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Abstract 

The impact of sociocultural factors on body image and eating behaviour has been 

extensively researched within White Western populations for decades. Only recently has the 

gap in understanding the experiences of women from South Asian (SA) heritage been 

explored. Research has revealed the conflicting experiences of women with SA heritage, who 

often experience feeling caught between two pervasive societal narratives. The pressures to 

conform to cultural values and beauty standards within SA tradition and Western society 

have been found to result in body dissatisfaction and eating behaviour difficulties. This thesis 

investigated the impact of sociocultural weight and shape attitudes from peers, the media and 

family, marriage pressures and cultural identity conflict, on aspects of body image and eating 

behaviour in women with SA heritage in the UK. It also explored the role of self-compassion 

as a moderator between these sociocultural influences, aspects of body image and eating 

behaviour.  

Cross-sectional quantitative data was collected across the UK via a range of online 

forums and nationwide Universities. The online survey included the Sociocultural Attitudes 

Towards Appearance Questionnaire – 4R (SATAQ-4R), the marriage subscale in the Cultural 

Values Conflict Scale (CVCS-M), the Ethnocultural Identity Conflict Scale (EICS), the 

Eating Attitudes Test (EAT-26), the Multidimensional Body Self Relations Questionnaire–

Appearance Scales (MBSRQ–AS) and the Self Compassion Scale (SCS).  

A total of 89 participants completed the survey. The findings suggested that those 

who experience cultural identity conflict were more likely to have difficulties with eating 

behaviour and those with increased marriage and media appearance pressures resulted in the 

likelihood of experiencing overweight preoccupation. Findings also indicated that self-

compassion may help to moderate the impact of societal narratives around weight and shape 
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from peers, leading to women with SA heritage feeling more satisfied with areas of their 

body. 

This thesis builds on the foundational evidence within the research field exploring the 

impact of sociocultural factors on body image and eating behaviour in SA women in the UK. 

Addressing this research gap is a crucial step in widening access to services and reducing 

inequalities in the healthcare system in the UK. 

 

  



 vi 

Contents 
Acknowledgments ........................................................................................................ iii 

Abstract ....................................................................................................................... iv 

List of Figures ............................................................................................................ xii 

List of Tables ............................................................................................................. xiii 

List of Abbreviations .................................................................................................. xiv 

Chapter One: Literature Review .................................................................................... 1 

1.1 Background .............................................................................................................. 1 

1.2 Language .................................................................................................................. 2 

1.3 Eating Disorders ....................................................................................................... 5 

1.3.1 Definitions .......................................................................................................................... 5 

1.3.2 Comorbidities ..................................................................................................................... 6 

1.3.3 Risk Factors ........................................................................................................................ 6 

1.3.4 Protective Factors ................................................................................................................ 7 

1.3.5 Prevention and Treatment in the UK ...................................................................................... 8 

1.3.6 Eating Disorders in an International Context .......................................................................... 9 

1.3.7 Eating Disorders in SA Populations ..................................................................................... 10 

1.3.8 Eating Disorders in UK populations with SA Heritage .......................................................... 10 

1.4 Body image in SA Women ....................................................................................... 12 

1.5 Sociocultural Attitudes ............................................................................................ 14 

1.5.1 Appearance-based Commentary .......................................................................................... 15 

1.5.2 Family .............................................................................................................................. 16 

1.5.3 Media ............................................................................................................................... 17 

1.5.4 Racial Discrimination ........................................................................................................ 18 

1.6 Cultural Identity Conflict ........................................................................................ 19 

1.6.1 Parental Expectations ......................................................................................................... 19 



 vii 

1.6.2 Competing Appearance Ideals ............................................................................................ 20 

1.6.3 Generational Differences .................................................................................................... 21 

1.6.4 Coping with Psychological Distress ..................................................................................... 21 

1.7 Cultural Significance of Beauty and Marriage ......................................................... 22 

1.8 Self-Compassion ..................................................................................................... 23 

1.9 Research Limitations .............................................................................................. 25 

1.10 Literature Summary ............................................................................................... 26 

1.11 Enhancing the Research Field ................................................................................. 27 

1.11.1 An Under Researched Population ................................................................................... 27 

1.11.2 Limited Appropriate Measures ....................................................................................... 27 

1.11.3 Informing Prevention and Treatment Interventions ........................................................... 28 

Chapter Two: Thesis Aims .......................................................................................... 29 

2.1 Main Aim ................................................................................................................ 29 

2.2 Research Questions ................................................................................................. 29 

2.3 Hypotheses .............................................................................................................. 29 

Chapter Three: Reflective Position .............................................................................. 31 

3.1 My Reflective Position ............................................................................................. 31 

3.2 Development of the Research Question .................................................................... 31 

3.3 Why Me? ................................................................................................................ 32 

3.4 My Unconscious Bias .............................................................................................. 33 

3.5 Aims and Intentions ................................................................................................ 34 

3.6 Expert by Experience Involvement .......................................................................... 34 

Chapter Four: Methodology ........................................................................................ 35 

4.1 Ethical Approval ..................................................................................................... 35 



 viii 

4.2 Epistemological Stance ............................................................................................ 35 

4.3 Design ..................................................................................................................... 35 

4.4 Participants ............................................................................................................ 35 

4.5 Recruitment ............................................................................................................ 36 

4.5.1 Recruitment via Social Media ............................................................................................. 36 

4.5.2 Recruitment via University Departments .............................................................................. 36 

4.6 Measures ................................................................................................................ 36 

4.6.1 Demographics ................................................................................................................... 37 

4.6.2 Predictor Variables ............................................................................................................ 38 

4.6.3 Dependent Variables .......................................................................................................... 40 

4.6.4 Moderator Variable ............................................................................................................ 42 

4.7 Procedure ............................................................................................................... 43 

4.7.1 Participant Screening ......................................................................................................... 43 

4.7.2 Online Survey ................................................................................................................... 43 

4.7.3 Study Withdrawal .............................................................................................................. 44 

4.7.4 Prize Draw ........................................................................................................................ 45 

4.8 Ethical Considerations ............................................................................................ 45 

4.8.1 Psychological Distress ....................................................................................................... 45 

4.8.2 Alternative Survey Versions ............................................................................................... 46 

4.9 Approach to Data Analysis ...................................................................................... 46 

4.9.1 Data Preparation and Screening .......................................................................................... 46 

4.9.2 Error Protocol ................................................................................................................... 47 

4.9.3 Questionnaire Analysis ...................................................................................................... 47 

4.9.4 Statistical Analysis ............................................................................................................ 48 

4.9.5 Descriptive Statistics .......................................................................................................... 49 

4.9.6 Preliminary Analysis ......................................................................................................... 49 

4.9.7 Multiple Linear Regression ................................................................................................ 49 

4.9.8 Moderated Multiple Linear Regression ................................................................................ 52 



 ix 

Chapter Five: Results .................................................................................................. 53 

5.1 Participant Characteristics ...................................................................................... 53 

5.2 Missing Data ........................................................................................................... 55 

5.3 Preliminary Analysis ............................................................................................... 56 

5.3.1 Outliers ............................................................................................................................ 56 

5.3.2 Normality Checks .............................................................................................................. 56 

5.3.3 Assumptions for Multiple Regression .................................................................................. 56 

5.4 Comparative Normative Data ................................................................................. 57 

5.5 Sociocultural Influences on Body image and Eating Behaviour ................................ 59 

5.5.1 H1: Eating Behaviour ........................................................................................................ 59 

5.5.2 H2: Body Image - Overweight Preoccupation. ...................................................................... 62 

5.5.3 H3: Body Image - Body Areas Satisfaction .......................................................................... 65 

5.6 The Impact of Self-Compassion ............................................................................... 68 

5.6.1 H4: Self Compassion Moderator Analysis ............................................................................ 69 

Chapter Six: Discussion .............................................................................................. 72 

6.1 Overview of Thesis Aim .......................................................................................... 72 

6.2 Summary of Thesis Results ..................................................................................... 73 

6.2.1 Effect on Eating Behaviour ................................................................................................. 73 

6.2.2 Body Image: Overweight Preoccupation .............................................................................. 75 

6.2.3 Body Image: Body Areas Satisfaction ................................................................................. 80 

6.2.4 The Impact of Self-Compassion .......................................................................................... 81 

6.2.5 Overall Summary of Thesis Results ..................................................................................... 82 

6.3 Researchers Reflective Position ............................................................................... 83 

6.4 Strengths of the Research ........................................................................................ 83 

6.5 Limitations of the Research ..................................................................................... 84 

6.5.1 Design .............................................................................................................................. 84 



 x 

6.5.2 Participants and Recruitment .............................................................................................. 85 

6.5.3 Methodology and Measures ................................................................................................ 85 

6.5.4 Additional Sociocultural Influences ..................................................................................... 87 

6.6 Implications for Eating Disorder Intervention ......................................................... 88 

6.6.1 Accessibility of NHS Eating Disorder Services .................................................................... 88 

6.6.2 Assessment of Sociocultural Influences, Body Image and Eating Behaviour ........................... 89 

6.6.3 Interventions for Body Dissatisfaction and Eating Behaviour Difficulties ............................... 90 

6.6.4 The Role of Clinical Psychologists ...................................................................................... 92 

6.7 Future Research Directions ..................................................................................... 93 

6.8 Overall Conclusions of the Thesis ............................................................................ 94 

References .................................................................................................................. 96 

Appendices ............................................................................................................... 115 

Appendix 1. Search Strategy Matrix and Results ............................................................... 115 

Appendix 2. Ethical Approval ........................................................................................... 117 

Appendix 3. Outcome Measures ........................................................................................ 118 

Demographics .............................................................................................................................. 118 

Sociocultural Attitudes Towards Appearance Questionnaire – 4R (SATAQ-4R) ................................ 118 

Ethno-Cultural Identity Conflict Scale (EICS) ................................................................................. 120 

Cultural Value Conflict Scale (Marriage Subscale) (CVCS-M) ......................................................... 121 

Multidimensional Body Self Relations Questionnaire–Appearance Scales (MBSRQ–AS). .................. 122 

Self-compassion Scale (SCS) ......................................................................................................... 124 

Eating Attitudes Test – 26 (EAT-26) .............................................................................................. 126 

Appendix 4. Participant Information Sheet ....................................................................... 128 

Appendix 5. Participant Consent Form ............................................................................. 130 

Appendix 6. Poster Advertisement .................................................................................... 131 

Appendix 8. LinkedIn Recruitment Advertisement ........................................................... 132 



 xi 

Appendix 9. Order of Measures in Online Survey ............................................................. 132 

Appendix 10. Normality Histogram Plots .......................................................................... 133 

Appendix 11. Correlation Matrix of Predictors and Outcome Measures. ........................... 137 

 
 

  



 xii 

List of Figures  

Figure 1. The Tripartite Influence Model of Body Image and Eating Pathology Multigroup 
Results by Burke et al. (2021). ………………………………………………………………15 

Figure 2. Basic mediation and moderation models………………………………………….52 

  



 xiii 

List of Tables  

Table 1. Outcome Measures, Including Predictor, Dependent and Moderator 
Variables……………………………………………………………………………………...37 

Table 2. Characteristics of the overall sample. ……………………………………………...53 

Table 3. Summary table of Mean (SD) and Range (Min-Max) of key variables……………54 

Table 4. Comparative mean scores from community samples………………………………58 

Table 5. Scores on the EAT-26 outcome measure, represented in quintiles………………...59 

Table 6. Correlations between eating behaviour (EAT-26) and predictors………………….59 

Table 7. Results of the multiple linear regression analysis for eating behaviour……………60 

Table 8. Variance in EAT-26 accounted for by the predictors for each model……………...61 

Table 9. Scores on the OP subscale outcome measure and represented in 

quartiles………………………………………………………………………………………62  

Table 10. Correlations between the outcome measure of overweight preoccupation (OP) and 

six predictors. ………………………………………………………………………………..62 

Table 11. Results of the multiple linear regression analysis for OP…………………………63 

Table 12. Variance in OP accounted for by the predictors for each model………………….64 

Table 13. Scores on the BASS outcome measure and represented in quintiles……………..65  

Table 14. Correlations between the outcome measure of BASS and six predictors………...65  

Table 15. Results of the multiple linear regression analysis for BASS……………………...66 

Table 16. Variance in BASS accounted for by the predictors for each model………………67 

Table 17. Results of the SCS moderator multiple linear regression analysis for the EAT-
26……………………………………………………………………………………………..68 

Table 18. Results of the SCS moderated multiple linear regression analysis for 

OP…………………………………………………………………………………………….69  

Table 19. Results of the SCS moderated multiple linear regression analysis for 

BASS. ………………………………………………………………………………………..69 



 xiv 

List of Abbreviations  

Abbreviation   Meaning  

AN Anorexia Nervosa 

BASS Body Areas Satisfaction Scale  

BED Binge Eating Disorder  

BMI Body Mass Index  

BN  Bulimia Nervosa  

CBT Cognitive Behavioural Therapy 

CFT Compassion Focused Therapy  

CVCS Cultural Values Conflict Scale 

CVCS-M Cultural Values Conflict Scale -Marriage  

DSM-5 The Diagnostic and Statistical Manual of Mental Disorders 5th 

Edition 

EAT-26 Eating Attitudes Test 

ED  Eating Disorder  

EICS Ethno-cultural Identity Conflict Scale 

MBSRQ-AS Multidimensional Body-Self Relations Questionnaire – 

Appearance Evaluation and Orientation Subscale 

NHS National Health Service  

NICE National Institute for Health Care Excellence 

OP Overweight Preoccupation 

OS Online Surveys 

PIS Participant Information Sheet  

SA South Asian  



 xv 

SATAQ-4R Sociocultural Attitudes Towards Appearance Questionnaire – 4 

Revised 

SATAQ-F Sociocultural Attitudes Towards Appearance Questionnaire - 

Family 

SATAQ-M Sociocultural Attitudes Towards Appearance Questionnaire - 

Media 

SATAQ-P Sociocultural Attitudes Towards Appearance Questionnaire - 

Peers 

SCS Self-Compassion Scale 

UK United Kingdom 

US United States  



 1 

 

Chapter One: Literature Review 

1.1 Background  

Eating disorders (EDs) have been a topic of research interest within White Western 

academia for decades. Only in the last 30 years has it been highlighted that those with 

differing ethnic heritage also experience EDs and body dissatisfaction (Mumford, 1993; 

Striegel-Moore & Bulik, 2007). Findings regarding the prevalence of EDs across ethnic 

groups is mixed. Some studies report no significant ethnic differences (Cheng et al., 2019; 

Solmi et al., 2016), while others indicate increased rates for People of the Global Majority 

(Simone et al., 2022) or White adults (Udo & Grilo, 2018). Global differences in the 

prevalence and presentation of those with an ED, associated risk factors and treatment 

experiences are being explored further in People of the Global Majority, to improve 

healthcare and minimise inequalities (Tuomainen et al., 2024).  

Studies have identified the prevalence of eating behaviour difficulties and body 

dissatisfaction in those with South Asian (SA) heritage in the UK (Abbas et al., 2010; 

Mumford et al., 1991). However, there is an underrepresentation of those with SA heritage 

being referred to eating disorder services in the UK (Abbas et al., 2010; Wales et al., 2017; 

Waller et al., 2009). The experiences of SA women in the UK sits within the context of the 

history of colonialism, migration to the UK and intergenerational beliefs and values that are 

key in maintaining cultural ties (Clarke et al., 1990). Understanding the assimilation to 

Western culture and its impact within the historical and present context is crucial for gaining 

insight into the mechanisms influencing the eating behaviour and body image of SA women 

in the UK. 
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This chapter will explore areas of sociocultural influence, shown to be experienced by 

women with SA heritage in the UK. Specifically, it will focus on the system surrounding a 

person, Western societal pressures and narratives, and SA cultural values. In addition, the 

concept of self-compassion will be explored to understand whether it acts as an internal 

protective barrier against the impact of the external world on eating behaviour and body 

image (Braun et al., 2016; Ferreira et al., 2013).  

A brief scoping review was conducted to ensure all relevant literature was considered. 

Multiple search terms within eight categories were gathered to develop nine specific search 

strategies (Appendix 1), aimed at acquiring all the relevant literature aligned with the thesis 

aims. A comprehensive search of electronic databases was conducted in December 2022 and 

updated in June 2024. The database OVID was chosen due to its extensive library covering 

varied reference types and relevant disciplines. The data output was filtered to remove 

duplicates and sample populations who were not of SA heritage. The total number of papers 

acquired from each search is documented in Appendix 1. In addition to this search, multiple 

searches were conducted using Google Scholar to gather additional papers not captured 

within these search strategies.  

1.2 Language 

The language used within this body of literature varies in the interpretation of 

terminology and the evolution of meaning overtime. For the purpose of this thesis, the terms 

used throughout this research will be outlined and explored. The definitions of cross-cultural 

language used in eating disorder research vary. Researchers have attempted to define the 

differences between race, ethnicity and culture to prevent the interchangeability of the terms 

(Kawamura, 2015; Wildes et al., 2001).  
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The term ‘race’ has been highlighted as an inappropriate culturally constructed term 

because it is predominantly defined by physical characteristics (Beutler et al., 1996). It is a 

socially constructed ideology designed to empower certain groups, thereby exacerbating 

inequalities in other groups and failing to reflect how groups of people identify.  

The term ‘ethnicity’ has been suggested in its place to account for the multitude of 

differences that embody a group of people, such as their ancestry, language, culture, religion, 

and nationality (Wildes et al., 2001). The term ’Culture’ has been defined as a more complex 

term referring to the “socially transmitted values, beliefs, traditions and behavioural norms 

shared by a group of people” (Kawamura, 2015). It is key to note the differences that exist 

within racial, ethnic and cultural groups and to consider the framework of intersectionality.  

The term ‘Intersectionality’ refers to the notion that race, class, sexuality, ethnicity, 

ability and age are not mutually exclusive characteristics, but instead, they all interact, 

contributing to individual experience (Crenshaw, 1991). It’s important to consider 

intersectionality when reviewing the literature, because the conclusions drawn will be based 

on commonalities found. Therefore, they may not fully represent the whole population of 

women with SA heritage or capture their diverse individual experiences. 

This thesis will refer to individuals with SA – Indian subcontinent - heritage (e.g., 

Pakistan, Bangladesh, Nepal, Sri Lanka and India). While this group is diverse, they share 

cultural norms originating from their shared past within the same territory and governance 

(Khasru, 2022). Within the research field, there are other terms used to encompass this 

population. For example, ‘Asian’ is often used to refer to those with heritage from the Far 

East (e.g., China, Korea, and Japan) and Southeast Asia (e.g., the Philippines, Vietnam, 

Cambodia, and Laos) as well as SA. However, the use of the term ‘Asian’ has been criticised 
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for its reductionist categorisation of a large and diverse group of people, which masks the 

differences between the populations within the group (Goel et al., 2021).  

The terms ‘racialised minority’ and ‘ethnic minority’ to categorise a group of people 

in the UK, when juxtaposed with ‘White’, can demonstrate a language power imbalance. This 

thesis will use the term ‘People of the Global Majority’ when making these comparisons.  

The term ‘migration generation’ has been defined in this thesis as follows: the first 

migration generation includes individuals who were born on the Indian subcontinent and later 

moved to the UK. The second generation comprises individuals who have one or more 

parents born on the Indian subcontinent and who also moved to the UK. The third generation 

consists of individuals who have one or more grandparents born on the Indian subcontinent 

and one or more parents born in the UK. The fourth generation includes individuals whose 

both grandparents and parents were born in the UK.  

There are a vast range of terms and definitions used within eating disorder literature. 

Therefore, it is important that all researchers define their language use. This research 

acknowledges the moralisation of eating behaviour and food choices when the literature 

describes eating behaviour as; unhealthy, dysfunctional, abnormal, maladaptive, impaired and 

poor. These terms suggest that certain food choices and eating patterns are bad and others are 

good, based on the beliefs of diet culture. In addition, the use of the term ‘disordered eating’ 

suggests the categorisation of two types of eating behaviour, ‘normal’ and ‘disordered’. 

When in fact we understand eating patterns and food choices to be on a spectrum.  

Behaviours related to the diagnosis of an eating disorder are often described as eating 

pathology, psychopathology or symptoms. This thesis will refrain from using pathologising 

terminology when describing those who experience distress relating to food and body 

shape/weight. Thus, to limit the perpetuation of locating the problem within the individual, 
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and open up perspectives considering the impact of imposed societal constructs of beauty. 

However, the term ‘disordered eating’ is occasionally referenced due to this being the 

terminology used by cited papers. It is important that the author’s intended meaning is not 

altered, to ensure consistency within the research field. This thesis will use the term ‘eating 

behaviour difficulties’ where appropriate, to describe eating patterns that result in distress and 

difficulties in functioning.  

1.3 Eating Disorders  

1.3.1 Definitions 

Eating disorders (EDs) are characterised by the persistent disturbance of eating 

patterns or behaviour intended to control weight, leading to significant impairment to health 

and psychosocial functioning (NICE, 2019; World Health Organization, 2018). Anorexia 

Nervosa (AN) is commonly characterised by the controlling of energy balance, which can be 

done by restricting food intake and increasing energy expenditure through exercise, 

medication (e.g. laxatives, diuretics), being in the cold and/or purging (NICE, 2017). 

Cognitive characteristics often include a preoccupation with food and weight with a desire for 

thinness and a drive for certainty and perfection (NICE, 2017). Adults with AN are classed as 

being at ‘low weight’ which is defined as a body mass index (BMI) of >18.5 (NICE, 2017). 

Bulimia Nervosa (BN) is the most common ED although services often focus on the 

treatment of AN, perhaps due to the increased risk of mortality for AN (Demmler et al., 

2020). BN is characterised by recurrent binge eating, over concern about body shape and 

weight and the presence of weight control behaviours such as excessive exercise and purging 

(NICE, 2017). Demmler et al. (2020) found the median age of ED diagnosis was 20 years 

old, peaking between the ages of 15-19 for both genders, with AN being diagnosed younger 

(22) compared to BN (25) in women. Binge Eating Disorder (BED) is characterised 
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differently to AN and BN as it is defined by binge eating over a specific time period, 

associated with psychological distress with the absence of compensatory behaviour (NICE, 

2017). The Diagnostic and Statistical Manual of Mental Disorders 5th Edition (DSM-5), is 

most commonly used to diagnose an ED, based on observed signs and symptoms (American 

Psychiatric Association, 2013).  

