<00 ARYAVART SHODH VIKASH PATRIKA [SSN NO.-2347-2944
RMI TITLED NO. UPEE]LNN& PP. NO.- 358-361 Wl -7, Mo, Issues-VIIT YEAR- June-2017

=

Gender Differencesin Coping Strategies and the
Presentation of Eating Disorders
DR. PRITISINGH
DEPARTMENTOFPSY CHOLOGY, GOVT.GIRLSCOLLEGE.CHOMULJAIPUR. (Rajasthan). India

Abstract :  This paper provides a comprehensive review of the foundational
empirical literature examining the relationship between gender, coping strategies, and
the clinical presentation of eating disorders (EDs). The persistent under diagnosis of
eating disorders in males, combined with gender-differentiated symptom manifestations,
has prompted significant clinical concern and a rich, if divergent, body of scholarly
research. This review synthesizes this literature, arguing that the effects of gender on
eating disorder presentation are not monolithic. This analysis moves beyond a simple
"females more affected” assessment to demonstrate that psychological outcomes and
symptom manifestation are contingent upon biological sex, coping capacity, and the
structural affordances of culturally-sanctioned compensatory behaviors. A synthesis of
longitudinal and epidemiological data reveals a "dual-faceted" impact. Detrimental
outcomes, including emotion-oriented coping deficits, avoidance-based coping reliance,
and delayedclinical recognition inmales, are empirically linked to gender-specific
presentation patterns and diagnostic biases. Males preferentially employ exercise and
fasting as compensatory mechanisms (approximately 25% use purging methods compared
to 50% of females), a pattern that obscures clinical severity and delays help-seeking.
Females demonstrate elevated vulnerability to body dissatisfaction and thin-ideal
internalization driven by sociocultural pressures and heightened
internalizingpsychopathology.

Concurrently, arobustbodyofevidence demonstratesthat task-oriented coping is strongly
associated with recovery across genders, and that familial support and early intervention-
particularlyeriticalformaleswhose EDsymptomsareconcealedwithinnormativeathletic practices-provide
unprecedented protective mechanisms. This review situates these findings withinthe context of bio
psvchosocial models of eating pathology and developmental psychology, concluding with a gender-sensitive
diagnostic framework that accounts for male-specific manifestations (including muscularity-oriented
presentations) and differential coping vulnerabilities across development.
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1. Introduction. Gender-Speci ficityin EatingDisorders.
Eatingdisordersrankhighamongmentalhealthissuesforteensandyoun gadults. Stillbigdifferences show up in
how often males get diagnosed compared to females. People used to think of these as mostly female problems.
That view hides key ways symptoms differ by gender. And it overlooks how coping works differently too.
Males make up 5 to 11 percent of those seeking treatment. But in the wider community the numbers are much
higher. That points to long waits for diagnosis. Getting the definitions right helps in clinics. Gender gaps in
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compensatory behaviors affect spotting the issue. And they shape treatment too. Anorexia nervosa means
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strict limits on food. It comes with a strong fear of gaining weight. Bulimia nervosa features cycles of overeating
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i

then purging. Binge Eating Disorder has episodes of binging without any makeup actions. One big gender
difference stands out. Males lean toward exercise and skipping meals more. That makes their version of eating
disorders hard to see. It
blendsintonormalathletelife. Atthesametimefemalesstartreportingbodyunhappinessyoung. These ways of
showing the disorder point to varied patterns in coping. People with active eating disorders use more emotion-
focused and avoidance coping. That sets them apart from those who are healthy.

2 CopingMechanismsandEating DisorderPathology.

21 Three-FactorCopingModel.

Studiespointoutthreemainwayspeoplecope. Firstcomestask-orientedcoping. Thatinvolvesjumping in actively.
And solving problems head-on. Second is emotion-oriented coping. It includes dwelling on feelings. And
focusing too much on the self. Third is avoidance-oriented coping. That means distracting from issues. Or
pulling back altogether.
Task-orientedcopingworkswell. Ithel pspeopleadapt. Butemotion-orientedandavoidance-oriented styles turn
problematic. They cause trouble when they take over.

