focuses on the dynamics between the social and personal spheres of our lives and how the all-encompassing context is the political sphere. 

Fig 1. Spheres of influence on and of Body Distress































Therefore, responsibility needs to be taken at this level, in order for it to effect our personal and social lives, where body distress is experienced as most destructive. It also suggests that because of the dynamics of our lives as social agents, and individuals, to ring-fence responsibility to one particular sphere- such as personal- would not necessarily be effective – or, in the case of the immense ideological sphere, impractical and unrealistic.
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Appendices  

EDA Report:

Final Draft at 16-1-02 
The Hidden Cost of Eating Disorders 

The direct costs of treating an eating disorder such as anorexia nervosa, bulimia nervosa or binge eating disorder are shocking in their own right. Eating Disorders Association estimates, based on information gathered during 2001/2002, put the direct cost of treating a patient receiving a basic 12 weeks of specialist in-patient NHS treatment at approximately £25,000. Private in-patient treatment charges for a 12 week course of therapy will be in the region of £24,500 to £45,500. As many Health Insurance companies are now refusing to cover treatment for mental health problems such as eating disorders, this means that only the wealthy have access to private treatment, if your Primary Care Trust will not pay for private treatment in the absence of local, specialist NHS facilities.
However, eating disorders have an impact on a much wider sphere of influence than just the person with an eating disorder. The numerous and diverse ways that they can affect both close family and society at large are largely overlooked. Caring for someone with an eating disorder is demanding and emotionally draining given that the average duration is 6 years1 and many carers have to give up their own careers to look after a loved one with an eating disorder. Sadly many people do not understand the consequences of these deadly psychological disorders that can result in as many as one in five people who develop an eating disorder dying prematurely2. 
Because of the high cost of specialist treatment for an eating disorder and because there is inadequate provision of specialist clinics and services across the UK, many people end up in unsuitable general mental health facilities 3. As a result many sufferers will return for two, three, even four or more periods of costly treatment before recovery begins. Some may never recover and live shortened lives in personal distress and isolation. Specialists in the treatment of eating disorders believe that early intervention by specialist services has the greatest potential for a complete and lasting recovery. Perhaps even more important, is the provision of some simple and straightforward prevention strategies within schools and colleges that can help to reduce the prevalence of eating disorders amongst young people 
One of the major problems in securing adequate services is that no one is currently collecting any statistics on the incidence and prevalence of eating disorders. Indeed the most comprehensive research into service provision took place over 10 years ago in 1992 when a study by the Royal College of Psychiatrists 4 found about 60,000 people receiving some form of treatment for an eating disorder. Studies 5 in the mid 1990s indicate the total number of people affected by an eating disorder to be in the region of 1.1 million. EDA currently estimates that only about 9% of these people are diagnosed, and receiving appropriate treatment 3.
Many of the consequential effects are difficult to quantify in financial terms, however the impact on the person with an eating disorder and the people around them can nevertheless be devastating and have fallout well beyond the family circle. 
Eating Disorders can lead to serious health consequences which include…
Infertility, osteoporosis, dental problems, heart and renal failure, self harming behaviour, drug addiction, alcohol abuse, tranquilliser addiction, suicide, high mortality rates.
Resulting in…
Damage to physical health, long periods of hospitalisation, psychiatric problems, family disruption, increased NHS costs, increased state benefit support and higher taxation.
The impact on a family can be enormous even when the family member is receiving appropriate treatment. Some of the many issues that affect family life over many months include…
Stress, anxiety and depression for carers, partners & siblings; the need to travel frequently and possibly long distances to take part in family therapy; loss of working time, financial costs, loss of trust when a loved one reveals (or will not accept) a long hidden problem; dramatically increased food costs due to binging or hoarding leading to serious debt.
For those who cannot secure appropriate treatment for themselves or someone they care about the impact is even greater…
Increased stress, anxiety and depression; additional feelings of anger, fear, guilt, powerlessness, social isolation, and responsibility, both real and imagined; jealousy, and estrangement within the family; additional financial burdens including private treatment charges, travel and accommodation costs.
Leading to…
Problems with sexual relationships, break-up of the home, homelessness, and antisocial behaviour
Resulting in…
Personal legal costs, increased social security payments, and higher taxes.
Eating Disorders have a measurable and serious impact on employment and the workplace. Many sufferers and often their carers as well, are unable to reach their full potential because of…
Stigmatisation and discrimination, inadequate education, poorer job prospects, absenteeism, and inefficiency or a complete inability to work due to ill health. 
Resulting in…
Lost productivity, higher unemployment, increased production costs, and higher prices. increased state benefit costs, further loss of self esteem, low confidence, deteriorating mental and physical health.