1.3.2 Comorbidities  

Comorbidities associated with EDs have been found to vary depending on the 

diagnosis and age of onset. They typically consist of; depression, anxiety and obsessive-

compulsive disorders, substance and alcohol dependency and fertility and cardio-vascular 

problems (Bahji et al., 2019; Fairburn & Brownell, 2005; Ulfvebrand et al., 2015; Van Alsten 

& Duncan, 2020). Suicide and irreversible health complications have been reported as the 

main causes of death in people with EDs (Preti et al., 2011; Rome & Ammerman, 2003). This 

is higher than in the general population, despite a substantial decrease in suicide risk for those 

with AN in recent decades (Preti et al., 2011). It has been estimated that 700,000 people in 

the UK have an ED, with 90% being female (NICE, 2019). However, this figure is most 

likely an underestimation due to potential barriers in accessing health services such as; 

stigma, reluctance to report, practical constraints, service entry criteria and long waiting lists 

(Hamilton et al., 2022; Johns et al., 2019).  

1.3.3 Risk Factors  

EDs can appear complex and there are a range of biopsychosocial risk factors 

associated with the development of an ED. A critical review by Striegel-Moore and Bulik 

(2007) listed risk factors for AN, BN and BED including; gender, age, socioeconomic status 

and ethnicity. This review questioned the stereotypical view of adolescent White women 
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living in affluent countries being most at risk of an ED. It is now known that EDs can impact 

all populations of all genders and ages, and that a complex interaction of sociocultural factors 

could predict the development of an ED. ‘Sociocultural risk factors’ typically reference peers, 

the media and family. This term also recognises the societal norms relating to appearance, 

beauty and eating behaviour. A review by Culbert et al. (2015) found there to be an increased 

focus on female pressures to be thin, promoted in the media which can result in the 

internalisation of a thin-ideal body, shown to predict EDs in Western cultures. This was 

evidenced by the increase of AN and BN, as the exposure to the idealised thin body increased 

in society (Culbert et al., 2015). Alongside this, research found the absence of BN in societies 

with no exposure to Western influence (Klump et al., 2003).  

So, why don’t all women exposed to these risk factors develop an ED? Research has 

found that not everyone exposed to body ideals internalise them, lowering their risk of 

developing an ED (Hausenblas et al., 2013). This leads to the consideration of pre-existing 

factors which may interact with environmental influences, to exacerbate the risk of 

developing an ED. A range of risk factors have been suggested which include; personality 

traits such as neuroticism, perfectionism and impulsivity and neurocognitive processes such 

as cognitive flexibility and inhibitory control and gene associations (Culbert et al., 2015). 

Further research is needed to establish the intersection of biological and environmental risk 

factors.  

1.3.4 Protective Factors 

Factors that may be protective in preventing the development of an ED are 

increasingly explored in the research field. A review of predominantly White women in the 

US reported protective factors included; body appreciation, awareness and responsiveness to 

hunger cues, a lower BMI, sport participation, self-esteem and self-compassion (Tylka & 
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Kroon Van Diest, 2015). Alongside, external factors such as positive family relationships, 

regular family meals, media literacy and exposure to body accepting narratives (Tylka & 

Kroon Van Diest, 2015). Factors associated with lower BMI were found to be protective by 

reducing the presence of weight stigma (discriminatory acts and attitudes towards individuals, 

due to weight and size) and the development of body dissatisfaction and ‘disordered eating’ 

(Emmer et al., 2020). It may be that a combination of these factors results in increased 

protection against the wider sociocultural pressures for women. 

1.3.5 Prevention and Treatment in the UK 

In the UK it was estimated in 2012 that only 23% of those with an ED were receiving 

treatment (Layard, 2012). This may reflect the barriers in accessing services, alongside the 

eligibility criteria of ED NHS services within the UK. Criteria consists of specific frequencies 

of ED behaviours and BMI range, with the most commonly treated populations being AN and 

BN. Treatment guidelines for EDs include psychological therapy, physical monitoring and 

medication (NICE, 2017). However, there is a large variation in waiting times, eligibility 

criteria and how EDs are treated in the NHS inpatient and community settings, due to funding 

(NICE, 2017). Support is also offered by third sector charities such as BEAT and SEED, who 

are involved in supporting families, healthcare professionals and individuals with an ED 

through peer support, social media, helplines, chatrooms and resources.  

Early intervention as a form of prevention is both key and a challenge to implement in 

ED populations. Primary services play an important role in early detection, and a lack of 

awareness, knowledge and skills could result in a lack of early support (Royal College of 

Psychiatrists, 2019). The same report offered recommendations to community ED services, to 

support links with local primary care, Universities and schools to offer early detection and 

signposting for all age groups to avoid the ‘watchful waiting’ approach.  
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It is important to highlight that the research described in this section has been 

predominantly explored with White Western populations. ED presentations, sociocultural 

risk/protective factors and interventions will vary based on an individual’s context and their 

experiences of the world. Additionally, past research has focused on binary gender groups 

meaning those who identify as non-binary have been excluded from the research.  

1.3.6 Eating Disorders in an International Context  

Historically, EDs and eating behaviour difficulties have been identified in 

predominantly White, middle/upper class, Western populations and the prevalence in People 

of the Global Majority appeared to be low (Chowbey et al., 2012; Soh & Walter, 2013). This 

contradicts research stating that EDs are prevalent worldwide amongst groups of people with 

varying realities and experiences (Striegel-Moore & Bulik, 2007). However, there is a 

hypothesis that ED most commonly occur in cultures that are exposed to the idealised thin 

female body and value thinness among women (Striegel-Moore & Bulik, 2007). The 

accelerated globalisation of the Western idealised body shape meant that researchers 

predicted increased ED presentations worldwide, due to the increased internalisation of this 

ideal body (Catina & Joja, 2001; Gordon, 2001).  

Risk factors have been found to vary amongst those of differing cultural heritage and 

religion. Abraham and Birmingham (2008) found that young women with Islamic affiliation 

were more susceptible to developing an ED when living in countries such as Britain, Israel, 

Cairo, Turkey and Oman, compared to young women of other religions. It was hypothesised 

that this was due to ascetic idealism, fasting rituals and potential conflict between religious 

family expectations and Western secularism. Solid conclusions should not be made as 

confounding variables were not controlled for and the study had a cross-sectional design with 
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a small sample size. In contrast, a book chapter by Richards et al. (2020) explored the 

protective elements of religion in mitigating the risks of the development of an ED.  

A review by Becker and Fay (2006) documented the differences in the accessibility of 

care for an ED in ‘minority ethnic groups’ in the US, demonstrating that Afro-American, 

Latina and Hispanic individuals were less likely to have their ED behaviour difficulties 

recognised, referred and treated. Therefore, prevalence rates and information regarding the 

expression of EDs in People of the Global Majority may not be accurate or valid.  

1.3.7 Eating Disorders in SA Populations  

Epidemiologic data in South Asia is limited when compared to East Asia. However, 

research has revealed an increase in EDs in South Asia over the last three decades (Pike & 

Dunne, 2015; Thomas et al., 2016). Studies in India, Pakistan, Bangladesh and Nepal 

documented a presence of 21.6 - 37.6% of women scoring above clinical cut-off for eating 

behaviour difficulties, measured by the Eating Attitudes Test (Thomas et al., 2016).  

This increase in EDs coincides with a period of unprecedented growth and social and 

economic transformation across Asia (Pike & Dunne, 2015). Resulting in shifts in traditional 

family culture, food supply, gender roles and population demographics (Pike & Dunne, 

2015). All of this may influence the expression of ED presentations over time. Early research 

by Mumford (1993) noticed the failures in the Western diagnostic system and highlighted 

that diagnostic criteria accounts for the differences seen in the prevalence of EDs, as it does 

not take into account religious, cultural and beauty practices in non-Western groups. 

1.3.8 Eating Disorders in UK populations with SA Heritage  

A number of studies have highlighted the existence of EDs in People of the Global 

Majority in the UK (Brown et al., 2009; Kumari, 2004; Waller et al., 2009). However, much 
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of the research documenting prevalence is questionable due to small sample sizes and lack of 

culturally appropriate measures and diagnostic criteria. Although, there have been attempts to 

develop culturally sensitive screening and diagnostic assessment tools to encourage a better 

understanding of the variation in ED presentations amongst varied ethnic groups (Cummins 

et al., 2005; Franko, 2007; Rodgers et al., 2018). 

A handful of studies have highlighted the prevalence of EDs and eating behaviour 

difficulties specifically in SA populations in the UK (Abbas et al., 2010; Mumford et al., 

1991; Solmi et al., 2014). Differences were found in the prevalence of EDs in women from 

SA heritage when compared to women categorised into other ethnic groups. One study stated 

that SA women were less likely to present with an ED and have a diagnosis of AN (Abbas et 

al., 2010). Research has also suggested that women with SA heritage may have a higher 

prevalence of BN and ‘negative eating attitudes’ throughout their life (Ahmad et al., 1994).  

This raises the question of what causes the differences in presentations, and is this 

resulting in the underdiagnosis of EDs in women with SA heritage? Tareen et al. (2005) 

reported an absence of the AN symptom ‘fat phobia’ or ‘extreme weight preoccupation’, as 

described above, which has been consistent with more recent research (Vaidyanathan et al., 

2019). This presentation has been hypothesised to be due to the notion of ‘fat phobia’ being 

manifested differently or considered more socially acceptable (Kawamura, 2015).  

Despite literature documenting a similar prevalence of EDs in a SA population to 

White populations in the UK, there is still an underrepresentation of women with SA heritage 

being referred to UK specialist ED services (Wales et al., 2017; Waller et al., 2009). Research 

has suggested several factors which may influence the recognition of an ED in People of the 

Global Majority in the UK, these include; norms and ideals around food and body image, low 

public awareness, religious practices and poor past experiences of services (Chowbey et al., 
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2012). Alongside this, non-specialist service providers can be slow in the consideration of an 

ED and lack confidence in understanding the needs of those from racially minoritised groups 

(Chowbey et al., 2012).  

This review has evidenced the well-researched range of biopsychosocial ED risk and 

protective factors in White populations, compared to the global majority. Key ED risk factors 

associated with women of SA heritage relating to their cultural context in the UK are 

typically not well defined in research. Given the life-threatening consequences an ED can 

cause, it is imperative that culturally relevant sociocultural influences are explored further to 

gain a better understanding of how to support women with SA heritage, within their context. 

This is important in challenging societal assumptions and adapting diagnostic and service 

eligibility criteria, to reflect the experiences of women with SA heritage who experience 

distress around their body and eating.  

1.4 Body image in SA Women 

Body image can be characterised by a person’s thoughts, feelings and narratives about 

their body weight, shape, facial features, hair and skin colour. Body image links to physical, 

sexual and health outcomes across the lifespan (Runfola et al., 2013). The majority of women 

in Western society have been found to experience body dissatisfaction (Runfola et al., 2013). 

Eating behaviour difficulties and EDs have been associated with increased body 

dissatisfaction amongst American/Canadian women with SA heritage between the ages of 18-

30 (Bhatti, 2018; Reddy & Crowther, 2007; Wildes et al., 2001). However, most research into 

body image focuses on the Western ideal female thin body shape and the internalisation of 

this ideal has been shown to be an ED risk factor (Striegel-Moore & Bulik, 2007). The link 

between this internalised ideal body and the development of an ED is not fully clear and is 

most likely part of a complex pattern of risks. The development of the internalised ideal has 
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been found to depend on the frequency of exposure and types of images viewed in the media, 

explored in a review by Rounsefell et al. (2020) in mostly White women. This leads to the 

question of whether the internalisation of the thin ideal is a risk factor for women with SA 

heritage.  

The impact of the Western ideal body on body dissatisfaction may vary in women 

with SA heritage (Perera et al., 2002), perhaps due to the importance of thinness, which is 

similar to Western culture. Although, there appears to be a broader range of body sizes that 

are acceptable in SA culture (Perera et al., 2002). In addition, recent research states that 

whilst the Western internalised thin ideal is a factor influencing body dissatisfaction, it may 

operate differently for SA women (Goel et al., 2021). This research also suggests a possible 

opposing belief around being ‘too thin’ and the need to align with a ‘healthy’ ideal of a 

slightly bigger body. This may explain why there appears to be less drive towards thinness 

when diagnosing AN in women with SA heritage (Vaidyanathan et al., 2019). An important 

consideration in relation to the internalised thin ideal is that this does not apply to all those 

with an ED. Criticisms have suggested that the focus on this explanation could minimise the 

consideration of other factors such as genetic and biological influences (Striegel-Moore & 

Bulik, 2007).  

Another valued aspect of body image for women with SA heritage is skin colour 

satisfaction. Colourism is a form of prejudice and discrimination against those with dark skin, 

closely related to race and racism (Dixon & Telles, 2017) Colourism occurs both within and 

between ethnic groups and is rooted in the history of colonialism, whereby having lighter 

skin was associated with power, status and attractiveness (Shaikh, 2017). Beliefs about skin-

tone are often introduced directly or indirectly amongst family, friends and the media, and are 

reinforced by living in countries that perpetuate a racial hierarchy (Shaikh, 2017). Women 
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with SA heritage experiencing this racialised beauty ideal, have lower skin shade satisfaction 

and higher skin shade surveillance, increased body dissatisfaction and psychological distress 

(Craddock et al., 2023) and attempt to lighten their skin (Goel et al., 2021; Khasru, 2022).  

Women with SA heritage living in the UK may experience a mix of two worlds, their 

traditional heritage culture and the dominant White Western culture. Hence, the experience of 

differing beliefs around beauty standards can uniquely influence body dissatisfaction in 

women with SA heritage (Goel et al., 2021). Research in the US has shown that women with 

SA heritage are more likely to internalise the Western beauty standards than African 

American or Hispanic/Latina women (Chin Evans & McConnell, 2003). Research has 

suggested that this may be due to the increased likelihood that SA women attempt to fit in 

with the cultural ‘norm’, due to the importance of collectivism in the Asian culture (Chin 

Evans & McConnell, 2003; Kawamura, 2011). 

Factors influencing body image are complex and multi-faceted for women with SA 

heritage living in the UK. Further research is needed to gain a more in-depth understanding of 

the experiences increasing appearance dissatisfaction for this population.   

1.5 Sociocultural Attitudes  

Javier and Belgrave (2019) demonstrated the presence of external influences on the 

development of ‘disordered eating’, with the use of the bioecological systems model by 

Bronfenbrenner (1992). This model visualises the levels of societal influence, such as; 

interpersonal relationships (immediate family and peers) and environmental influences 

(media, SA cultural values, Western cultural values). These influences have also been 

presented in a tripartite influence model (Figure 1) by Burke et al. (2021). This model 

demonstrates the mechanisms through which external weight and shape pressures from 
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family, peers and the media are associated with the internalisation of the thin-ideal, body 

satisfaction, overvaluation of weight/shape and dietary restraint, in different ethnic groups 

(Burke et al., 2021). 

Figure 1.  
The Tripartite Influence Model of Body Image and Eating Pathology Multigroup Results by 
Burke et al. (2021).  
 

Note. Standardised path coefficients are adjusted for sexual orientation and are listed from top 
to bottom: White, Black, Latina, Asian. *p < .05. **p < .01. ***p < .001. 

 

1.5.1 Appearance-based Commentary  

There are a range of terms used to define the positive and negative commentary based 

on body weight and shape and overall appearance. This thesis will define this term as 

‘appearance-based commentary’, to encompass all aspects of appearance. Differing types of 
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appearance-based commentary have been explored in the literature such as; co-rumination, 

body/weight-related commentary and diet-culture conversations (McLaren et al., 2004; 

Rudiger & Winstead, 2013).  

Self-objectification and low body esteem have been found to increase in women 

during puberty, due to their changing bodies being more of a focus and evaluated by others 

(Slater & Tiggemann, 2015). Thus, appearance-based commentary and social comparison 

(positive or negative) may increase vulnerability to body dissatisfaction and low self-esteem 

(Khasru, 2022). The term ‘teasing’ has also been used within the research to define negative 

comments around general appearance, weight and shape, shown to impact on body 

dissatisfaction and eating attitudes in women with SA heritage (Reddy & Crowther, 2007).  

In addition, ‘racial teasing’, focuses on someone’s physical features associated with 

their ethnicity and has been found to impact body image and eating behaviours in young 

women of SA heritage in the UK (Sahi Iyer & Haslam, 2003). Experiences of racial teasing 

have been found to be prominent within the UK and USA, whereby White peers negatively 

highlight difference, resulting in shame, assimilation pressures and low self-esteem of those 

with SA heritage (Goel et al., 2021; Mumford et al., 1991). Teasing from female peers of the 

same SA ethnicity has also been documented, commentary includes cultural pressures to 

adhere to SA beauty standards and values (Goel et al., 2021). According to the same study, 

male peers with SA heritage also appear to voice SA values and ideals and highlight social 

comparison (Goel et al., 2021).  

1.5.2 Family  

Familial narratives around weight and shape appear to be highly valued due to the 

importance of following parental rules and representing the family well within the SA 
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community (Goel et al., 2021). It is thought that this is compounded by the guilt felt by not 

adhering to these expectations (Goel et al., 2021). Parental control, relating to the choices in 

friendships, activities and romantic relationships, has been found to negatively influence 

eating behaviour (Mujtaba & Furnham, 2001). This may be due to the need for autonomy 

over appearance and life choices (Mustafa et al., 2017). In addition, Burke et al. (2021) found 

that SA women had the highest levels of family and peer appearance pressures when 

compared to Black, Latina and White women. However, it is important to note that it is not 

just negative comments that have been shown to increase body dissatisfaction, but also 

positive comments. Research has found that this is due to the social value put onto the female 

body, increasing body surveillance and self-objectification, linked to appearance anxiety and 

body dissatisfaction (Calogero et al., 2009; Herbozo et al., 2017).  

1.5.3 Media  

Appearance-based media is another form of social commentary widely consumed by 

young women. It acts to reinforce the narratives around the importance and value of beauty 

ideals in society. Women who have learnt to base their self-worth on appearance for the 

approval of society, may be more vulnerable to internalising the appearance-based narratives 

in the media (Khasru, 2022). Khasru (2022), explored factors influencing SA women’s 

susceptibility to internalising these narratives. Factors included those who experience social 

comparison, cultural conflict with Western beauty ideals and the prevalence of 

objectification. Internalised appearance ideals can lead to self-objectification and an above 

average risk of low self-esteem (Khasru, 2022). In addition, it has been suggested that Asian 

Americans (including those with SA heritage) experience appearance pressures from the 

media, due to an underrepresentation of SA women in the media (Javier & Belgrave, 2015), 

resulting in body dissatisfaction and increased racial teasing. This external influence on 
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weight, shape and skin colour contribute to the internalisation of Western beauty standards, 

resulting in body dissatisfaction in those who do not fit this ideal (Reddy & Crowther, 2007).   

1.5.4 Racial Discrimination 

It is important to consider the role of power within UK society and the impact of 

racial discrimination on people with SA heritage. The term ‘racial discrimination’ refers to 

the socially constructed process influenced by power, whereby people are actively 

minoritised by all aspects of society due to their race (Milner & Jumbe, 2020). Racial 

discrimination, specifically around skin colour in women, has been documented in SA 

Americans across the US (Shaikh, 2017) and has shown to negatively impact on body image 

(Brady et al., 2017) and self-esteem (Goel et al., 2021). The stigma maintenance model of 

‘dysregulated’ eating suggests that stigma and discrimination result in the need to cope with 

psychological distress, through the use of eating behaviour (Mason et al., 2019). However, 

this model was based on marginalised individuals and not specifically those with SA heritage. 

In addition, research has found that in a mostly White sample, social support and positive 

attitudes to group identity could buffer the impact of discrimination and impact on 

‘disordered eating’ (Mason et al., 2021). There is a notably sparse area of research 

considering the impact of racial discrimination on eating behaviour and body image.  

This research area demonstrates that external cultural, societal and environmental 

attitudes around weight and shape have been shown to negatively or positively influence 

body image and eating behaviour. There is a need to build on the limited research to explore 

the complexity of these relationships in women with SA heritage in the UK. 
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1.6 Cultural Identity Conflict  

Acculturation is used as a term in the literature to define the process of adopting the 

attitudes, values and beliefs of the dominant culture (Negi et al., 2022). The term ‘cultural 

conflict’ is defined as the process of attempting to adapt to the dominant culture of society, 

while simultaneously contending with the competing values and beliefs of one's heritage 

culture (Inman, 2006). These experiences can impact aspects of identity such as values, 

beliefs and behaviours and is often discussed in the literature as ‘cultural identity conflict’, 

which has shown to cause distress (Szabó & Ward, 2022). The use of the term cultural 

identity conflict in the current research context, describes the pressures experienced by 

women with SA heritage to conform to both culturally traditional and Western standards of 

beauty in the UK (Mustafa et al., 2017; Reddy & Crowther, 2007).  

As previously mentioned, racialised teasing may exacerbate feelings of cultural 

identity conflict due to ethnic discrimination (Reddy & Crowther, 2007). Other terms such as 

‘bicultural stress’ and ‘acculturative stress’ have been used in the literature, referring to the 

stress associated with navigating two or more cultures.   

1.6.1 Parental Expectations  

A cultural narrative that may reinforce feelings of cultural identity conflict are the 

high expectations placed on SA women to uphold family reputation, differing from the 

Western culture around individualisation and increased autonomy (McCourt & Waller, 1996). 

An early study found that maternal control mediated the relationship between ‘cultural issues’ 

and eating behaviour in young women with SA heritage (Ahmad et al., 1994). This perceived 

control has been found to result in feelings of being restricted and a struggle for control, 

leading to ‘low self-image’ and increased risk of ‘disordered eating’ (Mustafa et al., 2017). 
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Importantly, these narratives and experiences are on a spectrum and may not be applicable to 

all families with SA heritage.  