22 CopingDeficitsinActiveEatingDisorders

Ball and Lee {2000) synthesized relationships among stress, coping, and disordered eating across multiple
studies, finding consistent stress-symptom associations. Spoor et al. (2007) confirmed that emotion-oriented
coping and avoidance-distraction correlated with emotional eating independent of baseline negative affect.
Troop et al. {1994) found both anorexia nervosa and bulimia nervosa patients used significantly more avoidance
coping than controls. Fitzsimmons-Craft et al. (2010) provided definitive evidence by comparing fully recovered,
partially recovered, active ED , and healthy controls . Fully recovered and healthy controls exhibited identical
coping profiles (high task-oriented, low emotion-orientedcoping ), whilepartially recovered individual sresembl
edactive EDcases Multivariate analysis revealed significant between-group differences. This demonstrates
that comprehensive recovery requires developing coping skills equivalent to never-disordered populations.
3 Gender-DifferentiatedPresentationand DiagnosticDelays

il Malelnderdiagnosis.

Mentendtoshowupmuchlaterinthecourseoftheirillness. Theyoftenhaveseriousmedicalproblems by then.Carlat
andhis colleagues in 1997 pointedoutthatmen hidetheirsymptoms by framingthem in terms of sports. They call
disordered eating a way to boost performance. This avoids any talk about worriesover looks. Restricting food
through exercise fitsrightintofitnessculture. Thatmakesithardfor doctors to spot eating disorders in men.

32 FemaleBodyDissatisfaction.

Tiggemannin2003followed24 2teensfortwoyears. Shelookedathowbodydissatisfactionaffected things over time.
It clearly led to drops in self-esteem. She controlled for starting levels to be sure.

Dohnt and Tiggemann in 2006 saw that girls picked up thin ideals from peers. This predicted their later
wishestobethin Italsotiedtounhappinesswiththeirappearance. Self-esteemstayedlowatfollow-up too. Girls start
feeling bad about their bodies in preadolescence. That covers ages eight to eleven. This dissatisfaction
strongly links to later eating disorder signs.

4. ProtectiveMechanismsandRecoveryCapital.

Closefamilytiesstandoutasthetopprotectiveelement. Theseinvolvehonesttalks emotionalsupport, and parents .
staying engaged. Parents who show healthy eating habitshelp a lot. They discuss pressures about looks IE
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openly. They make getting help seem normal. That builds safe spaces for kids. Learning to cope in a task-
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focused way ties strongly to lasting recovery. Fitzsimmons-Craft and team found something key. People fully
recovered from eating disorders match healthy folks in how they cope. This shows psychological healing goes

v
s -

beyond just gaining weight back. It needs coping skills on par with thosewho never hadthe
disorder. Programsthattarget handling emotions andmanaging stress well do better. They beat out ones focused
only on nutrition and weight.

5 Discussion. Gender-SensitiveClinical Frameworks.

5.1 MaleHiddenEpidemic.

Men dealing with eating disorders form a hidden epidemic. They compensate through exercise and stories
from sports. This keeps symptoms from showing up clearly in diagnosis. Tools for assessment come from
studies mostly on women. They might miss signs in men on purpose. Carlat and others in
1997 notedmenarrivewithseveremalnutrition. Heartissuescomeuptoo Allthispointstolongwaits before diagnosis.
52 FemaleVulnerability:

Girlsdealwithstrongerpressuresonbodyimagefromearlyon. Thisstartsinpreadolescenceformany. Still, signs like
weight loss or purging show up sooner. That allows for quicker help and intervention.

53 CopingasTransdiagnosticMechanism.

Anxietyanddepressionmakesenseinthissetup. Peoplefacemixeddemandsoncoping. Theyhandle pressures from
looks, comparisons with friends andmedia standards. All this happens while building real skills.

6. Conclusion- How eating disorders show up depends on two sides. Gender plays a role, along with
accepted ways to compensate in culture. Personal coping resources matter too. Differences between genders
come from barrierstoseekinghelp. Diagnosispatternsvary,andcopingweakspotsdiffer. Thesedonotmeansome
innaterisk. Keypointsemergeforpractice. Assessmentssensitivetogenderneedtocheckforhowmen present. Look
for restriction via exercise, sports stories, or cycles of bulking and cutting. See hiding symptoms as a commaon

part of male eating disorders. For girls, focus on early body unhappiness, anxiety

over appearance, and strong emotional reactions. Use these in family therapy and emotion- centered work.
Studies all point the same way. Involving family, clear communication, and building adaptive coping help most.
This works across genders. Task-focused problem-solving and emotion controlstandout. Fitzsimmons-
Craftandteamshowedrecoveredpeoplematchhealthyonesincoping. This puts skill-building at the heart of full
recovery. Solid bonds between parents and kids protect best. Talking openly about appearance stress helps.

Making help-seeking routine does too.
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