Outside of the family eating disorders also impact on other people…
These include friends, teachers, employers, health workers, social workers, GPs, psychiatrists, psychologists, counsellors, social workers, and the police.
For the person with an eating disorder this can lead to…
Restricted development and lost potential, increased educational cost, loss of personal liberty
Resulting in…
Increased health expenditure and higher taxation.
Eating Disorders and the associated mental health problems affect society in a number of unexpected ways, by leading in some cases to anti social behaviour that may include…
Alcohol abuse, drug addiction including dieting drugs and laxative abuse, self harming, shoplifting, and promiscuity
Resulting in…
Increased Social Services resources & state benefits, time & costs; police resources, time & costs, court time & costs; loss of personal liberty plus the consequential rehabilitation costs
They rightly concude:

“Can the United Kingdom afford to lose the ideas, talents, and abilities of these young people who have the misfortune to develop an eating disorder? People who would quite possibly otherwise go on to achieve in the academic, sports, and arts worlds and contribute significantly to society?”6
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Statistics relating to the Prevalence of Eating Disorders in the USA from the NEDA
In the United States, conservative estimates indicate that after puberty, 5-10% of girls and women (that translates to 5-10 MILLION girls and women) and 1 MILLION boys and men are struggling with eating disorders including anorexia, bulimia, binge eating disorder, or borderline conditions (Crowther et. al., 1995.)At least 50,000 individuals will die as a direct result of their eating disorder. Because of the secretiveness and shame associated with eating disorders, many cases are probably not reported. In addition, many individuals struggle with body dissatisfaction and sub-clinical eating disorder attitudes and behaviors. For example, 80% of American women are dissatisfied with their appearance (Smolak, 1996). 

THE DRIVE FOR THINNESS 

42% of 1st-3rd grade girls want to be thinner (Collins, 1991). 

81% of 10 year olds are afraid of being fat (Mellin et al., 1991). 

The average American woman is 5'4" tall and weighs 140 pounds. The average American model is 5'11" tall and weighs 117 pounds. Most fashion models are thinner than 98% of American women (Smolak, 1996). 

 

DIETING 

51% of 9 and 10 year old girl feel better about themselves if they are on a diet (Mellin et al., 1991).

46% of 9-11 year olds are "sometimes" or "very often" on diets, and 82% of their families are "sometimes" or "very often" on diets (Gustafson-Larson & Terry, 1992). 

91% of women recently surveyed on a college campus had attempted to control their weight through dieting, 22% dieted "often" or "always" (Kurth et al., 1995). 

95% of all dieters will regain their lost weight in 1-5 years (Grodstein, 1996). 

35% of "normal dieters" progress to pathological dieting. Of those, 20-25% progress to partial or full-syndrome eating disorders. (Shisslak & Crago, 1995). 

25% of Americans men and 45% of American women are on a diet on any given day (Smolak, 1996). 

Americans spend over $50 billion on dieting and diet-related products each year (Maine, 2000). 

Along with eating disorders, body dysmorphic disorder (BDD) has become a growing concern for young adults. 
Quotes and out-takes
Figures from the late 1990s showed that Americans spent $50bn annually on diet products. This exceeds the projections for the entire federal Education, Training, Employment and Social Services budgets by $5bn to $10bn. In 1990 it was equivalent to the GNP of Ireland for the same year. The price per pound lost is enormous. With one study of Optifast dieters reporting the cost to be $180 per pound. (Gurze)

In a report entitled Eating Disorders, Body Image and the Media it calls on the media to "portray a more realistic range of body images." Dr Ian Bogle, BMA chairman of council, attacks the cult of "bodily perfection" perpetuated by the media in contemporary society. The report also suggests that the Independent Television Commission should review its policy on the use of thin women in advertisements and that schools should implement media literacy programmes to encourage critical viewing skills, especially in the area of food advertising. British Medical Journal, Eating Disorders, Body
Image and the Media (London: BMJ Books, 2000).
“Illness is not a given” (Contrada, R.D. and Ashmore, R.J. 1999 (Eds) Self, Identity and Physical Health: Interdisciplinary Explorations NY: OUP), and there exist “psychosocial pathways linking socio-economic circumstances to health” (Wilkinson, R. 2000 Mind the Gap: Hierarchy, Health and Human Evolution. London: Weidenfeld and Nicolson)

“ economic change creates psycho-social stressors implicated in the disease process” (Thoits, P. and Angel, R. 1987 ‘The Impact of Culture on the Cognitive Structure of Illness’ in Culture, Medicine and Psychiatry Vol 11 (no 4) )
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� Established 1979 as Molecular genetics. � HYPERLINK http://home.attbi.com/~bkrentzman/obesity/liebel.html ��http://home.attbi.com/~bkrentzman/obesity/liebel.html� also in E. Rupell Shell 2003 The Hungry Gene: The Science of Fat and the Future of Thin


 








PAGE  
45