1.6.2 Competing Appearance Ideals  

The presence of differing appearance ideals and cultural values within the dominant 

society and family heritage, have been found to impact on body image and eating behaviour 

in women with SA heritage (Doris et al., 2015; Goel et al., 2021; Kirschner, 2011; Nazir, 

2016). As previously described, there are specific beauty standards for women with SA 

heritage, which partly align with the Western thin ideal female body, but perhaps operate 

differently (Goel et al., 2021).  

The evolution of beauty standards is often a topic of exploration due to it changing 

over time and varying based on race and ethnicity. A recent review considers the differing 

standards across the globe and throughout time, demonstrating that beauty ideals are dynamic 

(Dimitrov & Kroumpouzos, 2023). An example of a changing standard is skin tone; studies 

have found that modern White women prefer a more tanned appearance (Dimitrov & 

Kroumpouzos, 2023). This may contribute to increased conflict with the SA beauty norm of 

light skin (Goel et al., 2021). Another appearance-related conflict is the use of revealing 

clothing, more accepted in Western society, which may result in social judgement due to the 

SA cultural value around women covering their body to remain ‘modest and respectful’ (Goel 

et al., 2021).  

In addition, the visibly toned ideal has become increasingly observed within Western 

culture, emphasising health and fitness– known as ‘fitspiration’ (Robinson et al., 2017). 

Exposure to this athletic ideal has been shown to lead to body dissatisfaction, but not 

motivate engagement in exercise behaviour (Robinson et al., 2017). It could be hypothesised 
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that this adds to the complexity of the conflicting appearance-ideals and may lead to 

increased body dissatisfaction. Although, there is a lack of research around the impact of this 

ideal body on women with SA heritage.  

1.6.3 Generational Differences  

It has been suggested that there is increased risk of cultural identity conflict for 

second migrant generation women (Smart et al., 2011), specifically around ‘sex’ role 

expectations (Inman et al., 2001). Researchers have shared the hypothesis that first generation 

parents who maintain strong ties to their culture of origin may enforce these values and 

beliefs due to fears their children will lose this part of their cultural identity (Segal, 1991). 

Therefore, second generation women may struggle with a need for their own goals and sense 

of belonging, resulting in conflict with family members due to differences in acculturation 

(Inman et al., 2001). However, other research studies have suggested that generational beliefs 

and values are passed down the generations and the conflict can still be present in all 

generations (Tsong & Smart, 2015).  

1.6.4 Coping with Psychological Distress 

The presence of psychological distress or low mood are well-known factors 

contributing to the presence of an ED. The use of over or under-eating can help to cope with 

difficult emotions and create a sense of certainty and safety, which maintains the function of 

the ED (Cooper & Fairburn, 2011; Gowers & Green, 2009). Hence, cultural conflict can be 

influenced by a complex myriad of factors causing distress, which may manifest in specific 

eating patterns to cope with those feelings (Bhatti, 2018). In addition, research has shown that 

those who experienced trauma had increased difficulties with body dissatisfaction and 

‘disordered eating’ (Smart, 1999).  



 22 

As this review has highlighted, there are a range of factors that may impact on 

feelings of cultural identity conflict in women with SA heritage within the UK, resulting in 

body dissatisfaction and eating behaviour difficulties. Multiple hypotheses result in a 

complex picture of possible influences, which are important in informing prevention and 

treatment interventions for EDs in the UK.  

1.7 Cultural Significance of Beauty and Marriage  

An often-valued aspect of SA culture is marriage and the focus on marriage may be a 

more central focus at a specific age. Early research with East Indian Americans shared the 

assumption that the value of marriage is about the alliance of two families and that the choice 

is often left to the elders (Prathikanti, 1997). It has also been suggested that the value of 

marriage is emphasised to maintain the links to SA cultural heritage, especially if there is a 

sense of cultural identity conflict (Inman et al., 2001). The value of marriage is 

communicated through ‘cultural scripts’ directly and indirectly by family and peers, 

contributing to the pressures of being ‘marriageable’ and attractive to a partner (Mehrotra, 

2016). It has been noted in the research that often SA women, mothers or ‘aunties’ (SA 

women of the older generation) prioritise weight above other beauty standards, as this is seen 

as equating to health and marriage prospects (Goel et al., 2021; Mishra et al., 2023). The idea 

of being marriageable focuses mainly on physical ideas of beauty, such as; having light skin, 

thin, no body hair and having long hair (Goel et al., 2021; Mehrotra, 2016).  

Research has documented the prevalence of social commentary, food surveillance and 

unsolicited beauty advice from family members, contributing to women dieting to enhance 

marriage prospects (Goel et al., 2021; Mishra et al., 2023). These cultural scripts could 

enhance the feeling of women’s bodies being objectified and subject to consistent evaluation 

within the community, linking to difficulties with body image (Frederick et al., 2016; Goel et 
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al., 2021). Factors which may contribute to these perceived pressures on marriage include, 

the need to adhere to social expectations from family and excel at household chores to be a 

good daughter-in-law (Mehrotra, 2016). In addition, a study found that unmarried second-

generation women of SA heritage experienced high maternal control and high cultural value 

conflict, leading to increased symptoms of depression, compared to married women 

(Varghese & Rae Jenkins, 2009). 

Values around marriage within a SA population will vary and it should be noted that 

this is on a spectrum for all families. However, it is thought that there are factors that may 

increase marital pressures and differences in how these pressures are experienced. Based on 

the limited research available, marital pressures appear to be linked to increased depression, 

dieting and body image difficulties. Therefore, it is important to include values around 

marriage as a sociocultural influence to explore, in the context of eating behaviour and body 

image.  

1.8  Self-Compassion 

Protective factors are key when considering what prevention and treatment 

interventions can focus on, to reduce the development and maintenance of an ED. As 

discussed earlier, there are a range of hypothesised protective factors associated with EDs, 

one of which is self-compassion. Neff (2003b) conceptualised self-compassion as being kind 

and understanding of oneself, recognising common humanity, and holding painful thoughts in 

awareness without overidentifying with them. Self-compassion has been associated with 

more noncontingent and stable feelings of self- worth over time, stronger protection against 

social comparison, public self-consciousness, self-rumination, anger and closed-mindedness 

(Neff & Vonk, 2009). The evolutionary theory of self-compassion suggests that the absence 
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of the development of self-compassion may result in increased shame and guilt, leading to 

increased body dissatisfaction and eating behaviour difficulties (Gilbert, 2014).  

Recent studies have found that self-compassion is a protective factor in the 

development of body dissatisfaction and eating behaviour difficulties within Western cultures 

(Linardon, 2021; Seekis et al., 2019). In addition, self-compassion interventions have been 

found to be an effective and useful tool when working with people who struggle with body 

dissatisfaction and ‘disordered eating’ (Fidan, 2022).   

Self-compassion has been researched within People of the Global Majority, including 

Asian American populations. Studies have found that the increased presence of self-

compassion reduced the impact of interpersonal shame (Wei et al., 2020) and public stigma 

around receiving psychological help (Mateer et al., 2023). It has also shown to reduced 

depressive symptoms, increased life satisfaction and subjective wellbeing (Chong, 2020; Yu 

& Chang, 2020). This research is cross-sectional and so stability of self-compassion and the 

impact of external variables on this construct is unknown.   

There is extremely limited research exploring the direct mediating or moderating 

effects of self-compassion in women with SA heritage, on body image and eating behaviours. 

Relojo (2016) explored the use of expressive writing in this population, to see if self-

compassion moderated the effects of exposure to thin-ideal images and found no beneficial 

effects. A recent study also found that self-compassion and social connectedness moderated 

the impact of racial discrimination on depression in Asian American students (Liu et al., 

2020). It could be hypothesised that if self-compassion can moderate the impact of racial 

discrimination, it may also reduce the risk of developing an ED (Mason et al., 2021). Due to 

cultural identity conflict being another factor contributing to the development of an ED 
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(Mustafa et al., 2017), it is wondered whether self-compassion could help to reduced cultural 

identity conflict and, thus, reduce eating behaviour difficulties. 

Within the research field, self-compassion in the context of body image has been 

described as ‘body appreciation’ or ‘positive body image’ and has become an area of focus 

over recent years. The ideas around positive body image often focusses on body 

functionality, rejection of media imagery and acceptance of ‘imperfections’ (Grogan, 2021). 

In a study comparing ethnic differences in body appreciation, SA women in the UK scored 

lowest on a body appreciation scale when compared to African Caribbean, ‘Caucasian’ and 

Hispanic women (Swami et al., 2009). The link between self-compassion and body 

appreciation has been researched on predominantly White women in America. One of these 

studies suggested that self-compassion may help to preserve women’s body appreciation 

when subject to body-related pressures (Homan & Tylka, 2015). However, this link has not 

been identified in women with SA heritage in the UK.  

This research highlights the importance of exploring the role of self-compassion 

within ED literature in women with SA heritage. The development and stability of this 

protective factor in relation to body image and eating behaviour, may have important 

implications for prevention and treatment interventions for this population.  

1.9  Research Limitations  

There are several limitations of the literature discussed in this chapter around body 

image and eating behaviour, in women with SA heritage. Firstly, many papers acquired 

through this scoping review describe their sample as ‘Asian American’ women, 

predominately describing Chinese, Indian, Filipino, Korean and Japanese American citizens. 

This categorisation of ‘Asian American’ is not broken down into the varying ethnic groups it 

encompasses. This means it is difficult to know the exact heritage of the participants and 
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could minimise experiences unique to specific groups. In addition, much of the research 

focuses on body image in terms of weight and shape and fails to more broadly consider all 

aspects of a woman’s body, including skin colour, hair and eye colour (Winter et al., 2019).  

The qualitative study by Goel et al. (2021) has been heavily focussed on in this 

literature review due to the depth of information that the nature of qualitative methodology 

provides and the lack of this level of detail in other studies. This method is necessary when 

exploring a gap in the literature, however, limitations of this paper need to be addressed due 

to the level of influence this has on the current thesis. The study sample consisted of 54 SA 

American women within seven focus groups, meaning it is not possible to generalise the 

findings to all populations of SA women or to those identifying as another gender. 

Furthermore, some of the themes created and referenced were based on a small number of 

participants thoughts and feelings. Alongside this, much of the quantitative research within 

the area is based on cross-sectional correlational relationships, meaning causation is not 

possible to determine and the impact longitudinally is often not known.  

1.10 Literature Summary  

This literature review has summarised emerging research, research gaps and a general 

lack of understanding of cultural-specific factors influencing eating behaviour difficulties and 

body dissatisfaction in women with SA heritage. Key questions remain around how cultural 

identity conflict, marriage pressures and weight and shape attitudes from peers, family and 

the media, influence eating behaviour difficulties and body image. There is a significant gap 

in the research considering protective factors, such as self-compassion as a potential 

moderator in preventing the internalisation of beauty and body size and shape ideals. The 

level of influence of these sociocultural factors on eating behaviour and body image in 

largely unknown in populations of women with SA heritage. Therefore, there is a need for 
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research to consider a range of external influences, on a larger community sample size with a 

statistical underpinning, to better define potential relationships.   

1.11 Enhancing the Research Field  

This thesis aims to explore the relationships defined in past literature between key 

sociocultural influences, on body image and eating behaviour, and the role of self-compassion 

in moderating these relationships, in women with SA heritage. As the first cross-sectional 

quantitative study to investigate these relationships in a UK population, it expands on this under 

researched area, which is predominantly represented by qualitative research in American and 

Canadian populations.  

1.11.1 An Under Researched Population  

Women with specifically SA heritage are the focus of this thesis in order to reduce the 

minimisation of people’s experiences by including too many groups of people with Asian 

descent, which may encompass varying cultural differences. This thesis chose not to compare 

cross-culturally with a White population, to reduce the complexity of the thesis and prevent a 

shift in focus away from the varied experiences of women with SA heritage. Furthermore, 

only those identifying as a woman are included in this thesis. This is due to the novel 

exploration of a specific racially minoritised population group with a foundation of past 

research to build on. 

1.11.2 Limited Appropriate Measures 

There is a fundamental lack of appropriate measures for women from minoritised 

groups, exploring cultural values and ideals to reliably understand the presentation, attitudes 

and development of body dissatisfaction and eating behaviour difficulties (Sotiriou, 2021). 

Many of the measures used have been developed with North American populations and may 
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not be sensitive to UK cultural differences. In addition, not all measures used in the literature 

have been validated on a SA population with a few being validated on an ‘Asian’ population, 

whereby SA participants are a small percentage or not specified. It is often the case that 

measures are developed and validated on White Western populations and adapted or 

validated with People of the Global Majority at a later date. Thereby, limiting the number of 

relevant measures exploring important constructs, detailed in much of the quantitative 

research around body image and eating behaviour in SA populations.   

Despite the limited library of appropriate measures, this thesis chose measures based 

on whether they were validated on a SA population, and the relevance of the construct they 

are measuring to the research question.  

1.11.3 Informing Prevention and Treatment Interventions 

The outcomes of this thesis are important in helping to inform and improve 

prevention and treatment interventions for this population. Healthcare often attempts to fit 

individuals into the Western model of treatment. However, it is important to adapt these 

models of care to the needs of those with an ED from SA heritage, and in the context of their 

cultural values and beliefs. Research has documented multiple barriers associated with the 

Western model of care for those with SA heritage (Sinha & Warfa, 2013; Wales et al., 2017). 

These barriers highlight the need for a community-based approach to care, which would 

favour co-creation with the SA community, to understand and support their needs. These 

approaches should be focused on both prevention and treatment.  
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Chapter Two: Thesis Aims 

2.1 Main Aim 

The main aim of this thesis is to explore the impact of a range of sociocultural influences 

on aspects of body image and eating behaviour, amongst a sample population of women with 

SA heritage in the UK.  

2.2 Research Questions 

1. Do sociocultural attitudes around weight and shape, marriage pressures and cultural 

identity conflict, impact on overweight preoccupation, body areas satisfaction and 

eating behaviour in women with SA heritage in the UK. 

2. Does self-compassion moderate the relationships between the predictor and outcome 

variables, described in research question 1.   

2.3 Hypotheses 

H1: In women with SA heritage in the UK, sociocultural attitudes around weight and 

shape, marital pressures and cultural identity conflict, measured by the Sociocultural 

Attitudes Towards Appearance Questionnaire – 4R (SATAQ-4R) the marriage subscale in 

the Cultural Values Conflict Scale (CVCS-M) and Ethnocultural Identity Conflict Scale 

(EICS), will increase the likelihood of eating behaviour difficulties, as measured by the 

Eating Attitudes Test (EAT-26).  

H2: In women with SA heritage in the UK, sociocultural attitudes around weight and 

shape, marital pressures and cultural identity conflict, measured by the SATAQ-4R, CVCS-

M and EICS, will increase the likelihood of overweight preoccupation (OP) as measured by 

Multidimensional Body Self Relations Questionnaire–Appearance Scales (MBSRQ–AS).  
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H3: In women with SA heritage in the UK, sociocultural attitudes around weight and 

shape, marital pressures and cultural identity conflict, measured by the SATAQ-4R, CVCS-

M and EICS, will decrease the likelihood of body areas satisfaction (BASS) as measured by 

the MBSRQ–AS. 

H4: In women with SA heritage in the UK, self-compassion, measured by the Self 

Compassion Scale (SCS), will moderate the relationships between the predictor and outcome 

variables described in H1, H2 and H3.  
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Chapter Three: Reflective Position 

3.1 My Reflective Position 

Throughout the development of this thesis, I have been aware of the importance of 

reflexivity and my position as a young, white, middle class, woman in academia. I have 

considered the impact that this has on my internal bias when viewing the research, developing 

the thesis, interpreting the data and during the write up. I have a level of power and privilege 

due to my characteristics, that has allowed me to be in the position I am in academia and 

research. I have not had first-hand experience of living within a SA culture. The way I have 

experienced and explore the world will be very different to the women with SA culture in the 

UK. Therefore, I believe it is important that I follow guidance on writing reflectively (Jamieson 

et al., 2022) and keep a journal to be able to better understand the impact of my position on the 

research and readers, specifically, those with SA heritage.   

3.2 Development of the Research Question 

Understanding the development of EDs and self-compassion have been key interests 

of mine, from working in an adult EDs service and predominately practicing Compassion 

Focussed Therapy (Gilbert, 2010) throughout my training. Through speaking to colleagues 

and friends from the SA community, I became aware of the lack of representation of women 

with SA heritage living in the UK in this research area. This was concerning when learning 

about the proportion of women with SA heritage who suffer with their body image and 

difficulties with eating behaviour, and the under-representation of these women in ED 

services. This motivated me to focus on this population group, rather than expanding on an 

already extensively researched field of White women’s experiences, thus, perpetuating 

inequalities and the dominance of White culture.   
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3.3 Why Me?  

Some may, understandably, question a White female researcher exploring the 

challenges of a racially minoritised group of which she is not a part. I have no experience of 

living within a SA community, nor am I hugely familiar with the cultural and religious beliefs 

that are such a valuable part of the community. The notion of the ‘White saviour’ is 

undoubtably oppressive to racially minoritised groups and removes agency from individuals 

by White people thinking they know best and want to rescue, rather than empower. There are 

important ethical issues associated with White researchers researching ethnicity, of which are 

important to highlight and I aim to minimise (Agyeman, 2008; Chadderton, 2012).  

My values encompass those of fairness and equality, meaning my awareness of the 

lack of research in my field of interest for women with SA heritage in the UK, directly 

conflicts with my values of equality. I have noticed in practice the lack of knowledge around 

eating behaviour and body dissatisfaction in racially minoritised groups and how this could 

potentially lead to less effective and sensitive interventions compared to White counterparts.  

In addition to this, as a White researcher I feel passionate in questioning and 

challenging the White dominant discourses in ED research, intervention and service structure. 

I also feel it is important that White researchers challenge White discourses and consider 

clinical implications outside of the Western-centric view, to prevent further marginalisation 

and invisibility of the experiences of people from racially marginalised groups in the UK 

(Agyeman, 2008). Furthermore, it is important to consider who ‘gatekeeps’ the research that 

is chosen to be funded and published. We don’t always know who this is, but we understand 

the presence of institutional racism and the underrepresentation of those from racially 

minoritised backgrounds in positions of power in academia. Hence, this is reflected in the 

published research as there are many overlooked gaps in mental health research with 
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minoritised groups. More specifically, there is an underrepresentation of SA women 

accessing the Doctorate in Clinical Psychology course and conducting research. As this 

inequality is being addressed by course leads, this leads me to question whose responsibility 

is it to research racially minoritised groups, and is it ethical to conclude that research with 

racially minoritised group is a responsibility of only those from racially minoritised groups? I 

believe it is the responsibility of us all to challenge areas of injustice and make this 

transparent within the research field.  

Just being reflective around these issues does not make any form of oppression 

acceptable, which is why I have considered the ways in which I can take responsibility within 

this thesis to minimise this ethical issue.  

3.4 My Unconscious Bias  

My naivety is apparent, and I wanted to ensure I wasn’t falling into the ‘White 

saviour’ role. I chose to seek guidance from a supervisor with lived experience and 

experience of working in an ED service. I also organised a language consultation with our 

University Equality, Diversity and Inclusion Lead. Alongside this, I had multiple 

conversations with friends and a fellow peer, who are both women with SA heritage, and a 

group of young SA women who visit a local mental health organisation for SA women, 

Roshni Ghar. From these conversations, I actively learnt more about my potentially 

oppressive position, the cultural experiences of women with SA heritage and both the 

positive and negative external influences impacting on their attitudes towards their bodies. I 

am aware I have blind spots in my knowledge and understanding and I hope through the 

research process, reading the literature and gaining feedback through supervision I can 

explore these further.  
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3.5 Aims and Intentions 

Throughout this thesis, I aim to ensure my White privilege is transparently named and 

that I continuingly reflect on my positioning through the use of a journal, so to not fall into 

the ‘White saviour’ trap. I will also continuingly consider the current research and measures 

used with a critical eye and reflect this in my writing. I aim to be consciously aware of my 

language use, by seeking continued consultation and integrating the knowledge gained from 

experts by experience into the research. In addition, when interpreting the data and offering 

future considerations I intend to keep the following 5 areas in mind, suggested by Stam 

(2021) to activate an ‘ethic of solidarity’; “probing positionality, interrogating epistemic 

assumptions, disrupting hierarchies of power, shifting asymmetrical dialogue, and practicing 

decolonial research”.    

3.6 Expert by Experience Involvement 

It was important to hear from the voices of experts by experience to shape all aspects 

and stages of this research, and this was considered at multiple levels. During the research 

design stage, an informal focus group was conducted at a mental health charity called Roshni 

Ghar with three young women with SA heritage. Alongside this, informal discussions with 

three experts by experience were conducted to hear their knowledge of the area and personal 

experiences. These discussions were vital in shaping the research questions, expanding the 

researcher’s knowledge and reinforcing the themes found in the evidence base. For example, 

the women’s experiences of the pressures on marriage were a theme throughout these 

discussions and led to further exploration and inclusion in the thesis design.  

In addition, the research team includes a field supervisor who is an expert by 

experience and professional in the area of EDs. Two other members of the research team 

have expertise in EDs and quantitative design.  
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Chapter Four: Methodology 

4.1 Ethical Approval  

Ethical Approval was granted by the University of Leeds, Faculty of Medicine and 

Health Ethics Committee on the 22/05/2023 (reference number: MRC 22-062). Confirmation 

of ethical approval can be found in Appendix 2.  

4.2 Epistemological Stance 

It is acknowledged that the chosen methodology reflects a positivist ‘scientific’ 

stance, commonly not seen to be in-line with social constructionist ideas. However, I find my 

own views of the world align with the views of critical realism, whereby the ‘real’ world is 

not wholly observable. This stance reflects the beliefs that we construct our ideas about the 

world based on our perspectives and experiences, through what we observe. This lens will be 

reflected in the interpretation of the data based on the experiences of the women in this study 

and in the clinical implications.  

4.3 Design  

This thesis employed an online self-report, cross-sectional design utilizing 

quantitative methods to investigate the effects of sociocultural influences on overweight 

preoccupation, body areas satisfaction and eating behaviour in a population of women with 

SA heritage in the UK.  

4.4 Participants  

Those who identify as a female, with SA heritage, living in the UK and over the age 

of 16 were invited to participate in this thesis.  
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4.5 Recruitment  

An opportunity sample of women who met the inclusion criteria were invited to take 

part in an anonymous 20-minute online survey. A power calculation was considered but not 

completed due to the research being preliminary and there being no published studies that have 

reported effect size on direct predictors or correlates between the chosen measures. The 

feasibility of gaining a large sample size would not be realistic due to time and external 

constraints, all efforts would be made to recruit as many women as possible in the allocated 

time with the available resources. A reasonable prediction of the recruitment rate was based on 

a minimum of 10 participants per predictor variable (VanVoorhis & Morgan, 2007), meaning 

60 participants would be needed for the analysis. 

4.5.1 Recruitment via Social Media  

The survey was shared on multiple social media platforms (e.g. LinkedIn, Twitter, 

Facebook and Instagram). The online survey was shared using a poster advertisement including 

a QR code to access the survey (Appendix 6). Online posts also included a paragraph of text 

describing the thesis with the weblink (Appendix 8).   

4.5.2 Recruitment via University Departments  

Two University of Leeds departments (Faculty of Medicine & Health and Biological 

Sciences) and the University of Sheffield Doctorate of Clinical Psychology programme, shared 

the recruitment poster via email with the students enrolled in their courses.  

4.6 Measures  

Six questionnaires were chosen to form the survey, hosted on ‘Online Surveys (OS)’. 

The OS platform was chosen to facilitate a web-based survey with the hope of reaching a 



 37 

larger audience. The survey length was carefully considered to minimise participant burden 

and encourage a larger sample. All measures have been included in Appendix 3. The 

following overview categorises the measures into: Demographics, Predictor variables, 

Dependent variables and Moderator variables. 

4.6.1 Demographics  

 Demographic measures were gathered at the beginning of the survey including; age, 

SA heritage, marital status and migration generation to the UK (first, second, third). 

Migration generation was defined in the survey as; first migration generation referring to 

those who were born on the Indian subcontinent and moved to the UK. Second generation 

were defined as those with at least one parent born on the Indian subcontinent who moved to 

the UK and the third generation was defined as those with at least one grandparent born on 

the Indian subcontinent and parent/s born in the UK. Fourth generation was defined as at least 

one grandparent and parent who was born in the UK.  

 

 

 

 

 

 

 

 



 38 

Table 1 

Outcome Measures, Including Predictor, Dependent and Moderator Variables.  

Measure Construct  Reference  

Cultural Values Conflict Scale 
(CVCS-M) 

Attitudes towards marriage (Inman et al., 2001) 

Ethno-cultural Identity Conflict 
Scale (EICS) 

Cultural Identity Conflict (Ward et al., 2011) 

Sociocultural Attitudes 
Towards Appearance 
Questionnaire (SATAQ-4R) 

Sociocultural attitudes of 
peers, family and the media 

(Schaefer et al., 2017) 

Multidimensional Body-Self 
Relations Questionnaire – 
Appearance Evaluation and 
Orientation Subscale (MBSRQ-
AS) 

Attitudes towards different 
aspects of body image 

(Cash, 2000) 

Eating Attitudes Test (EAT-26) Characteristics associated 
with an eating disorder.  

(Garner & Garfinkel, 
1979) 

Self-Compassion Scale (SCS) Self-compassion (Neff, 2003a) 

 

4.6.2 Predictor Variables 

The predictor variables chosen were based on past research and reinforced by the 

experiences of the experts by experience, who were consulted in the development of the 

thesis.  

Cultural Values Conflict Scale (CVCS). The ‘marriage’ subscale (CVCS-M) 

containing three items within the CVCS, a 24-item measure, was used to assess attitudes 

towards marriage (Inman et al., 2001). Responses were answered on a 5-point Likert scale 

from 1 (strongly agree) to 5 (strongly disagree). It is acknowledged that this subscale could 

be perceived as generalising and assuming of the traditional SA values around marriage. The 
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CVCS-M was used due to limited relevant and validated measures around marital pressures, 

experienced by a sample of SA women. The CVCS was developed and validated with 319 

SA American women, adequate internal consistency (Cronbach’s alpha of  0.84 for the total 

scale score) and test-retest reliability was achieved (Inman et al., 2001). It is acknowledged 

that by using the CVCS-M and not the whole scale, there will be an impact on these 

psychometric properties.  

Considerations were made for women completing the survey who were married and 

where these pressures may no longer apply. To account for this the women were asked ‘If 

you are already married or in a civil partnership, please answer this question based on how 

you felt prior to this time’ to ensure meaningful responses and prevent confusion.  

Ethno-cultural Identity Conflict Scale (EICS). The EICS is a 20-item measure used 

to explore the degree in which a woman with SA heritage identifies with the values and beliefs 

of their heritage culture, when living in a Western culture which may have conflicting values 

and pressures (Ward et al., 2011). Items are scored on a 5-point Likert scale from 5 (strongly 

disagree) to 1 (strongly agree) with 4 items reverse scored. The lower the total mean score, the 

greater the ‘ethno-cultural identity conflict’. Experiences of cultural identity conflict have been 

shown to cause stress and is a risk factor for developing mental health difficulties (Szabó & 

Ward, 2022). This measure has been used in studies with a large sample of 262 young people 

with SA heritage, aged 16-26 (Stuart & Ward, 2011). Ward et al. (2011) demonstrated an 

acceptable level of internal consistency across three studies in New Zealand with varying ethnic 

groups including Chinese, South Asian and European (Cronbach alphas ranging from 0.89 to 

0.92.).  

Sociocultural Attitudes Towards Appearance Questionnaire-4 Revised (SATAQ-

4R). The SATAQ-4R is a 31-item measure used to explore the impact of sociocultural attitudes 
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from peers (SATAQ-P), family (SATAQ-F) and the media (SATAQ-M) on internalised weight 

stigma (Schaefer et al., 2015). Items are scored on a 5-point Likert scale from 1 (definitely 

disagree) to 5 (definitely agree), the higher the mean score for each subscale the greater the felt 

pressure on weight/shape.  

The subscale measuring the impact of sociocultural attitudes towards appearance from 

significant others (SATAQ-SO) will not be included in the analysis. This thesis focussed on 

researching the evidence base for sociocultural influences, such as those included in the 

‘tripartite influence model’ (Burke et al., 2021) . The subscales measuring the internalisation 

of muscular, general attractiveness and thinness will not be included, due to the scope of this 

thesis and the focus on the sociocultural impact on body image and eating behaviour.  

Research has validated this questionnaire with ‘Asian Americans’ or ‘Asians’, 

however, there are a huge range of ethnicities within this grouping and it is unknown what 

proportion of the sample were of SA heritage (Lim, 2016; Schaefer et al., 2015; Schaefer et al., 

2017) . A limitation to this questionnaire is that it does not define the ethnicity of the peers; 

research suggests there may be differing attitudes and narratives from SA peers and White 

peers, impacting internalised weight stigma differently (Goel et al., 2021). The scale 

demonstrated excellent reliability and good convergent validity and internal consistency 

(Cronbach’s alpha for all subscales was 0.84 or higher) (Schaefer et al., 2015).  

4.6.3 Dependent Variables  

The dependent variables of body dissatisfaction and eating behaviour difficulties were 

chosen to explore the impact of the predictor variables on characteristics associated with an 

eating disorder.  
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Multidimensional Body-Self Relations Questionnaire – Appearance Evaluation 

and Orientation Subscale (MBSRQ-AS). The MBSRQ-AS is a shorter version of the 

original scale with 34 items measuring attitudes towards different aspects of body image 

(Brown et al., 1990; Cash, 2000). This scale was chosen as it encompasses multiple aspects 

of body image rather than just shape and weight, for example skin, hair and facial features, 

resulting in a more cohesive view of someone’s attitudes towards their appearance. Subscales 

include, appearance orientation (AO), appearance evaluation (AE), overweight preoccupation 

(OP), body areas satisfaction scale (BASS) and self-classified weight (SCW) and were scored 

on varied 5-point Likert scales with reverse scored items. Adequate internal consistency 

coefficients have been reported across all subscales, Cronbach’s alphas ranged from 0.73 to 

0.90 (Cash, 2000). This scale has been used within multiple ethic groups including those with 

SA heritage and with translated versions available (Fahiz, 2019; Naqvi & Kamal, 2017).  

Eating Attitudes Test (EAT-26). The EAT-26 is a 26-item measure (based on the 

original EAT-40) which has been used extensively within ED research and within populations 

with SA heritage, in order to measure characteristics of EDs (AN, BN and BED) (Furnham & 

Patel, 1994; Garner & Garfinkel, 1979; Garner et al., 1982; Mumford et al., 1991; Wildes et 

al., 2001). Items are scored on a 6-point Likert scale, ranging from 3=always, 2=usually, 

1=often and 0=sometimes, rarely and never. The subscales of the EAT-26 relate to the 

presentation of BN and food preoccupation, dieting and oral control. The scale also includes 

five behavioural questions considering laxative use and binge, purge, and exercise frequency.  

However, this measure is not used to diagnose an ED but can help to aid understanding.  Garner 

et al. (1982) found the scale to have adequate validity and reliability, with a high internal 

consistency (Cronbach’s alpha = 0.90).  
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4.6.4 Moderator Variable  

Self-compassion has been suggested as being a predictor, mediator and moderator in 

the literature (Fidan, 2022). A moderator variable has been defined as “the effect of an 

independent variable X on a dependent variable Y is moderated by the variable M if it’s size, 

sign or strength depends on or can be predicted by M” (Hayes & Rockwood, 2017). Past 

research had suggested that self-compassion is a moderator, whereby it changes the strength 

and/or direction of the relationship between the predictor variables on eating behaviour and 

body image (Braun et al., 2016; Tylka et al., 2015). In contrast, some studies have considered 

self-compassion as a mediator that facilitates the association between predictor variables and 

eating behaviour and body image (Ferreira et al., 2013).  

The role self-compassion plays in the relationship between external predictors and 

eating behaviour and body image is somewhat unclear. However, self-compassion has been 

chosen as a moderator variable in this thesis, to demonstrate the strength and direction of the 

relationship between the predictor and dependent variables. It is thought that those with 

increased compassion may be less likely to experience body dissatisfaction when exposed to 

external pressures.  

Self-Compassion Scale (SCS). The SCS measures the construct of self-compassion, 

described as ‘being kind and understanding to oneself in instances of pain or failure’ and has 

been correlated with positive mental health outcomes (Neff, 2003b). Participants rate a 5-point 

Likert scale from 1=almost never to 5=almost always. The SCS has been shown to have good 

test-retest reliability with an overall score of 0.93, and good internal consistency, Cronbach’s 

alpha was .92 (Neff, 2003a).   

Twenty two percent (n=51) of the population the scale was validated on were described 

as having ‘Asian’ heritage (Neff, 2003a). However, this encompasses many ethnic groups and 
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may not include those with SA heritage. Recent studies have validated the scale with Sri 

Lankan and Asian American (a broad range of Asian ethnicities) populations but not explicitly 

with those with SA heritage (de Zoysa et al., 2022; Liu et al., 2020; Wei et al., 2020).  

4.7 Procedure  

4.7.1 Participant Screening  

Inclusion Criteria.  Inclusion criteria for the study was (a) those who identify as female 

with SA heritage and (b) 16 years of age or over. Those invited to participate in the research 

were women with SA heritage, (heritage of those with roots in the SA countries of India, 

Pakistan, Afghanistan, Bangladesh, Sri Lanka, Nepal, Bhutan, and the Maldives).  

Exclusion Criteria. Males were excluded from the study due to the main focus being 

those who identify as female, to expand on past research and address a gap in the field. 

However, it is acknowledged that there are challenges with categorising people into gender 

binary groups and that this excludes those who do not identify as having a binary gender.  

Those under the age of 16 were excluded from this study due to the measures not being 

valid on those under the age of 16, and the evidence base for this study all include samples over 

the age of 16. The research also excluded people unable to give consent and unable to speak 

fluent English, as funding was insufficient to translate and validate the measures chosen.  

4.7.2 Online Survey  

Participants took part in the study by accessing the online survey using a weblink 

(https://leeds.onlinesurveys.ac.uk/thesisbp) or via a QR code which directed them to the OS 

platform. Participants were welcomed by a brief introduction and the Participant Information 

Sheet (PIS), it was requested that they take their time to read all the information prior to 

https://leeds.onlinesurveys.ac.uk/thesisbp
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proceeding (Appendix 4). A link to a downloadable PIS was located at the bottom of this page 

to ensure participants could save a copy of the PIS to refer back to. Prior to the survey 

completion, all participants were asked to read a number of consent statements (Appendix 5) 

and click ‘next’ to agree to all statements and begin the survey. The survey was timed to take 

an average of 20-minutes to complete.  

Priming effects were taken into account when considering the order of questionnaires 

in the survey. It was decided that questionnaires relating to both body image and eating 

behaviour would be placed towards the end of the questionnaire, so to not impact the 

participant’s views of external sociocultural influences. In addition, these questionnaires may 

be viewed as more distressing to complete, and so they would be closest to the supportive 

resources on the last page. The survey order is visually displayed in Appendix 9. However, the 

questionnaires defined as most sensitive is subjective, meaning priming effects are not ruled 

out.  

4.7.3 Study Withdrawal  

Participants were notified prior to the completion of the survey that once they click 

‘Finish’ at the end of the survey, their data can no longer be withdrawn and it will be stored on 

the University of Leeds OneDrive ready for analysis. Participation was entirely voluntary and 

as it was an online study, participants were made aware that they can close the browser window 

without any further prompting or pressure to continue. By doing this, all further questions will 

have ceased and no data will have been stored until the participant clicked ‘Finish’ at the end 

of the survey.  
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4.7.4 Prize Draw  

Following completion of the survey, participants were given the option to provide an 

email address to participate in a prize draw to win one of several £30 Love2Shop vouchers. 

This was implemented to encourage uptake, although resource could not offer all participants 

a cash incentive.  

4.8 Ethical Considerations 

4.8.1 Psychological Distress 

This research required respondents to divulge information about potential sociocultural 

pressures on weight and shape from family, peers, partners and the media, alongside cultural 

identity conflict and pressures on marriage. The recollection of these experiences may have 

triggered distress, especially if they were associated with discrimination, bullying or 

particularly distressing or traumatic memories. It is hoped that the number of people who found 

disclosing this type of information distressing was small. However, if through participating in 

the study the participant became unduly distressed, they were encouraged in the PIS to contact 

the lead researcher or their GP/current NHS clinician/s if they continue to feel distressed. In 

addition, links to helpful resources, helplines and organisations were provided at the end of the 

survey.  

Participants were able to contact the research team if they wished to make a complaint 

or had any concerns or questions about the information provided. When a participant contacted 

the researcher, any potentially identifiable email correspondence was immediately deleted after 

replying. 
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4.8.2 Alternative Survey Versions 

To address the ethical issue of the digital divide, there was an option to receive paper 

copies of the survey to be posted back to the researcher. However, this was not requested by 

any participants. The use of translated versions of the measures were considered and it was 

concluded that this did not feel necessary due to the sample population being English speaking. 

Alongside this, many of the questionnaires did not have translated versions available. However, 

this is an ethical issue as it is excluding those in the population who do not speak English.  

4.9 Approach to Data Analysis  

This section outlines the strategy with respect to case inclusion / exclusion and 

validity checks of the data. It also presents the analysis strategy including justification of the 

statistical tests employed.  

4.9.1 Data Preparation and Screening 

Data Extraction. Data from the OS platform was exported to Excel and confidential 

email addresses were removed to a separate file. The data was cleaned, coded, reverse scored 

and checked for missing data prior to being imported into the IBM Statistical Package for the 

Social Sciences Version 29 (SPSS 29). All electronic documents were stored on the 

University of Leeds OneDrive with access granted to the lead researcher only.  

Data from the OS platform was exported to Excel and confidential email addresses 

were removed to a separate file. The data was cleaned, coded, reverse scored and checked for 

missing data prior to being imported into the IBM Statistical Package for the Social Sciences 

Version 29 (SPSS 29). All electronic documents were stored on the University of Leeds 

OneDrive with access granted to the lead researcher only.  
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Data Cleaning. The data was prepared for analysis by formatting, coding and reverse 

scoring where necessary. New variables were created to calculate the outcome measure 

subscales and total scores.  

4.9.2 Error Protocol  

Missing Item Data. The completion of survey items was optional, meaning 

participants were not prompted if they had missed responding to an item. This means there is 

a chance of random or intentional missing data throughout the dataset. If there is less than 

40% missing data for each item, a multiple imputation process will be conducted to calculate 

five output datasets of replacement data. The pooled imputed data will then be used in data 

analysis. Multiple imputation was chosen as it has been shown to be a valid method for 

handling missing data, to avoid creating false precision and provide accurate estimates (Li et 

al., 2015). In addition, multiple imputation is robust to the violation of the normality 

assumptions, it produces appropriate results even with a small sample size and is more 

accurate than using a single imputation method (Kang, 2013).  

Missing Variable Data. Where there is more than 40% complete missing variable 

data, the entire case will be removed from analysis (Jakobsen et al., 2017).  

4.9.3 Questionnaire Analysis 

SATAQ-4R. The scores on each sub-scale (SATAQ-Peers, SATAQ-Family and 

SATAQ-Media) are expressed as the mean sum of the ratings from the individual items that 

the sub-scale is composed of. No reverse scoring was necessary for the three chosen 

subscales.  

CVCS-M. The CVCS three-item marriage subscale is calculated as the mean sum of 

the individual items. The higher the score the greater the felt pressures on marriage.  
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EICS. The EICS is calculated as a total mean score of all 20 items with four items 

reversed scored. The lower the total mean score, the greater the ‘ethno-cultural identity 

conflict’. 

MBSRQ-AS. The MBSRQ-AS subscales of body areas satisfaction (BASS) and 

overweight preoccupation (OP) were calculated as the mean sum of the ratings for each item 

in the subscale. No reverse scoring was necessary for these subscales. Low scorers on the 

BASS are suggested to feel less content with the size or appearance of several areas of their 

body and high scores on the OP indicate increased weight vigilance, ‘fat’ anxiety, dieting and 

eating restraint.  

EAT-26. The EAT-26 was calculated as a total score raw score ranging from 0-78. A 

score at or above 20 indicates a high level of concern around dieting, body weight and 

problematic eating behaviours. Quartiles will be presented to understand the sample in 

relation to the cut-off score.   

SCS. The mean scores for each subscale were calculated following the reverse 

scoring of the subscales self-judgement, isolation and over-identification. The means of each 

subscale are used to compute a total mean score. No clinical norms are indicated, it is 

suggested that a high score indicated greater self-compassion.  

4.9.4 Statistical Analysis 

Consultation with a statistician was sought on two occasions to check appropriateness 

of the planned analysis and interpretation of the data. Data was analysed using IBM SPSS 

Version 22.  
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4.9.5 Descriptive Statistics 

The data was initially analysed using descriptive statistics (frequency count, 

percentages, means and standard deviations). The demographic data included age, South 

Asian heritage, migration generation and marital status.  

4.9.6 Preliminary Analysis 

All outcome data is explored using descriptive statistics (means, standard deviations, 

minimum and maximum values). Histograms, box-plots, scatterplots and estimates of 

skewness and kurtosis are used to identify outliers and normality assumptions. Comparative 

normative data of the key variables is to be explored to understand how it compares to other 

community samples.  

4.9.7 Multiple Linear Regression 

Linear regression is a widely used model for exploring the strength and direction of 

the relationship between variables within many research fields, including social sciences 

(Montgomery et al., 2021). It is commonly known that regression models do not imply a 

causal relationship and theoretical considerations should be considered when interpreting the 

data.    

Multiple linear regression analysis was chosen as an extension of linear regression, 

due to there being more than one predictor (independent variable). Three multiple linear 

regressions were used to explore the relationships between six predictors and three outcome 

variables. These analyses indicated the strength of the relationship and the amount of 

variance in eating behaviour, overweight preoccupation and body areas satisfaction explained 

by marriage, media, family and peer pressures and cultural identity conflict.   
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Method of Multiple Linear Regression.  All multiple regression models entered the 

continuous predictor variables into the analysis using a sequential regression method of entry. 

Block-wise selection was chosen to account for theoretical evidence and to distinguish the 

impact on the dependent variable as predictors were entered.  

Three separate multiple linear regression analyses were completed for each dependent 

variable: eating behaviour (EAT-26), overweight preoccupation (OP) and body areas 

satisfaction scale (BASS) (two MBSRQ-AS subscales). Two body image subscales were 

chosen as target outcome measures out of the completed five. This was due to the relevance 

of these subscales to the research question, when compared to the MBSRQ-AS subscales 

measuring appearance evaluation, appearance orientation and self-classified weight.  

Overweight preoccupation was viewed as an important variable to focus on in the analysis 

due to past research highlighting narratives around weight being valued higher than other 

beauty standards by older SA women in the community (Goel et al., 2021), although it has 

been suggested that this may vary and drive for thinness is experienced less in women with 

SA heritage due to beliefs around being ‘too thin’ (Goel et al., 2021).  

Body areas satisfaction was included as a target variable due to the importance of 

considering body image as not just weight but also a woman’s satisfaction with their facial 

features (including skin), hair, lower torso, mid torso, upper torso, muscle tone, weight, 

height and overall appearance. Research has identified aspects of SA beauty standards that 

include having light skin, no body hair and having long hair (Goel et al., 2021).  Both of these 

variables may be influenced by pressures on marriage, due to this leading to a focus on 

physical beauty and ideas around being ‘marriageable’, resulting in negative body image 

(Mehrotra, 2016). 
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  Each block of predictors entered into the regression is considered a model. The first 

block of predictor variables included the SATAQ subscales of appearance-based pressures 

from family, peers and media, named model 1. These predictors were entered first due to the 

research base indicating significant relationships between these sociocultural attitudes 

towards appearance on body image and eating behaviour in Asian American women (Burke 

et al., 2021; Javier & Belgrave, 2019; Rounsefell et al., 2020). These predictors were grouped 

in one block due to their equal level of importance. The second block (model 2) entered into 

the analyses included the subscale of marriage in the CVCS (CVCS-M). Narratives around 

marriage have been shown to be communicated by family and peers, increasing the pressures 

to meet beauty standards to be ‘marriageable’ (Goel et al., 2021; Mehrotra, 2016). Hence, this 

was chosen as the next predictor due to the link to sociocultural attitudes (model 1), 

potentially increasing the impact on body image and eating behaviour. The third block 

included the total score for the EICS measuring cultural identity conflict (model 3). This was 

chosen as the last entered predictor due to the complex and relatively unknown relationship to 

body image and eating behaviour. Multiple hypotheses suggest these links may be 

compounded by parental expectations, competing appearance ideals, strength of cultural 

values and racial teasing (Chan & Hurst, 2022; Goel et al., 2021; Mustafa et al., 2017).  

The amount of variance in the outcome variables, accounted for by the predictor 

variables, will be demonstrated by stating the adjusted R². Presentation of the adjusted R² was 

preferred due to this being a more conservative value which is more accurate in explaining 

the model’s goodness of fit.  

Assumptions. Each multiple linear regression was chosen to explore the amount of 

variance in eating behaviour and aspects of body image, explained by the sociocultural 

attitudes of the media, family, peers and the pressures on marriage and cultural identity 
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conflict. Several assumptions were considered prior to conducting the multiple regression 

analyses. These consisted of; homoscedasticity, an appropriate sample size for each variable 

entered, normally distributed residuals and a low level of multicollinearity between 

predictors. It was important that these assumptions are met to reduce error and ensure the 

analyses is as accurate and reliable as possible.  

4.9.8 Moderated Multiple Linear Regression 

A moderation analysis was chosen to explore whether interactions between the 

continuous predictor and outcome variables are influenced by self-compassion, the 

continuous moderator variable (Jose, 2013). This analysis was conducted within a multiple 

regression format to determine the interaction effect of the moderator variable on the 

independent and dependent variables (Jaccard & Turrisi, 2003). Moderation analysis differs 

from mediation analysis as it allows you to test for the influence of a third variable on a 

relationship between two variables, rather than exploring the causal link between all 

variables, see figure 2.  

Figure 2.  

Basic mediation and moderation models. 
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Chapter Five: Results 

This chapter presents the cross-sectional quantitative analysis results, exploring the 

impact of external sociocultural influences (as measured by the SATAQ-4R, CVCS and 

EICS) on eating behaviour (as measured by the EAT-26) and body image (as measured by 

the MBSRQ-AS), moderated by self-compassion (as measured by the SCS). The 

relationships between these variables will be explored for this sample of SA women, using 

the statistical analyses detailed in Chapter Four (Methodology).  

5.1 Participant Characteristics 

Data were collected from 89 participants. The demographics for the sample are 

described in Table 2. The age of participants ranged from 17 to 56, with a median age of 27. 

Regarding ethnicity, the largest proportion of participants (46.1%) identified as Pakistani 

heritage with the majority identifying as being from the second migration generation (56.2%). 

With regard to marital status, the majority (51.7%) reported to be single.  
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Table 2 

Characteristics of the overall sample (N=89). 

Sample Characteristics   
Age n(%) 
17-20 
21-30 
31-40 
41-50 
51+ 
Missing 
Min-Max 
Mean (SD)  

 
16(18) 
40(44.9) 
20(22.5) 
8(9.0) 
4(4.5) 
1(1.1) 
17-56 
29.5 (9.51) 
 

Ethnicity n(%) 
Bangladeshi  
Indian  
Pakistani 
Maldivian  
Ski Lankan  
Nepalese 
Mixed heritage (Indian/British) 
 

 
10(11.2) 
25(28.1) 
41(46.1) 
3(3.4) 
4(4.5) 
5(5.6) 
1(1.1) 

Marital status n(%) 
Married 
Civil partnership 
Divorced 
Separated  
Single 
Widowed  
 

 
30(33.7) 
3(3.4) 
2(2.2) 
5(5.6) 
46(51.7) 
3(3.4) 
 

Migration Generation n(%)  
First 0 
Second  50(56.2) 
Third 18(20.2) 
Fourth 4(4.5) 
Unknown 4(4.5) 
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Table 3 

Summary table of Mean (SD) and Range (Min-Max) of key variables. 

Variable Mean (SD) Range (Min-Max) 

Sociocultural Attitudes - Peers 
(SATAQ-P) 

2.13 (0.98) 1 to 5 

Sociocultural Attitudes - 
Family (SATAQ-F) 

2.71 (1.20) 1 to 5 

Sociocultural Attitudes - 
Media (SATAQ-M) 

3.21 (1.20) 1 to 5 

Cultural Identity Conflict 
(EICS)  
 

3.25 (0.73) 1.70 to 4.65 

Marriage Pressures (CVCS-M) 
 

3.44 (1.19) 1 to 5 

Eating Behaviour (EAT-26)  
 

15.87 (13.01) 0 to 49 

Overweight Preoccupation  
(MBSRQ-OP) 
 

2.87 (0.96) 1 to 5 

Body Areas Satisfaction  
(MBSRQ-BASS) 
 

3.08 (0.74) 1.11 to 5 

Self-Compassion Scale (SCS)  2.99 (0.60) 1.48 to 4.41 
Note: Colours have been used to demonstrate variable category including predictors, 
outcomes and moderator.  

The sample were asked whether they had previously been treated for an ED within the 

EAT-26 measure, 21.3% of the sample answered ‘yes’.  

5.2 Missing Data  

Missing data was present for 25 individual items, with the majority of items missing 

just one participant’s data (1.1% missing data) and just one item missing 3 participant’s data 

(3.4% missing data). Guidance for the management of missing data was not indicated for all 

measures. Hence, where there was less than 40% missing data for each item, a multiple 

imputation process was conducted to calculate five output datasets of replacement data 

(Kang, 2013). The pooled imputed data was used in all data analysis, apart from frequency 
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data where specified. Data was removed prior to analysis for one participant’s EICS survey 

data and two participants CVCS-M survey data, due to over 40% of the variable being 

incomplete.  

5.3 Preliminary Analysis 

All outcome data was explored using descriptive statistics (means, standard 

deviations, minimum and maximum values).  

5.3.1 Outliers 

To check for outliers, minimum and maximum scores were examined for all variables. 

This was corroborated by inspection of box plots. Outliers were then checked for feasibility 

and any data entry errors corrected. Outliers were considered to be values more than three 

standard deviations from the mean. While data entry errors could be identified as values 

outside of the minimum or maximum score on the measure scale. Any data point considered 

to be an outlier was removed from the analysis.  

5.3.2 Normality Checks 

Normality of all variables were assessed graphically using histograms (see Appendix 

10), scatterplots and statistically using values of skewness and kurtosis. All variables follow a 

normal distribution and parametric tests were used in the analysis. 

5.3.3 Assumptions for Multiple Regression 

Preliminary assumption checks for all multiple linear regression analyses were 

conducted (see section 4.9.7). A total of 86 participants for each regression model exceeded 

the minimum required to identify an effect at a good level of power (VanVoorhis & Morgan, 

2007). Visual tools were used to assess for normality due to statistical tests having low power 
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in small sample sizes (Mishra et al., 2019). Scatterplots demonstrated linear relationships 

between the dependent variables (eating behaviour, overweight preoccupation and body areas 

satisfaction) and all predictor variables (media, peers, family, marital pressures and cultural 

identity conflict), meeting the linearity assumption. The normal distribution of residuals for 

all three dependent variables was checked using P-P plots, they were all found to follow a 

line of normal distribution. Hence, it can be assumed that all regression models captured the 

key sources of variation and that any errors were random. Residuals for all three dependent 

variables were equal across the regression line, meaning the data meets the assumption of 

being homoscedastic. Multicollinearity checks found that correlations between the predictors 

did not exceed r=0.7, meeting the assumption that correlations between variables were not 

‘highly correlated’. A correlation of over r=0.7 is commonly described as the “cut-off to 

diagnose the presence of a strong bivariate correlation” (Yoo et al., 2014).  

5.4 Comparative Normative Data 

Comparative normative data of the key variables was explored to understand how this 

study’s data compares to data from comparable community samples where available, see 

Table 4. Unfortunately, there was no comparable SATAQ-4R data for a sample of women 

with SA heritage, to compare with the current study’s subscale means. However, comparative 

data is available for nationalities categorised as Asian American (Lim, 2016), Chinese 

(Huang et al., 2023), Italian (Stefanile et al., 2019) and American (Schaefer et al., 2017). 

When compared to a majority White American sample, the subscale means demonstrated 

only slight differences to the current mean scores (Schaefer et al., 2017).  

A community sample of 319 SA women aged from 20 to 44, in the US completed the 

CVCS-M subscale (M=3.34) (Inman et al., 2001). When comparing the mean sample scores, 

the current study’s sample was just 0.1 higher (M=3.44). In addition, the EICS development 
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study (Ward et al., 2011) gathered a sample of 304 women between the ages of 16 to 77 years 

old of varying ethnic heritage and found a smaller mean (M=2.01) when compared to the 

current study (M=3.25).  

Existing community data of 204 school-aged women with SA heritage in the UK were 

found to have a mean EAT-26 score of M=10.60 (Mumford et al., 1991), consistent with the 

founders of the EAT-26 who presented a mean of M=9.90 in a community sample of women 

(Garner et al., 1982). In a comparative community sample of White women, research found a 

mean score of M=8.53 (Furnham & Adam-Saib, 2001). This normative data differs from the 

current sample mean which was much higher (M=15.87).  

Normative data for the MBSRQ-AS with a comparative sample of Indian and Afghan 

women present an OP mean of M=2.50 and a BASS mean of M=3.30 (Fahiz, 2019). 

Alongside this, normative mean data for a sample of majority White women in the US is; OP 

(M=3.03) and BASS (M=3.23) (Cash, 2000). The current mean score for OP (M=2.87) was 

greater than the SA sample comparison but lower than the majority White sample. The 

current mean score for the BASS (M=3.08) was lower than both comparative samples. 

The SCS moderator variable has no clinically relevant norms. However, the current 

study’s mean SCS score of M=2.99, indicates a moderate level of self-compassion and scores 

varying across the spectrum from low to high (Neff, 2003a). When compared to a sample of 

majority White women, the total mean SCS score was M=3.15, which is greater than the 

current study’s mean score.  
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Table 4 

Comparative mean scores from community samples.  

Variable Current Study 
Mean (Mean(SD)) 

Historical SA  
Sample Data 

Historical Majority White Sample 
Data 

SATAQ-P 2.13 (0.98) - 2.21 (1.10) (Schaefer et al., 2017) 
SATAQ-F 2.71 (1.20) - 2.45 (1.21) (Schaefer et al., 2017) 
SATAQ-M 3.21 (1.20) - 3.48 (1.34) (Schaefer et al., 2017) 
EICS 3.25 (0.73) 2.01 (Ward et al., 2011) - 
CVCS-M 3.44 (1.19) 3.34 (Inman et al., 2001) - 
EAT-26 15.87 (13.01) 10.6 (Mumford et al., 1991) 

9.9 (Garner et al., 1982) 
8.53 (9.5) (Furnham & Adam-
Saib, 2001) 

MBSRQ-OP 2.87 (0.96) 2.50 (Fahiz, 2019) 3.03 (Cash, 2000) 
MBSRQ-BASS 3.08 (0.74) 3.30 (Fahiz, 2019) 3.23 (Cash, 2000) 
SCS 2.99 (0.60) - 3.15 (Neff, 2003a) 

Note: Colours have been used to demonstrate variable category including predictors, 
outcomes and moderator.  

 

5.5 Sociocultural Influences on Body image and Eating Behaviour 

The first research question explores the impact of sociocultural attitudes around 

weight/shape, marriage pressures and cultural identity conflict impact on body image and 

eating behaviour in women with SA heritage in the UK.  

5.5.1 H1: Eating Behaviour  

The results of the analysis found that the pooled total scores (average of all 5 imputed 

data sets) on the EAT-26 were M= 15.87, SD=13.01. Clinical cut offs (total score of 20 or 

above) suggest that n=29, 32.6% of participants had difficulties with eating behaviour, 

indicating a likely presence of an eating disorder. The highest proportion of the sample 

scored within the first quartile of total scores ranging from 0-10 (n=37, 41.6%) evidenced in 

Table 5. 
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Table 5 

Scores on the EAT-26 outcome measure, represented in quartiles.  

Score on the EAT-26 Frequency (N=89) % 

0-10 

11-20 

21-30 

31-49 

37 

26 

14 

12 

41.6 

29.2 

15.7 

13.5 

Note: Analysis is based on the 5th set of imputed data.  

Correlations. Correlations between the EAT-26 outcome variable and predictors 

were considered prior to regression analysis, see Table 6. Results found that pressures from 

peers and self-compassion significantly correlated (r=0.181 p=.048, r=-0.220 p=.021). This 

suggests that the higher the score for appearance-based pressures experienced from peers, 

then the higher the score for eating behaviour difficulties. The lower the score for self-

compassion then the higher the score for eating behaviour difficulties.  

Marriage pressures and cultural identity conflict were highly significant to the .01 

level (r=0.252 p=.01, r=-0.530 p=<.001). This suggests that the greater the pressures on 

marriage the higher the score for eating behaviour difficulties. It could also be suggested that 

increased cultural identity conflict results in a higher score in eating behaviour difficulties. 

All correlations can be found in Appendix 11.  

Table 6 

Correlations between eating behaviour (EAT-26) and predictors.  

 SATAQ-M SATAQ-F SATAQ-P CVCS-M EICS SCS 

EAT-26  0.011 0.139 0.181* 0.252** -0.530** -0.220* 

Note: Analysis is based on pooled imputed data.  
*Correlation is significant at the .05 level (2-tailed) 
**Correlation is significant at the .01 level (2-tailed) 
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Multiple Linear Regression. Hypothesis 1 predicted that sociocultural pressures 

experienced by the media, peers and family, pressures on marriage and cultural identity 

conflict would lead to a change in eating behaviour. This regression model was conducted to 

explore the level of influence the predictors may have on eating behaviour. The standardised 

coefficients (β), level of significance (Sig) and confidence intervals are presented in Table 7.  

Table 7 

Results of the multiple linear regression analysis for eating behaviour.  

    95% Confidence Interval 

Model  Variable β Sig Lower Upper 

 SATAQ-M -0.561 0.673 -3.161 2.039 
1 SATAQ-F 0.969 0.523 -2.002 3.940 
 SATAQ-P 1.926 0.258 -1.410 5.262 
 SATAQ-M -0.439 0.735 -2.981 2.104 
 SATAQ-F -0.148 0.924 -3.215 2.918 
2 SATAQ-P 2.394 0.153 -0.890 5.678 
 CVCS-M  2.727 0.027* 0.310 5.143 
 SATAQ-M -0.810 0.483 -3.072 1.453 
 SATAQ-F -0.540 0.698 -3.267 2.188 
3 SATAQ-P 0.843 0.580 -2.144 3.829 
 CVCS-M  0.801 0.492 -1.485 3.086 
 EICS -9.057 <0.001** -12.780 -5.330 

Note: All analyses presented were calculated using the pooled imputed data for each model.  
*Correlation is significant at the .05 level (2-tailed). **Correlation is significant at the .01 
level (2-tailed).  
 
 

The results indicated that model three, including all predictor variables, significantly 

predicted eating behaviour (F(5,80) = 6.727, p=<.001). It was found that the predictor 

variable of cultural identity conflict significantly predicted eating behaviour (β=-9.057, 

p=<.001). It could be suggested that the greater SA women’s experiences of cultural identity 

conflict, the increased risk they are of having eating behaviour difficulties. However, the 

confidence intervals are wide, suggesting a lack of certainty and imprecision.  
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The variance in EAT-26 accounted for by the predictors, which were entered into the 

analysis in blocks, is demonstrated in Table 8. In the first model, 0.4% of the adjusted 

variance in eating behaviour was explained by sociocultural attitudes of the media, family 

and peers. In the second model, 4.9% of the adjusted variance in eating behaviour was 

explained by sociocultural attitudes of the media, family and peers and pressures on marriage. 

In the third model, 25.2% of the adjusted variance in eating behaviour was explained by all 

predictor variables, including cultural identity conflict. 

Table 8 

Variance in EAT-26 accounted for by the predictors for each model. 

Model  R2 Adjusted R2 

1 0.039 0.004 

2 0.093 0.049 

3 0.296 0.252 

 

5.5.2 H2: Body Image - Overweight Preoccupation.  

The results of the analysis found that the pooled total scores (average of all 5 imputed 

data sets) on the OP subscale were M= 2.87, SD=.96. There are no suggested clinical cut offs 

for this scale, a higher score on the OP reflects greater overweight anxiety, weight vigilance 

and focus on dieting and eating restraint. The majority of the sample scored within the mid-

quartile (total scores between 2-3), see Table 9. This suggests that the majority of the sample 

experience a measurable degree of overweight preoccupation and eating restraint.  
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Table 9 

Scores on the OP outcome measure and represented in quintiles.  

Score on the OP Frequency (N=89) % 

1 10 11.2 

2 38 42.7 

3 25 28.1 

4 

5 

14 

2 

15.8 

2.2 

Note: Analysis is based on the 5th set of imputed data.  
 

Correlations. Correlations between the OP outcome variable and predictors were 

considered prior to the regression analysis, see Table 10. All predictors were found to be 

significantly correlated to the outcome of OP. Results found that pressures from peers 

(r=0.198 p=.034) and cultural identity conflict (r=-0.225, p=.019) significantly correlated to 

the .05 level. This suggests that the higher the score for appearance-based pressures 

experienced from peers, the higher the chance of overweight preoccupation. Alongside, those 

who experience increased cultural identity conflict (lower EICS scores), will have a higher 

chance of experiencing overweight preoccupation. 

 The pressures around weight and shape from the media (r=0.393, p=<.001) and 

family (r=0.450, p=<.001), marriage pressures (r=0.346, p=<.001) and self-compassion (r=-

0.406, p=<.001) were highly significant to the .01 level. This suggests that the greater the 

pressures around weight and shape from the media and family, increased marriage pressures 

and lower self-compassion, the more likely they experience overweight preoccupation.  
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Table 10 

Correlations between the outcome measure of OP and six predictors.  

 SATAQ-M SATAQ-F SATAQ-P CVCS-M EICS SCS 

OP  0.393** 0.450** 0.198* 0.346** -0.225* -0.406** 

Note: Analysis is based on pooled imputed data.  
*Correlation is significant at the .05 level (2-tailed) 
**Correlation is significant at the .01 level (2-tailed) 

 

Multiple Linear Regression. Hypothesis 2 predicted that sociocultural pressures 

experienced by the media, peers and family, pressures on marriage and cultural identity 

conflict, will lead to a change in OP. This regression model was conducted to explore the 

level of influence the predictors may have on OP. The standardised coefficients (β), level of 

significance (Sig) and confidence intervals are displayed in Table 11. 

Table 11 

Results of the multiple linear regression analysis for OP. 

    95% Confidence Interval 

Model  Variable β Sig Lower Upper 

 SATAQ-M 0.186 0.032* 0.016 0.356 
1 SATAQ-F 0.277 0.005** 0.082 0.472 
 SATAQ-P -0.015 0.894 -0.233 0.203 
 SATAQ-M 0.194 0.021* 0.029 0.360 
 SATAQ-F 0.201 0.049* 0.001 0.400 
2 SATAQ-P 0.017 0.875 -0.196 0.231 
 CVCS-M  0.186 0.020* 0.029 0.344 
 SATAQ-M 0.194 0.023* 0.027 0.361 
 SATAQ-F 0.200 0.051 -0.001 0.402 
3 SATAQ-P 0.016 0.886 -0.204 0.237 
 CVCS-M  0.185 0.031* 0.017 0.353 
 EICS -0.006 0.966 -0.281 0.269 

Note: All analyses presented were calculated using the pooled imputed data for the  
third model. *Correlation is significant at the .05 level (2-tailed). **Correlation is significant 
at the .01 level (2-tailed). 
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The results indicated that all predictor variables, significantly predicted OP (F(5,80) = 

6.805, p=<.001). It was found that the predictor variables of media and marriage pressures 

significantly predicted OP (β=0.194, p=.023, β=0.185, p=.031). Hence, it could be suggested 

that the greater SA women’s experiences of marriage pressures and sociocultural pressures 

from the media, the increased risk of experiencing overweight preoccupation.   

The variance in OP accounted for by the predictors, as they were entered into the 

analysis in blocks, is demonstrated in Table 12. In the first model, 22% of the adjusted 

variance in overweight preoccupation was explained by sociocultural attitudes of the media, 

family and peers. In the second model, 26.4% of the adjusted variance in OP was explained 

by sociocultural attitudes of the media, family and peers and pressures on marriage. The third 

model accounted for less variance in OP (25.5%) than the second model. Meaning that the 

addition of cultural identity conflict reduced the amount of variance in OP, explained by all 

predictor variables.  

Table 12 

Variance in OP accounted for by the predictors for each model. 

Model  R2 Adjusted R2 

1 0.248 0.220 

2 0.298 0.264 

3 0.298 0.255 

 

5.5.3 H3: Body Image - Body Areas Satisfaction  

The results of the analysis found that scores on the body areas satisfaction scale 

(BASS) were M= 3.08, SD=.74. There are no suggested clinical cut offs, higher scores on the 

BASS indicate being generally content with most areas of their body. The majority of the 
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sample scored within the mid quartile of scores 2-3, perhaps suggesting a greater proportion 

of the sample being unhappy with the size or appearance of areas of their body, see Table 13.  

Table 13 

Scores on the BASS outcome measure and represented in quintiles.  
Score on the BASS Frequency (N=89) % 

1 

2 

3 

4 

5 

7 

29 

41 

11 

1 

7.9 

32.5 

46.1 

12.4 

1.1 

Note: Analysis is based on the 5th set of imputed data.  
 

Correlations. Correlations between BASS outcome variable and predictors were 

considered prior to the regression analysis, see Table 14. Results found that pressures from 

family (r=-0.222 p=.036) and marriage pressures (r=-0.264 p=.013) significantly negatively 

correlated to the .05 level. This suggests that the higher the score for appearance-based 

pressures experienced from family and marital pressures, the greater the chance of SA 

women experiencing dissatisfaction with areas of their body. Cultural identity conflict 

(r=0.273 p=.01) and self-compassion (r=0.355 p=<.001) were highly significant to the .01 

level. This suggests that the greater the experienced cultural identity conflict and the lower 

their self-compassion, the greater the chance that SA women experience dissatisfaction with 

areas of their body. 
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Table 14 

Correlations between the outcome measure of BASS and six predictors.  

 SATAQ-M SATAQ-F SATAQ-P CVCS-M EICS SCS 

BASS -0.134 -0.222* -0.167 -0.264* 0.273** 0.355** 

*Correlation is significant at the .05 level  
**Correlation is significant at the .01 level  
 

Multiple Linear Regression. Hypothesis 3 stated that sociocultural pressures 

experienced by the media, peers and family, pressures on marriage and cultural identity 

conflict influence BASS, an aspect of body image. This regression model was conducted to 

explore the level of influence the predictors may have on BASS. The standardised 

coefficients (β), level of significance (Sig) and confidence intervals are displayed in Table 15. 

Table 15 

Results of the multiple linear regression analysis for BASS.  

    95% Confidence Interval 

Model  Variable β Sig Lower Upper 

 SATAQ-M -0.012 0.869 -0.158 0.134 
1 SATAQ-F -0.101 0.235 -0.268 0.066 
 SATAQ-P -0.078 0.415 -0.265 0.109 
 SATAQ-M -0.019 0.796 -0.162 0.124 
 SATAQ-F -0.041 0.642 -0.214 0.132 
2 SATAQ-P -0.103 0.275 -0.287 0.082 
 CVCS-M  -0.147 0.035* -0.283 -0.011 
 SATAQ-M -0.013 0.862 -0.156 0.130 
 SATAQ-F -0.034 0.696 -0.207 0.138 
3 SATAQ-P -0.077 0.423 -0.265 0.111 
 CVCS-M  -0.114 0.120 -0.259 0.030 
 EICS 0.152 0.206 -0.083 0.386 

Note: All analyses presented were calculated using the pooled multiple imputed data. 
*Correlation is significant at the .05 level (2-tailed).  
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The results indicated that model three, including all predictor variables, did not 

significantly predict BASS (F (5,80) = 2.315, p=.051). It was found that none of the predictor 

variables significantly predicted BASS. Hence, the null hypothesis was accepted and 

conclusions state that pressures from the media, family and peers, marriage pressures and 

cultural identity conflict have no significant impact on the dissatisfaction of areas of the body 

in SA women.  

The variance in BASS accounted for by the predictors, as they were entered into the 

analysis in blocks, is demonstrated in Table 16. In the first model, 2.4% of the adjusted 

variance in BASS was explained by sociocultural attitudes of the media, family and peers. In 

the second model, 6.5% of the adjusted variance in BASS was explained by sociocultural 

attitudes of the media, family and peers and pressures on marriage. The third model 

demonstrated that 7.2% of the variance in BASS was explained by all predictor variables.  

Table 16 

Variance in BASS accounted for by the predictors for each model. 

Model  R2 Adjusted R2 

1 0.058 0.024 

2 0.109 0.065 

3 0.126 0.072 

 

5.6 The Impact of Self-Compassion 

The second research question aimed to understand whether self-compassion 

moderates the relationships described above.  Hypothesis 4 suggested that, in women with 

SA heritage in the UK, self-compassion will moderate the relationships between the predictor 

variables of sociocultural attitudes around weight and shape, marital pressures and cultural 
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identity conflict, and outcome variables of body areas satisfaction, overweight preoccupation 

and eating behaviour. 

5.6.1 H4: Self Compassion Moderator Analysis   

A moderated multiple linear regression analysis was used to establish whether the 

continuous variable of self-compassion significantly interacts and changes the relationship 

between the predictor variables and outcome variables of eating behaviour (Table 17), 

overweight preoccupation (Table 18) and body areas satisfaction (Table 19). 

Eating Behaviour. The results indicated that the relationship between peer pressures 

and eating behaviour was significantly moderated by self-compassion (β=0.223, SE=0.109, 

p=.042), see Table 17.  

Table 17 

Results of the SCS moderator multiple linear regression analysis for the EAT-26.  

   95% Confidence Interval 

Variable β Sig Lower Upper 

SATAQ-M 0.023 0.816 -0.168 0.213 

SATAQ-F 0.164 0.096 -0.029 0.358 

SATAQ-P 0.223 0.042* 0.008 0.437 

CVCS-M  0.016 0.838 -0.141 0.174 

EICS -0.125 0.211 -0.322 0.071 

Note: All analyses presented were calculated using the pooled multiple imputed data. 
*Correlation is significant at the .05 level (2-tailed).  

 

The results from this analysis suggests that the strength and size of the relationship 

between peer pressures and eating behaviour was influenced by the women’s’ level of self-

compassion. This may imply that self-compassion may act to reduce the impact of peer 

pressures, leading to fewer eating behaviour difficulties. Together, 11.5% (R2=0.115) of the 
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variance in EAT-26 total scores was accounted for by peer pressures, self-compassion and the 

interaction between self-compassion and peer pressures. The relationship between the 

predictors of family and media appearance pressures, cultural identity conflict and marital 

pressures, and the outcome of eating behaviour, were not significantly moderated by self-

compassion.  

Overweight Preoccupation. None of the relationships between the predictors of peer, 

family and media appearance pressures, cultural identity conflict and marital pressures, and 

the outcome of overweight preoccupation were significantly moderated by self-compassion, 

see Table 18. 

Table 18 

Results of the SCS moderator multiple linear regression analysis for OP.  

   95% Confidence Interval 

Variable β Sig Lower Upper 

SATAQ-M 0.063 0.476 -0.110 0.236 

SATAQ-F 0.131 0.130 -0.039 0.302 

SATAQ-P 0.086 0.413 -0.120 0.291 

CVCS-M  0.080 0.281 -0.066 0.226 

EICS 0.026 0.811 -0.186 0.238 

Note: All analyses presented were calculated using the pooled multiple imputed data.  

Body Areas Satisfaction. The results indicated that the relationship between peer 

pressures and body areas satisfaction was significantly moderated by self-compassion (β=-

0.233, SE=0.105, p=.026), see Table 19.  
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Table 19 

Results of the SCS moderator multiple linear regression analysis for BASS. 

   95% Confidence Interval 

Variable β Sig Lower Upper 

SATAQ-M 0.030 0.751 -0.153 0.213 

SATAQ-F -0.148 0.118 -0.333 0.037 

SATAQ-P -0.233 0.026* -0.440 -0.027 

CVCS-M  0.062 0.420 -0.089 0.214 

EICS 0.019 0.858 -0.192 0.231 

Note: All analyses presented were calculated using the pooled multiple imputed data. 
*Correlation is significant at the .05 level (2-tailed).  

These results suggest that the strength and size of the relationship between peer 

pressures and body areas satisfaction was influenced by the women’s level of self-

compassion. This may imply that self-compassion may act to reduce the impact of peer 

pressures, leading to feeling more satisfied with areas of their body. 

Together, 16.1% (adjusted R²=0.161) of the variance in BASS total scores was 

accounted for by peer pressures, self-compassion and the interaction between self-

compassion and peer pressures. The relationship between the predictors of family and media 

appearance pressures, cultural identity conflict and marital pressures, and the outcome of 

BASS, were not significantly moderated by self-compassion. 
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Chapter Six: Discussion 

 

This chapter will provide a summary of the key findings, exploring the influence of 

sociocultural factors on eating behaviour and body image in a sample of women with SA 

heritage. Findings will be situated within existing research and strengths and limitations will 

be noted. The chapter will conclude with a discussion of clinical implications and future 

research, to raise awareness of the importance of understanding SA women’s experiences of 

eating and body image in the UK.  

It is often assumed that a researcher utilising quantitative methods embodies a 

positivist lens, and that stances closer to social constructionism are incongruent with this 

method. As previously discussed, the researcher will be viewing the results and reflecting on 

them from a critical realist stance to dispel these misconceptions.  

6.1 Overview of Thesis Aim 

The main aim of this thesis was to gain a richer understanding of the impact of known 

sociocultural factors on eating behaviour and aspects of body image in women with SA 

heritage in the UK. Within this research field, samples are typically drawn from a White 

Western demographic, limiting the usefulness for People of the Global Majority. Hence, 

understanding of SA cultural pressures around marriage and the impact of cultural identity 

conflict are not widely considered in research or in health services. This is a preliminary 

study and, therefore, a cross-sectional design was chosen, using quantitative methods. This 

ensured study feasibility and generated a ‘snapshot’ view of a complex picture, for further 

exploration. 
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6.2 Summary of Thesis Results 

6.2.1 Effect on Eating Behaviour 

One of the main findings suggests that the greater SA women's experiences of cultural 

identity conflict, the higher the risk of them experiencing eating behaviour difficulties. This 

finding, though novel, is perhaps unsurprising given research suggesting that the competing 

beauty standards between SA and Western cultures impact on body image and eating 

behaviour (Doris et al., 2015; Goel et al., 2021; Kirschner, 2011; Nazir, 2016). The relatively 

small sample size of this thesis and significant outcome, further emphasises the strength of 

this relationship and the importance of this sociocultural factor in understanding eating 

behaviour.  

The mean age of the sample in this study was 29.5 years old, with just over half of the 

sample being from the second migration generation. It has been suggested by previous 

research by Smart et al. (2011), that there is an increased risk of cultural identity conflict 

among women in the second migration generation. This perhaps sheds light on how SA 

women, specifically those who are from second migration generation, may experience 

identity conflict due to the pressures from both the SA and Western cultures in relation to 

eating behaviour. However, this hypothesis may only relate to half of the sample, as just less 

than half were from the third, fourth and ‘unknown’ migration generation.  

Hypotheses in the research field propose that cultural identity conflict may stem from 

increased pressures around gender role expectations and a diminished sense of belonging and 

individual goals, leading to family conflict (Inman et al., 2001). It has been suggested that 

this conflict may be reinforced by first generation parents who enforce SA cultural values and 

beliefs, to maintain strong ties to their culture of origin and fear their children will lose this 
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part of their cultural identity (Segal, 1991). However, it is unclear if these factors influence 

the current sample. In addition, conflicting research indicates that cultural identity conflict 

can be experienced by individuals across all generations (Tsong & Smart, 2015). Therefore, it 

remains uncertain whether the presence of cultural identity conflict is specific to migration 

generation, as there has been no comparison research across generations. 

The findings in this thesis do not define the underlying mechanisms behind the 

relationship between cultural identity conflict and eating behaviour. However, inferences 

could be made when viewing the findings through a social identity theory lens, whereby 

individuals develop their understanding of themselves through their membership of social 

groups (Mcleod, 2023). If a woman with SA heritage is a member of multiple culturally 

diverse groups, their sense of self, belonging, purpose and self-worth may be questioned. 

Alongside, the pressures to meet SA cultural standards and role expectations (McCourt & 

Waller, 1996). The additional pressures within the dominant Western society in the UK often 

emphasises individualism and autonomy, leading to SA cultural values being viewed as 

restrictive and intrusive (Furnham & Shiekh, 1993). The conflicting pressures described 

above may then manifest in eating behaviour difficulties (Nazir, 2016).  

Additional hypotheses to understand the relationship between cultural identity conflict 

and eating behaviour have been suggested in the research. These include; the impact of 

distress associated with cultural identity conflict (Szabó & Ward, 2022), racialised teasing 

(Reddy & Crowther, 2007) and pressures to achieve competing thin body ideals (Goel et al., 

2021) which may also manifest in eating behaviour difficulties. Reinforcing this relationship 

further, positive ethnic identity has been found to be protective in reducing the risk of 

developing an eating disorder (Rodgers et al., 2018).   
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This result may be viewed with caution due to the presence of wide confidence 

intervals. This could indicate the need for a larger sample or that there is high variability 

within the sample. However, when the EICS measuring cultural identity conflict was added 

to the multiple regression model, the adjusted variance explained by the predictor variables 

increased from 4.9% to 25.2%. Suggesting that cultural identity conflict is a key factor 

leading to change in eating behaviour difficulties.  

In summary, this finding adds to the literature highlighting the importance of 

exploring factors that increase cultural identity conflict and influence the relationship with 

eating behaviour. This includes mapping differences across age and migration generation.  

6.2.2 Body Image: Overweight Preoccupation  

This thesis found that the greater SA women's experience of marriage pressures and 

pressures around weight and shape from the media, the higher the risk of experiencing 

overweight preoccupation. Preoccupation with weight and shape has also been found to 

increase the likelihood of developing eating behaviour difficulties (Calugi et al., 2018; Sharpe 

et al., 2018). 

Body image can be defined as the way someone relates to multiple aspects of their 

appearance, including weight, shape, facial features, hair and skin colour. The category of 

‘overweight preoccupation’ “assesses a construct reflecting fat anxiety, weight vigilance, 

dieting, and eating restraint” (Cash, 2000, p.1). When reflecting on existing research, the 

preoccupation both Western and SA communities have around weight and shape appear to 

manifest differently (Goel et al., 2021). Hence, it is important to explore what aspects of 

sociocultural influence impact on the relationship between overweight preoccupation and 

eating behaviour in women of SA heritage.  
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Marriage Pressures. The alliance of two families has been thought of as a valued 

aspect of the SA culture, resulting in the increased focus around marriage prospects as 

women move into adulthood (Prathikanti, 1997).  

The findings of this thesis complement those of existing research, which have found 

that SA communities often focus on being a ‘healthy’ weight, specifically in relation to being 

‘marriageable’ (Goel et al., 2021; Mishra et al., 2023). Marriage has been described as the 

‘core motivator’, whereby all weight and shape ideals associated with a SA woman are based 

(Goel, 2019). This may emphasise feelings of objectification and awareness of body 

surveillance by the community, linking to increased body image difficulties and dieting 

(Frederick et al., 2016; Goel et al., 2021). The majority of the current study sample of women 

were aged between 16 to 30 and single, this is suggestive of the ‘marriageable’ age where 

these pressures may be more prominent, compared to women who are older and married.  

Marriage pressures have also been found to impact eating behaviour difficulties and 

weight control strategies (Hoque, 2011), although this was not found in the current study. 

This may suggest that marriage pressures influence the preoccupation with being overweight 

but this does not impact on eating behaviour, within this sample. It could be hypothesised that 

preoccupation with weight is not a strong enough influence to result in eating behaviour 

difficulties. It could also be due to the value of accepting and sharing food within the 

community, which may buffer the relationship between body image and eating behaviour 

(Goel et al., 2021).  

Research has also suggested that the values and beliefs surrounding marriage in SA 

culture may increase when there is a sense of cultural identity conflict, as marriage may help 

to maintain the links to SA cultural heritage (Inman et al., 2001). This provides an example of 
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the complexity of the relationships between aspects of identity, sociocultural influences and 

the links to overweight preoccupation.  

The question remains as to whether overweight preoccupation due to marriage 

pressures, is associated with a ‘drive for thinness’ or a drive for a ‘healthy’ weight. Research 

has highlighted the differences in SA weight and shape values, describing being ‘too thin’ as 

undesirable (Goel et al., 2021). What does the ‘healthy’ SA ideal body look like? Research 

has suggested that this expectation is narrow, poorly defined and on a scale from too thin to 

overweight, with the ‘healthy’ ideal being somewhere along this spectrum (Goel, 2019). 

Perhaps meaning that the goal is relatively unknown and may result in a constant focus on 

weight and shape to prevent falling into the undesirable categories of ‘too thin’ or 

‘overweight’.  

How achievable is the ‘healthy’ ideal body? This is a key question to consider, if a 

woman manages to navigate what the ‘healthy’ ideal body looks like, is this a realistic and 

achievable weight to maintain without an impact on wellbeing? An external factor that may 

make this challenging is the cultural value of sharing and accepting food. Accepting food is 

often a form of respect in SA culture and women have described eating more than they feel 

comfortable eating, due to experiencing this pressure (Goel, 2019). In contrast to this 

message, commentary from the community around becoming ‘too big’ or ‘too fat’ have been 

described as prevalent (Goel, 2019; Goel et al., 2021), increasing vulnerability to body 

dissatisfaction and low self-esteem (Khasru, 2022). Alongside this is the conflicting and 

changing Western weight and shape ideals consisting of both the thin ideal (Culbert et al., 

2015) and athletic ideal (Robinson et al., 2017). 

It could be hypothesised that the above pressures may contribute to SA women’s 

experience of cultural identity conflict, due to the weight and shape goals they are exposed to 
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within society and their ability to achieve them. As described in the first finding of this thesis, 

increased cultural identity conflict may then increase the likelihood of eating behaviour 

difficulties.  

Media appearance pressures. This thesis found that increased media appearance 

pressures may lead to increased overweight preoccupation in women with SA heritage. This 

finding is consistent with research suggesting that social media is one of the main 

sociocultural influences on body image and eating behaviour over the past 20 years (Reddy & 

Crowther, 2007; Rounsefell et al., 2020). Research has suggested that this is due to the 

internalisation of weight and shape ideals, which may lead to self-objectification and low 

self-esteem (Khasru, 2022). There are multiple factors, in-line with objectification theory 

(Fredrickson & Roberts, 1997), that were found to increase SA women’s susceptibility to 

experiencing body dissatisfaction, following exposure to appearance-based media. These 

include, increased social comparison, belief that value of self comes from appearance, and 

low body esteem (Inman et al., 2016; Khasru, 2022). It is possible that these factors may 

influence the relationship between media appearance pressures and overweight preoccupation 

in this sample of SA women.  

Mechanisms influencing the relationship between media appearance pressures on 

overweight preoccupation have not been specifically identified in the current study. However, 

the observed relationship between media appearance pressures and overweight preoccupation 

in this study, supports the hypothesis that idealised bodies are internalised by watching visual 

appearance-based media (Khasru, 2022). It could be suggested that this type of visual 

exposure to idealised bodies is more persuasive and enduring than family and peer pressures 

around weight and shape.  
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It has been argued that social media may also promote a positive body image through 

offering content with a wider range of body types (Grogan, 2021). However, this continues to 

place value on weight and shape which may reinforce this preoccupation, regardless of the 

positive lens. This study did not ask participants the genre of media they consume, what 

dominant culture of media they follow or the frequency of their media usage. Thus, it is not 

possible to explore specific influential aspects of the media and its usage, that may impact on 

overweight preoccupation.  

A novel aspect of social media is the presence of algorithms, which rank content 

based on what the user is viewing and interacting with (Gabor, 2023). This will then 

consistently expose the user to their ‘preferred’ content to increase engagement. If this 

content includes idealised bodies, research has suggested that this may intensify the 

relationship between social media and body dissatisfaction (Harriger et al., 2022). Findings 

from a study of mostly ‘Asian’ women living in Australia, revealed that body positive content 

on social media was associated with higher body satisfaction, demonstrating the benefits of 

this genre of content (Stevens & Griffiths, 2020).  

There has been a recent call for researchers, policy makers and educators to consider 

the impact of modern social media on body image (Harriger et al., 2023). Harriger et al 

(2023) also highlighted the current bias in the research area, whereby the impact of social 

media has been predominately researched with young White women, resulting in a lack of 

understanding around the impact on People of the Global Majority. 

The multiple regression model explained around a quarter of the variance, accounted 

for by the predictors in all three models. This suggests that marriage and media appearance 

pressures are key factors influencing overweight preoccupation in women with SA heritage in 

the UK.  
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In summary, it is likely that the impact of marriage and media appearance pressures, 

result in overweight preoccupation in women with SA heritage in the UK. The mechanisms 

behind the relationship between these sociocultural predictors, overweight preoccupation and 

eating behaviour difficulties have been hypothesised, but remain unknown.  

6.2.3 Body Image: Body Areas Satisfaction  

The current study suggests that pressures from the media, family and peers, marriage 

pressures and cultural identity conflict have little impact on the dissatisfaction of different 

areas of the body in SA women. These findings suggest that sociocultural pressures do not 

influence overall appearance satisfaction. Previous research has suggested women with SA 

heritage feel dissatisfied with specific aspects of appearance, such as skin colour (Craddock 

et al., 2023) and weight (Goel et al., 2021). Therefore, it could be possible that certain aspects 

of appearance are influenced by different sociocultural factors. However, in the current study, 

the different areas of the body were not independently analysed in relation to the 

sociocultural influences.  

In addition, it is important to note that BMI was not controlled for in the analysis 

between sociocultural influences and body areas satisfaction. Research has suggested that SA 

children in the UK who are living in bigger bodies from a young age experience increased 

body dissatisfaction (Pallan et al., 2011). One explanation for this could be due to increased 

‘teasing’ due to being perceived by others as ‘overweight’ (Reddy & Crowther, 2007). 

However, the context that the women in this study have grown up in, the size and shape of 

their bodies and the frequency and nature of commentary they may have experienced is 

unknown. This lack of context impacts on our understanding of the realities of the women in 

this study, meaning the findings are to be interpreted with caution and are presented as 

generalised associations.   
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6.2.4 The Impact of Self-Compassion 

These results suggest that the strength and size of the relationship between peer 

pressures and body areas satisfaction was influenced by the women’s level of self-

compassion. This implies that self-compassion may help to moderate the impact of societal 

narratives around weight and shape from peers, leading to them feeling more satisfied with 

areas of their body. 

Appearance-based commentary from peers (positive or negative) has been shown to 

increase vulnerability to body dissatisfaction in women with SA heritage (Goel et al., 2021; 

Khasru, 2022). The research around peer pressures impacting on body image often suggests 

an aspect of ‘teasing’, which has been shown to impact on body dissatisfaction and eating 

attitudes (Reddy & Crowther, 2007). However, this finding is limited as Reddy and Crowther 

(2007) did not identify the nature and types of comments women were experiencing, or the 

heritage and gender of the peers sharing them. It is also unknown to what extent comments 

are internalised, what responses women have to them and what characteristics may be 

protective against positive or negative comments around weight and shape.  

The current study has found that self-compassion moderates the relationship between 

peer pressures and body satisfaction. To understand why this might be, proposed questions 

and hypotheses will be explored further.  

Do some SA women care less about what their peers think or say about them? The 

level of self-compassion they experience may help them to fend off pressures around weight 

and shape from peers, but perhaps not from family and the media. Does this suggest that 

family and media appearance pressures are more pervasive and more difficult to challenge 

despite their level of self-compassion? This finding may suggest that friends are often chosen 

and their attitudes can be ignored more easily than the influx of societal narratives and 



 82 

images on social media (Harriger et al., 2022) and the commentary and beliefs from family 

(Goel et al., 2021).  

It has been suggested that self-compassion may influence the relationship between 

body appreciation and body-related pressures (Homan & Tylka, 2015). Although this link has 

not been established in women with SA heritage in the UK. Exploring the idea that increased 

self-compassion helps resist the peer pressures around weight and shape is important in 

understanding how to promote positive body image in women with SA heritage.  

In addition, it is important to consider that this research did not individually explore 

the three dimensions of self-compassion proposed by the SCS scale, consisting of self-

kindness, common humanity and mindfulness (Neff, 2003a). It may be that differing aspects 

of self-compassion moderate the relationships between other sociocultural influences on body 

image and eating behaviour.  

6.2.5 Overall Summary of Thesis Results  

This thesis found that women with SA heritage living in the UK who experience 

cultural identity conflict, are more likely to experience eating behaviour difficulties. 

Alongside this, increased marriage and media appearance pressures, may increase the 

likelihood of women with SA heritage experiencing overweight preoccupation.  

In addition, this thesis found that self-compassion may help to moderate the impact of 

societal narratives around weight and shape from peers, leading to feeling more satisfied with 

areas of their body. 
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6.3 Researchers Reflective Position  

At the beginning of this thesis, the awareness of the researcher’s position was stated 

and actively considered at each stage of the research process. It is acknowledged that the 

results described above have been interpreted through the researcher’s lens based on their 

gender, ethnicity, age and class, amongst other characteristics. Hence, the perspective of the 

field supervisor for this thesis, an expert by experience, was sought to offer an informed view 

on the findings and interpretations. Their influence helped to shape ideas around the need for 

tailored culturally sensitive interventions for this population, alongside acknowledging the 

influence of public health campaigns.  

In noting my position and the ethical issues that arise from a White researcher 

researching the experiences of an ethnic group that they are not part of. I welcome the 

thoughts and perspectives of those this research hopes to support, to widen the sphere of 

understanding around this topic.  

6.4 Strengths of the Research  

To the knowledge of the author this is the first UK quantitative study to explore the 

impact of multiple evidence-based sociocultural influences, on body image and eating 

behaviour, moderated by self-compassion, in women with SA heritage.  

This thesis has helped to build on the foundations of the limited research in this field 

with a quantitative lens and will hopefully encourage in-depth future research to further 

explore the observed relationships. Additionally, it has highlighted the need for increased 

understanding around the potential mechanisms influencing body image and problematic 

eating in this group, to tailor more insightful and considered interventions, to support SA 

women in the UK.  
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A strength of the thesis was that it achieved a sample size that was large enough to 

satisfy the planned statistical analysis. The range of measures were able to capture the 

targeted constructs described in the research aims, based on past qualitative research. The 

multiple linear regression analysis was used to explore the relationships between the predictor 

and outcome variables. This method of analysis allowed for the predictors to be inputted in 

blocks, demonstrating the contribution each group of predictors made within the model. 

Therefore, the findings offer a more reliable indication of the strength of the relationships.   

Another strength of this thesis is the presence of a reflective stance within quantitative 

research. With an aim to encourage researchers to explore and state their position, to create 

more transparency and self-awareness. This level of reflexivity is expected within qualitative 

studies, but often disregarded in quantitative studies. Despite the researcher’s position 

influencing every aspect of the research process.  

This thesis has expanded on not only the methodology and findings in the research 

field, but also the need for transparency around researcher’s reflective position and 

epistemological stance in quantitative academic writing.  

6.5 Limitations of the Research  

There are various factors which influence the outcomes of studies, even when they are 

well designed. Therefore, the following issues can be considered when interpreting the 

findings. 

6.5.1 Design 

This thesis has prioritised the need to build on a foundational understanding, based on 

existing qualitative research using quantitative methods, with a sample of women with SA 

heritage in the UK. However, this study has a cross-sectional design analysing relationships 
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between variables. Therefore, a common criticism is that it considers a snap-shot view of 

someone’s experience and is unable to conclude on the stability of outcomes or causation.  

6.5.2 Participants and Recruitment  

Those recruited into the study were described as women with SA heritage and 

included anyone who identified as a woman. Due to the limited research in this area, it was 

felt most appropriate to build on the findings from qualitative research with women and not 

include males at this stage. However, it would be interesting to build upon this research to 

understand the experiences of males with SA heritage in the UK, in relation to weight and 

shape pressures. In addition, this thesis and the research field more generally, perpetuates the 

gender binaries represented in society and doesn’t account for those who were assigned 

female at birth who no longer identify as a female.  

Recruitment was optimised through the use of social media and University students. 

Community groups were contacted with the hope to collaborate on the development of the 

research and to expand recruitment opportunities. To help to increase the participation from 

community groups, relationships with varying organisations could have been developed over 

a longer period, with more discussions around the utility of the research and offers to support 

the services in an unrelated capacity.  

6.5.3 Methodology and Measures 

The researcher’s unconscious bias may inadvertently perpetuate stereotypical 

experiences of SA women due to creating hypotheses based on the current generalised 

literature and using this to partly structure the current study. This is a particular challenge due 

to the nature of quantitative methodology. This method can overgeneralise a group of women 
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with SA heritage, who encompass diverse experiences and differing intersections of class, 

sexuality, religion, geography and other individual characteristics.  

Although it would have been interesting to measure multiple sociocultural influences 

on body image and eating behaviour. This study chose to focus on fewer evidence-based 

variables, to establish a foundation of quantitative research to build on. Therefore, the 

external influences of racial discrimination and religion on body image and eating behaviour 

were not considered in this study. These are incredibly important factors which add to the 

context of a developing ED and of which this study was unable to consider. It is hoped that 

future research can incorporate these aspects into a broader picture and develop a better 

understanding of the role of these factors in relation to body image and eating behaviour.  

In addition, there are a multitude of influential factors that were not included in this 

study due to feasibility and the focus being on sociocultural influences. These may include 

personality traits such as perfectionism and impulsivity, neurological processes such as 

cognitive flexibility (Culbert et al., 2015), demographics such as social class and education 

and psychological distress (Cooper & Fairburn, 2011; Mason et al., 2019).  

The quantitative measures used have been selected due to being validated or used 

consistently with SA populations. However, many have been developed in the US and do not 

align with UK culture or the more recent cultural values and beliefs of second-generation 

women with SA heritage. An example of this is the CVCS, which was developed in the US 

and references American culture (Inman et al., 2001), hereby reducing its useability with UK 

populations.  

Validated quantitative measures only offer information based on what is asked in a 

numerical form, this limits the richness of the information and can mean important details are 

missed. For example, it is unknown what ethnic heritage the category of ‘peers’ have in the 
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SATAQ-4R and the nature of the comments, meaning this measure is unable to capture the 

presence of colourism, body discrimination or positive commentary amongst peers in SA 

ethnic groups. Alongside this, the validity of most online measures is questionable due to the 

priming effects of the titles, information in the PIS and the potential presence of social 

desirability. Although, it is hoped this was minimised with it being an anonymous survey.  

A broad criticism of social sciences research is the limits statistical models have 

within the academic and research context. For example, the method of multiple linear 

regression is not good at explaining the relationship of predictor variables to the outcome 

variable, if the relationships are not linear. Therefore, this analysis would not highlight if 

there were variables demonstrating a curved trend in the data. Multicollinearity is also a limit 

with this type of analysis, as highly correlated variables can result in high standard errors, 

meaning it was important in this study to obtain less intercorrelated data.  Despite these 

limitations, within this study multiple linear regression has been utilised to the best of its 

capacity in the current research context.  

6.5.4 Additional Sociocultural Influences 

The wider context of people’s lives is important to consider when interpreting these 

results. There will be many differing experiences impacting on eating behaviour and body 

image that have not been measured or considered in this research. The wider societal factors, 

often known as the exosystem in Bronfenbrenner’s ecological model, such as government 

policies and campaigns are important influences impacting on eating behaviour and body 

image (Bronfenbrenner, 2000).  

The National Health Service (NHS) campaigns promoting healthy living such as 

‘Better Health’ often demonise being ‘overweight’ and put the blame on the individual, rather 
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than considering the impact of external influences (Talbot & Branley-Bell, 2022; Theis & 

White, 2021). Campaigns of this kind reinforce weight stigma and have been shown to result 

in increased shame, which may result in eating behaviour difficulties and body dissatisfaction 

(Talbot & Branley-Bell, 2022).  It is also possible that during the pandemic, weight stigma 

and pressures to lose weight increased due to press coverage around obesity being a risk 

factor for COVID-19 (Brookes, 2022). Although it may be argued that COVID-19 increased 

focus on ‘race-related’ health disparities, which was a positive step towards tackling 

inequalities (Brookes, 2022).   

In addition, research had identified the increased risk of diabetes for people with SA 

heritage in the UK (Iqbal, 2023). Hence, it is wondered if the national targeting of this health 

concern in relation to being overweight and ‘cultural social stigma’ (Kumar et al., 2016), 

increases fear and shame, impacting on body image and eating behaviour?  

6.6 Implications for Eating Disorder Intervention  

This research reflects the conflicting experiences of SA women in the UK caught 

between two pervasive societal narratives around the ideal weight and shape. Alongside the 

additional pressures of ‘attractive’ and ‘marriageable’ to a potential partner. The findings of 

this thesis directly inform the accessibility of ED services, content of assessments, focus of 

interventions, role of a psychologist and directions for future research.  

6.6.1 Accessibility of NHS Eating Disorder Services  

Research has identified that seeking treatment for eating behaviour difficulties is 

challenging for women with SA heritage due to stigma, shame, issues with confidentiality 

and a lack of training and understanding of cultural competence in health care professionals 

(Nazir, 2016). A better understanding around the experiences of SA women in relation to 



 89 

their sociocultural context and the impact on body image and eating behaviour, could help to 

connect with communities to minimise stigma and shame and increase accessibility of 

services. Ultimately, this starts by expanding the research field to inform services and adapt 

training needs, acknowledge issues of confidentiality and work collaboratively with the 

communities they serve.  

Most important is the need for the recognition of differences in the presentation of an 

ED and manifestation of this amongst different ethnic groups in the UK (Hoque, 2011). There 

needs to be an increased focus on the validation and exploration of SA women’s experiences 

of the sociocultural influences impacting on body image and eating behaviour, to help to 

normalise these pressures and reduce the blame on the individual and feelings of shame.  

A recent study shared that ‘social stigma’, the fear of social ostracization, was another 

barrier in accessing ED services in the US for those with SA heritage (Goel et al., 2023). 

Recommendations were made suggesting the facilitation of intergenerational conversations 

around mental health, collaboration with SA communities to develop targeted health 

campaigns and develop training in culturally sensitive care (Goel et al., 2023). This research 

would help to inform these recommendations for UK ED services.  

6.6.2 Assessment of Sociocultural Influences, Body Image and Eating Behaviour 

The assessment of sociocultural influences, body image and eating behaviour is often 

based on a White Western perspective due to the biases in existing research. The need for 

culturally adapted measures has been highlighted, to address the inequality of 

underestimating EDs in marginalised groups and inform prevention and treatment programs 

(Alexander et al., 2024). The inclusion of such measures and acknowledgment of ethnic 

differences should be included in the assessment specifications as provided by the NICE 
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quality standards for EDs. It is hoped that by addressing this inequality within ED services, 

this will be reflected in the adaptation of eligibility criteria to include the diverse ways EDs 

can present. For example, adapting the use of BMI within the criteria, which discriminates 

against Black and Asian individuals (Halbeisen et al., 2022).  

6.6.3 Interventions for Body Dissatisfaction and Eating Behaviour Difficulties  

Past research has often offered recommendations for addressing ED treatment with 

People of the Global Majority within the US (Acle et al., 2021). These recommendations 

include; using and developing culturally sensitive interventions, identifying barriers to 

treatment, exploring culturally contextual factors, explore ethnic identity and acculturation 

and involve family/social supports in treatment (Acle et al., 2021). All of these themes align 

with the findings presented in this study, reinforcing the need for increased focus on SA 

women’s conflicting cultural context and adapting treatment to their needs. Interventions are 

not only offered by the NHS, but also through community and voluntary services, research 

grants and schools. The current focus is on both prevention and intervention, to consider the 

impact of the sociocultural context in childhood and how the implementation of education 

around weight stigma, positive body-image perspectives, social media awareness and family 

work may help to buffer the influence on body image and eating behaviour.  

This thesis offers some thoughts around intervention when considering psychological 

input into services or community spaces offering support to those with body dissatisfaction or 

eating behaviour difficulties. Firstly, the thesis findings would recommend interventions 

around self-compassion, in managing the impact of societal pressures on weight and shape in 

the UK. Despite the NICE recommended model of therapy being Cognitive Behaviour 

Therapy (CBT) to treat eating disorders (NICE, 2017), the use of Compassion Focus Therapy 

(CFT) has increasingly been suggested as an alternative model (Goss & Allan, 2012; Steindl 
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et al., 2017). Alongside other models such as Dialectical Behavioural Therapy (DBT) that 

require more research to understand efficacy (Bankoff et al., 2012). However, the use of 

compassion-based interventions in relation to eating behaviour difficulties with SA 

communities in the UK have not been documented in the literature.  

Alongside this, interventions that include the system around the individual would be 

indicated due to the recognition of the importance of family and community, in relation to the 

presence of cultural identity conflict and marital pressures. Past research has offered guidance 

in encouraging family support for someone suffering from an eating disorder, as the lack of 

acceptance from family can feel very isolating (Hoque, 2011). Systemic interventions would 

welcome the participation of anyone of importance in the person’s life, to understand their 

meaning making of body image and eating behaviour and what aspects of society might 

impact on this. The current findings emphasise the importance of recognising cultural values 

and beliefs in the SA community, how family might work together to understand and reduce 

the impact of marriage pressures and explore cultural identity conflict.  

Research has discussed the advances in family-based treatment, the adaptation to 

family needs and efficacy of these interventions with individuals with AN and BN (Gorrell et 

al., 2019; Lock & Le Grange, 2019). However, there was no mention of the use of these 

intervention with individuals and families of different ethnic groups. There is an obvious gap 

in the research field exploring the benefits of family interventions for those with SA heritage, 

specifically in the UK. Useful recommendations have been suggested from a rare study 

considering the use of family-based interventions for engaging SA families in the US 

(Sharma et al., 2020). Despite this study not specifically discussing family intervention in the 

context of an ED, there are potential implications. One suggestion is to facilitate the 

navigation of a middle path to help to culturally integrate the individual’s sense of self. It is 
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hoped this work would lead to reduced parental guilt, increased parental empathy and 

understanding, and independent empathetic communication in the family (Sharma et al., 

2020).  

However, earlier research has suggested that a more ‘psychoeducational’ approach is 

seen as more suitable due to research suggesting a reluctance to participate in psychological 

‘treatment’ for fear of bringing shame to the family (Kempa & Thomas, 2000). The 

implications for this gap in research are that services lack evidence and understanding in 

working with individuals and families with SA heritage, resulting in the inequality of 

interventions offered. 

6.6.4 The Role of Clinical Psychologists  

In 2021 the British Psychological Society published guidelines for Clinical 

Psychologists working in ED services (BPS, 2021). The responsibilities described include 

direct therapy skills with individuals, in group and with families, teaching and training, 

service development, supervision, clinical leadership, evaluation and research. Clinical 

Psychologists should consider distinct approaches to working with cultural identity conflict. 

Research has suggested psychological work around developing the self-concept, self-esteem 

and psychological wellbeing (Rahim et al., 2021). However, there is very little research 

sharing the efficacy of such interventions.  

These guidelines also advise on specific competencies essential for those working into 

ED services, one of which described “understanding the influences of diversity in the 

development and maintenance of eating disorders”. It is important that Clinical Psychologists 

use their role to develop their understanding around the experiences and needs of women 

with SA heritage in the UK struggling with eating behaviour difficulties, and disseminate this 
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at an organisational, community and societal level to reduce current inequalities. An example 

of could be by developing and circulating relevant resources for the population as a whole, 

via social media and to appropriate nationwide services.  

6.7 Future Research Directions 

Research uncovering the inequalities experienced by People of the Global Majority, 

has argued for more proactive diversity-orientated research (Halbeisen et al., 2022). The 

focus of recent research with People of the Global Majority has been on understanding ED 

presentations, sociocultural influences on body image and eating behaviour and validating 

culturally appropriate measures. Most qualitative studies have explored the experiences of 

women with SA heritage in relation to the impact of sociocultural influences on body image 

and eating behaviour (Goel et al., 2021; Javier & Belgrave, 2019; Mishra et al., 2023). 

However, there is a lack of research testing these findings with larger samples using 

quantitative methods in the UK.  

This thesis aimed to investigate hypotheses around the experiences of a community 

sample, to build on the awareness of the contributing factors leading to body dissatisfaction 

and eating behaviour difficulties in women with SA heritage in the UK. The design of this 

study has allowed for the gathering of a breadth of SA women’s experiences. However, it is 

noted that the unique experiences contributing to the women’s feelings about themselves, 

others and the world can get lost. Therefore, it is hoped that this research will add to the 

picture of the experiences of the SA women in the UK, to guide further research and inform 

nationwide healthcare services.  

The experiences of racial discrimination, ‘teasing’ and religion have been mentioned 

in this thesis as key factors to further explore to better understand the impact on body image 

and eating behaviour for women with SA heritage. Alongside the need for increased 
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exploration of sociocultural factors, it is also important to understand the differences based on 

migration generation and age within the SA population. The role of protective sociocultural 

influences should be considered in future research, as these influences are key in 

understanding what may protect women with SA heritage against eating behaviour 

difficulties, including religion and ethnic identity (Castle et al., 2011; Inman et al., 2016).  

An important future focus would be to expand on the understanding of changing 

beauty ideals, e.g., thin ideal and muscular ideal, and the impact these conflicting beauty 

standards have on women with SA heritage. Due to the changing nature of these ideals, it is 

crucial that research continues to review these changes to inform services supporting 

individuals with an ED.   

Lastly, future research should consider the impact of weight stigma in society and 

government and NHS campaigns focussing on individualised responsibility for weight loss, 

on women with SA heritage in the UK.  

6.8 Overall Conclusions of the Thesis 

In conclusion, the findings from this thesis build on the themes presented in existing 

research around sociocultural influences, impacting on body image and eating behaviour in 

women with SA heritage. This study found that those in the sample who experience cultural 

identity conflict were more likely to experience eating behaviour difficulties. Those who 

experience marriage and media appearance pressures also have an increased likelihood of 

experiencing overweight preoccupation. This study also chose to explore the protective factor 

of self-compassion and found that this may help to moderate the impact of societal narratives 

around weight and shape from peers, leading to feeling more satisfied with areas of their 

body. 
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This novel research underscores the imperative for more extensive studies and offers 

important recommendations for future exploration. It presents significant implications for 

clinical practice, guiding professionals, services, organisations, and researchers to holistically 

address mental health inequalities among women with SA heritage in the UK. 
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Appendices 

Appendix 1. Search Strategy Matrix and Results 

  
 women  
 female* 
 girl*  

Search 
No. 

South asian,  
asian, 

 

Women,  
female*, 
girl*,  
 
 

 
 

Eating disorder*, 
disordered eating,  
eating pathology, 
eating psychopathology, 
dietary restraint, 
eating behaviour, 
eating, 
eating symptoms,  
eating symptomatology, 
problematic eating 

 
 

Body image,  
body dissatisfaction,  
weight consciousness,  
eating disturbance,  
body satisfaction,  
body ambivalence, 
self-image,  
appearance,  

 

Sociocultural, 
Discourse, 
Narratives,  
Attitudes,  
influence*, 
Culture,  
Perspective,  
Values,  
Beliefs, 
Stigma,  
Stigmatisation,  
Stigmatization, 
 

 

Media,  
Online,  
Internet, 
Fitspiration,  
peer*, 
Teasing,  
Bullying,  
racial teasing,  
Family, 
parent*, 
generation*, 

 

Self compassion, 
self-compassion,  
Compassion, 
self-kindness,  
self-compassionate,  
self-warmth, 

 

cultural conflict,  

cultural values,  
cultural identity,  
Acculturation,  

Identity,  
cultural beliefs, 
Marriage,  

Marital, 

  

1.  X X X X     

2.  X X  X X X   

3.  X X X  X X   

4.  X X  X   X  

5.  X X X    X  

6.  X X     X  
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Research terms used for the scoping review, each ‘,’ indicates the use of “OR”, meaning any of those truncated keywords is enough for 
eligibility. The asterisk is used to include any words that begin with this word. Each search number includes multiple groups of truncated 
research terms the groups highlighted in the table were searched by using the ‘AND’ function to ensure results included one of the terms within 
each group.  

7.  X X  X    X 

8.  X X X     X 

9.  X      X  

Search No.  Number of 
papers   

Number excluded (duplicates, not 
relevant population)  

Total number of 
papers  

1. 67  Duplicates = 44,  
Not SA pop (East Asian) = 2  

21 

2. 14 Duplicates = 10,  
Not SA pop (Chinese) = 2 

2 

3. 9 Duplicates = 7 2 
4. 0 N/A 0 
5. 0 N/A 0 
6.  0 N/A 0 
7. 15 Duplicates = 7  8 
8. 18 Duplicates = 8 10 
9. 29 Duplicates = 10 

Not SA pop (East Asian, Asian 
Pacific Islander American) = 2 

17 

  Total number of papers:  60 
  Total minus total duplicates:  50 
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Appendix 3. Outcome Measures  

Demographics  

Age _____________ 
 
Please tick the box of the answer 
that applies to you.   

 

Ethnic Group Heritage: Pakistani 
Bangladeshi 
Indian  
Nepalese 
Maldivian 
Sri Lankan 
Mixed heritage, please describe…….  
Other Asian heritage, please describe…..  
 

Marital Status: Single 
Married 
Civil Partnership 
Widowed 
Divorced 
Separated  
 
 

SA Migrant Generation: First 
Second 
Third  

 
Sociocultural Attitudes Towards Appearance Questionnaire – 4R (SATAQ-4R) 
 
Directions: Please read each of the following items carefully and indicate the number that 
best reflects your agreement with the statement. 
 

 
No. 

 
Item. 

Definitely 
Disagree 

Mostly 
Disagree 

Neither 
Agree 
Nor 

Disagree 

Mostly 
Agree 

Definitely 
Agree 

1 It is important for me to 
look muscular  

1 2 3 4 5 

2 It is important for me to 
look good in the clothes 
I wear 

1 2 3 4 5 

3 I want my body to look 
very thin 

1 2 3 4 5 

4 I think a lot about 
looking muscular  

1 2 3 4 5 

5 I think a lot about my 
appearance 

1 2 3 4 5 
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6 I think a lot about 
looking thin 

1 2 3 4 5 

7 I want to be good 
looking 

1 2 3 4 5 

8 I want my body to look 
muscular 

1 2 3 4 5 

9 I don't really think much 
about my appearance 

5 4 3 2 1 

10 I don't want my body to 
look muscular 

5 4 3 2 1 

11 I want my body to look 
very lean 

1 2 3 4 5 

12 It is important to me to 
be attractive 

1 2 3 4 5 

13 I think a lot about having 
very little body fat 

1 2 3 4 5 

14 I don't think much about 
how I look 

5 4 3 2 1 

15 I would like to have a 
body that looks very 
muscular 

1 2 3 4 5 

16 I feel pressure from 
family members to look 
thinner 

1 2 3 4 5 

17 I feel pressure from 
family members to 
improve my appearance. 

1 2 3 4 5 

18 Family members 
encouraged me to 
decrease my level of 
body fat  

1 2 3 4 5 

19 Family members 
encourage me to get in 
better shape 

1 2 3 4 5 

20 My peers encourage me 
to get thinner. 

1 2 3 4 5 

21 I feel pressure from my 
peers to improve my 
appearance  

1 2 3 4 5 

22 I feel pressure from my 
peers to look in better 
shape. 

1 2 3 4 5 

23 I get pressure from my 
peers to decrease my 
level of body fat. 

1 2 3 4 5 

24 Significant others 
encourage me to get 
thinner. 

1 2 3 4 5 
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25 I feel pressure from 
significant others to 
improve my appearance. 

1 2 3 4 5 

26 I feel pressure from 
significant others to look 
in better shape. 

1 2 3 4 5 

27 I get pressure from 
significant others to 
decrease my level of 
body fat. 

1 2 3 4 5 

28 I feel pressure from the 
media to look in better 
shape. 

1 2 3 4 5 

29 I feel pressure from the 
media to look thinner. 

1 2 3 4 5 

31 I feel pressure from the 
media to improve my 
appearance. 

1 2 3 4 5 

31 I feel pressure from the 
media to decrease my 
level of body fat. 

1 2 3 4 5 

 
Ethno-Cultural Identity Conflict Scale (EICS) 

Directions: Please read each of the following items carefully and indicate the number that 
best reflects your agreement with the statement. 

 
No. 

 
Item. 

Strongly 
Agree 

Somewhat 
Agree 

Neither 
Agree nor 
Disagree 

Somewhat 
Disagree 

Strongly 
Disagree 

1 No matter what the 
circumstances are, I 
have a clear sense of 
who I am 

5 4 3 2 1 

2 I have difficulties 
fitting into the wider 
society because of my 
cultural background 

1 2 3 4 5 

3 In general, I do not 
think that people from 
my ethnic group know 
the real me. 

1 2 3 4 5 

4 I sometimes do not 
know where I belong 

1 2 3 4 5 

5 I am an outsider in 
both my own ethnic 
group and the wider 
society 

1 2 3 4 5 

6 Because of my 
cultural heritage, I 

1 2 3 4 5 
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sometimes wonder 
who I really am 

7 I experience conflict 
over my identity 

1 2 3 4 5 

8 I find it impossible to 
be part of both my 
cultural group and the 
wider society 

1 2 3 4 5 

9 I am uncertain about 
my values and beliefs 

1 2 3 4 5 

10 I have serious 
concerns about my 
identity 

1 2 3 4 5 

11 People tend to see me 
as I see myself 

5 4 3 2 1 

12 I do not know what 
culture I belong to 

1 2 3 4 5 

13 I find it hard to 
maintain my cultural 
identity 

1 2 3 4 5 

14 I sometimes question 
my cultural identity 

1 2 3 4 5 

15 I am confused about 
the different demands 
placed on me by my 
family and other 
people 

1 2 3 4 5 

16 Sometimes I do not 
know myself 

1 2 3 4 5 

17 I find it easy to 
maintain my 
traditional culture and 
to be part of the larger 
society 

5 4 3 2 1 

18 I feel confident 
moving between 
cultures 

5 4 3 2 1 

19 I have difficulties 
fitting in with 
members of my ethnic 
group.  

1 2 3 4 5 

20 I am sometimes 
confused about who I 
really am 

1 2 3 4 5 

 

Cultural Value Conflict Scale (Marriage Subscale) (CVCS-M) 

If you are already married or in a civil partnership, please answer this question based on how 
you felt prior to this time.  
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Directions: Please read each of the following items carefully and indicate the number that 
best reflects your agreement with the statement.  
 
 
No. 

 
Item.  

Strongly 
Agree 

Somewhat 
Agree 

Neither 
Agree 
nor 
Disagree 

Somewhat 
Disagree 

Strongly 
Disagree 

1 I experience anxiety at 
the thought of having an 
arranged marriage  
 

1 2 3 4 5 

2 I struggle with the value 
attached to needing to be 
married by age 25.  
 

1 2 3 4 5 

3 I struggle with the 
pressure to be married 
and the lack of option to 
remain single within my 
own culture.   

1 2 3 4 5 

 
Multidimensional Body Self Relations Questionnaire–Appearance Scales (MBSRQ–AS).  
 
Directions: Please read each of the following items carefully and indicate the number that 
best reflects your agreement with the statement. 
  
No. Item. Definitely 

Disagree 
Mostly 
Disagree 

Neither Agree 
nor Disagree 

Mostly 
Agree 

Definitely 
Agree 

1 Before going out in 
public, I always 
notice how I look 

1 2 3 4 5 

2 I am careful to buy 
clothes that will 
make me look my 
best 

1 2 3 4 5 

3 My body is sexually 
appealing 

1 2 3 4 5 

4 I constantly worrying 
worry about being or 
becoming fat 

1 2 3 4 5 

5 I like my looks just 
the way they are 

1 2 3 4 5 

6 I check my 
appearance in a 
mirror whenever I 
can 

1 2 3 4 5 

7 Before going out, I 
usually spend a lot of 
time getting ready 

1 2 3 4 5 
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8 I am very conscious 
of even small 
changes in my 
weight 

1 2 3 4 5 

9 Most people would 
consider me good-
looking 

1 2 3 4 5 

10 It is important that I 
always look good 

1 2 3 4 5 

11 I use few grooming 
products 

5 4 3 2 1 

12 I like the way I look 
without clothes on 

1 2 3 4 5 

13 I am self-conscious 
if my grooming isn’t 
right. 

1 2 3 4 5 

14 I usually wear 
whatever is handy 
without caring how it 
looks 

5 4 3 2 1 

15 I like the way my 
clothes fit me 

1 2 3 4 5 

16 I don’t care what 
people think about 
my appearance 

5 4 3 2 1 

17 I take special care 
with my hair 
grooming 

1 2 3 4 5 

18 I dislike my 
physique 

5 4 3 2 1 

19 I am physically 
unattractive 

5 4 3 2 1 

20 I never think about 
my appearance 

5 4 3 2 1 

21 I am always trying to 
improve my physical 
appearance 

1 2 3 4 5 

22 I am on a weight-loss 
diet 

1 2 3 4 5 

  
Please indicate how dissatisfied or satisfied you are with each of the following areas or 
aspects of your body: 
 

 
No. 

 
Item.  

Very 
Dissatisfied 

Mostly 
Dissatisfied 

Neither Satisfied 
nor Dissatisfied 

Mostly 
Satisfied 

Very 
Satisfied 

23 Face (facial features, 
complexion) 

1 2 3 4 5 

24 Hair (colour, 
thickness, texture) 

1 2 3 4 5 
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25 Lower torso 
(buttocks, hips, 
thighs, legs) 

1 2 3 4 5 

26 Mid torso (waist, 
stomach) 

1 2 3 4 5 

27 Upper torso (chest or 
breasts, shoulders, 
arms) 

1 2 3 4 5 

28 Muscle tone 1 2 3 4 5 
29 Weight 1 2 3 4 5 
30 Height 1 2 3 4 5 
31 Overall appearance 1 2 3 4 5 
32 I have tried to lose 

weight by fasting or 
going on crash diets 

Never Rarely Sometimes Often Very often 

33 I think I am… Very 
underweight 

Somewhat 
underweight 

Normal weight Somew
hat 

overwei
ght 

Very 
overweigh

t 

34 From looking at me, 
most people would 
think I am… 

Very 
underweight 

Somewhat 
underweight 

Normal weight Somew
hat 

overwei
ght 

Very 
overweigh

t 

 
Self-compassion Scale (SCS) 
Please read each statement carefully before answering. Indicate how often you behave in 
the stated manner, using the following scale:  
Item.  Almos

t never 
   Almost 

Always 
1. I’m disapproving and judgmental 

about my own flaws and 
inadequacies. 

5 4 3 2 1 

2. When I’m feeling down, I tend to 
obsess and fixate on everything 
that’s wrong. 

5 4 3 2 1 

3. When things are going badly for 
me, I see the difficulties as part of 
life that everyone goes through. 

1 2 3 4 5 

4. When I think about my 
inadequacies, it tends to make me 
feel more separate and cut off from 
the rest of the world.  

5 4 3 2 1 

5. I try to be loving towards myself 
when I’m feeling emotional pain. 

1 2 3 4 5 

6. When I fail at something important 
to me, I become consumed by 
feelings of inadequacy.  

5 4 3 2 1 

7. When I'm down and out, I remind 
myself that there are lots of other 

1 2 3 4 5 
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people in the world feeling like I 
am 

8. When times are really difficult, I 
tend to be tough on myself.  

5 4 3 2 1 

9. When something upsets me I try to 
keep my emotions in balance.  

1 2 3 4 5 

10. When I feel inadequate in some 
way, I try to remind myself that 
feelings of inadequacy are shared 
by most people.  

1 2 3 4 5 

11. I’m intolerant and impatient 
towards those aspects of my 
personality I don't like. 

5 4 3 2 1 

12. When I’m going through a very 
hard time, I give myself the caring 
and tenderness I need.  

1 2 3 4 5 

13. When I’m feeling down, I tend to 
feel like most other people are 
probably happier than I am.  

5 4 3 2 1 

14. When something painful happens, 
I try to take a balanced view of the 
situation. 

1 2 3 4 5 

15. I try to see my failings as part of 
the human condition.  

1 2 3 4 5 

16. When I see aspects of myself that I 
don’t like, I get down on myself. 

5 4 3 2 1 

17. When I fail at something important 
to me, I try to keep things in 
perspective. 

1 2 3 4 5 

18. When I’m really struggling, I tend 
to feel like other people must be 
having an easier time of it.  

5 4 3 2 1 

19. I’m kind to myself when I’m 
experiencing suffering.  

1 2 3 4 5 

20. When something upsets me, I get 
carried away with my feelings. 

5 4 3 2 1 

21. I can be a bit cold-hearted towards 
myself when I'm experiencing 
suffering. 

5 4 3 2 1 

22. When I'm feeling down, I try to 
approach my feelings with 
curiosity and openness. 

1 2 3 4 5 

23. I’m tolerant of my own flaws and 
inadequacies 

1 2 3 4 5 

24. When something painful happens, 
I tend to blow the incident out of 
proportion. 

5 4 3 2 1 
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25. When I fail at something that's 
important to me, I tend to feel 
alone in my failure. 

5 4 3 2 1 

26. I try to be understanding and 
patient towards those aspects of 
my personality I don't like. 

1 2 3 4 5 

 
Eating Attitudes Test – 26 (EAT-26) 
Instructions: This is a screening measure to help you determine whether you might have an 
eating disorder that needs professional attention. This screening measure is not designed to 
make a diagnosis of an eating disorder or take the place of a professional consultation. 
Please fill out the form below as accurately, honestly and completely as possible. There are 
no right or wrong answers.  

Check a response for each of the 
following statements:  Always: Usually: Often: Some 

times: Rarely: Never: 

1. I am terrified about being 
overweight.  3 2 1 0 0 0 

2. I avoid eating when I am 
hungry.  3 2 1 0 0 0 

3. I find myself preoccupied with 
food.  3 2 1 0 0 0 

4. 
I have gone on eating binges 
where I feel that I may not be 
able to stop.  

3 2 1 0 0 0 

5. I cut my food into small pieces.  3 2 1 0 0 0 

6. I am aware of the calorie content 
of foods that I eat.  3 2 1 0 0 0 

7. 
I particularly avoid food with a 
high carbohydrate content (i.e. 
bread, rice, potatoes, etc.)  

3 2 1 0 0 0 

8. I feel that others would prefer if I 
ate more.  3 2 1 0 0 0 

9. I vomit after I have eaten.  3 2 1 0 0 0 

10. I feel extremely guilty after 
eating.  3 2 1 0 0 0 

11. I am occupied with a desire to be 
thinner.  3 2 1 0 0 0 

12. I think about burning up calories 
when I exercise.  3 2 1 0 0 0 

13. Other people think that I am too 
thin.  3 2 1 0 0 0 
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14. 
I am preoccupied with the 
thought of having fat on my 
body.  

3 2 1 0 0 0 

15. I take longer than others to eat 
my meals.  3 2 1 0 0 0 

16. I avoid foods with sugar in 
them.  3 2 1 0 0 0 

17. I eat diet foods.  3 2 1 0 0 0 
18. I feel that food controls my life.  3 2 1 0 0 0 

19. I display self-control around 
food.  3 2 1 0 0 0 

20. I feel that others pressure me to 
eat.  3 2 1 0 0 0 

21. I give too much time and thought 
to food.  3 2 1 0 0 0 

22. I feel uncomfortable after eating 
sweets.  3 2 1 0 0 0 

23. I engage in dieting behaviour.  3 2 1 0 0 0 
24. I like my stomach to be empty.  3 2 1 0 0 0 

25. I have the impulse to vomit after 
meals.  3 2 1 0 0 0 

26. I enjoy trying new rich foods.  3 2 1 0 0 0 
          

In the past 6 months have you:   Never 
Once a 
month 
or less 

2-3 
times 

a 
month 

Once 
a 

week 

2-6 
times a 
week 

Once 
a day 

or 
more 

A. 
Gone on eating binges where you 
feel that you may not be able to 
stop?*  

0 0 1 1 1 1 

B. 
Ever made yourself sick 
(vomited) to control your weight 
or shape?  

0 1 1 1 1 1 

C. 
Ever used laxatives, diet pills or 
diuretics (water pills) to control 
your weight or shape?  

0 1 1 1 1 1 

D. 
Exercised more than 60 minutes 
a day to lose or to control your 
weight?  

0 0 0 0 1 1 

E. Lost 20 pounds or more in the 
past 6 months  1 YES 0 NO 
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F. Have you ever been treated for 
an eating disorder?  YES NO 

 
 

Appendix 4. Participant Information Sheet  

Participant Information Sheet 

 
The impact of sociocultural weight and shape values on body image, eating behaviours 

and self-compassion in women of South Asian heritage 
 
 
Thank you for considering to take part in this research project. Before you decide, it is 
important for you to understand why the research is being done and what it will involve. 
Please take time to read the following information carefully and discuss it with others if you 
wish. Please email the lead investigator, Beth (umbp@leeds.ac.uk) if there is anything that is 
not clear or if you would like more information. Take your time to decide whether or not you 
wish to take part. 
 
What is the purpose of the project? 
The aim of the study is to explore what factors might influence body image and eating 
behaviour in women with South Asian heritage. The study will also consider whether self-
compassion is helpful in reducing the chance of experiencing difficulties with body 
dissatisfaction and eating behaviour difficulties  
 
To participant in this study, you will be asked to complete one survey of six questionnaires at 
a time that is convenient for you. You will not be asked to participate in any further research 
following the completion of the survey.   
 
Why have I been chosen? 
We are looking to recruit over 100 participants who are over 16 years of age and are a 
woman with South Asian heritage.   

 
Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to take part you will be 
given this information sheet to keep (and be asked to sign a consent form) and you can still 
withdraw at any time without it affecting any benefits that you are entitled to in any way. You 
do not have to give a reason. 
 
What do I have to do?/ What will happen to me if I take part? 
You will be asked to complete one online questionnaire consisting of multiple choice 
questions which will take around 30 minutes to complete. If you are unable to access the 
online survey, please email umbp@leeds.ac.uk and this can be sent to you in the post with a 
return envelope.  
 
What are the possible disadvantages and risks of taking part? 
There are no foreseeable disadvantages to taking part. However, due to the nature of the 
questionnaires there is a chance they could bring up difficult feelings. At which point you are 

mailto:umbp@leeds.ac.uk
mailto:umbp@leeds.ac.uk
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free to withdraw from completing the survey at any time and there are support resources 
available at the end of the survey.  
 
What are the possible benefits of taking part? 
Following the completion of the survey you will be entered into a prize draw to win one of 
several £30 Love2Shop voucher! Alongside this, you will be helping to bridge a gap in the 
research understanding what factors influence difficulties with body image and eating 
behaviour in women with South Asian heritage. This study aims to better inform prevention 
and intervention strategies within communities and services.    
 
Use, dissemination and storage of research data 
The information from the completed survey will be used anonymously within the research 
data analysis, once the data has been used for analysis purposes, it will be deleted. This study 
will be completed with the view for future publishing.  
 
What will happen to my personal information? 
Participants will be asked to provide their email address in order to be entered into the prize 
draw, this is optional and you do not need to provide this information if you do not wish to be 
entered into the draw. Your email address will be the only partially identifiable information 
that will be held, it will be kept securely and will not be shared with anyone outside of the 
research team or used for any other purposes but this study. This data will be deleted 
following the completion of the research project.   
 
What will happen to the results of the research project?  
All the contact information that we collect about you during the course of the research will be 
kept strictly confidential and will be stored separately from the research data.  We will take 
steps wherever possible to anonymise the research data so that you will not be identified in 
any reports or publications.  
A publication of this research study aims to be disseminated in 2024 and a copy can be sent 
to your email address if you have requested this in your survey response.  
 
Who is organising/ funding the research? 
This research is conducted as part of a Doctorate in Clinical Psychology and is funded by the 
School of Medicine at the University of Leeds.  
 

Contact for further information 
Lead Investigator: Beth Pearson  

Email: umbp@leeds.ac.uk Supervised by: Dr Fiona Trew  
 

Thank you for taking the time to read this information sheet and we are grateful for 
your participation! 

 
 

mailto:umbp@leeds.ac.uk
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Appendix 5. Participant Consent Form 
 

 
Consent to take part in: 

The impact of sociocultural weight and shape values on body image, eating 
behaviours and self-compassion in women with South Asian heritage 

Add your 
initials 

next to the 
statement 

if you 
agree 

I confirm that I have read and understand the information sheet explaining 
the above research project and can contact Beth Pearson (Principal 
Investigator) with any questions on umbp@leeds.ac.uk.  

 

I understand that my participation is voluntary and that I am free to withdraw 
at any time by exiting the webpage. In addition, should I not wish to answer 
any particular question or questions, I am free to decline.   
 
I understand that once I have clicked ‘finish’ I will no longer be able to 
withdraw my anonymous data.  

 

I understand that members of the research team may have access to my 
anonymised responses and that my email address will only be used if I have 
chosen to be entered into the prize draw to will a £30 amazon voucher. I 
understand that my name will not be linked with the research materials, and I 
will not be identified or identifiable in the report or reports that result from 
the research.  
 
I understand that my responses will be kept strictly confidential.   

 

I understand that the data I provide will be stored on the secure University of 
Leeds OneDrive.   

I understand that relevant sections of the data collected during the study, may 
be looked at by individuals from the University of Leeds or from regulatory 
authorities where it is relevant to my taking part in this research.  

 

I agree to take part in the above research project and if I have entered into the 
prize draw I will inform the lead researcher should my email address change.  

mailto:umbp@leeds.ac.uk
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Appendix 6. Poster Advertisement  
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Appendix 8. LinkedIn Recruitment Advertisement  

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 9. Order of Measures in Online Survey 

 

Ethno-
cultural 
Identity 
Conflict 

Scale 
(EICS) 

Cultural 
Values 

Conflict 
Scale -

Marriage 
(CVCS-M)

Self-
Compas

sion 
Scale 
(SCS)

Sociocultural 
Attitudes 
Towards 

Appearance 
Questionnair
e - 4 Revised 
(SATAQ-4R)

Multidimensional 
Body Self 
Relations 

Questionnaire -
Appearance Scale 

(MBSRQ-AS)

Eating 
Attitudes 
Test- 26 
(EAT-26)
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Appendix 10. Normality Histogram Plots  
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Appendix 11. Correlation Matrix of Predictors and Outcome Measures.  

 SATAQ-M SATAQ-F SATAQ-P CVCS-M EICS EAT-26 OP BASS SCS 

SATAQ-M - 0.425** 0.145 0.120 -0.177 0.017 0.377** -0.134 0.416** 

SATAQ-F 0.452** - 0.506** 0.325** -0.323** 0.148 0.457** -0.222* -0.402** 

SATAQ-P 0.145 0.506** - 0.066 -0.292** 0.166 0.203 -0.167 -0.115 

CVCS-M 0.120 0.325** 0.066 - -0.390** 0.250* 0.346** -0.264* -0.282** 

EICS -0.177 -0.323** -0.292** -0.390** - -0.522 -0.222* 0.273** 0.481** 

EAT-26 0.011 0.139 0.181* 0.252** -0.530** - 0.337** -0.500** -0.220* 

OP 0.393** 0.450** 0.198* 0.346** -0.225* 0.333** - -0.222* -0.406** 

BASS -0.134 -0.222* -0.167 -0.264* 0.273** -0.507** -0.222* - 0.355** 

SCS -0.416** -0.402** -0.115 -0.282** 0.481** -0.224* -0.405** 0.355** - 

Note: Analysis is based on pooled imputed data.  
*Correlation is significant at the .05 level (2-tailed) 
**Correlation is significant at the .01 level (2-tailed) 

 
 


