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                                                 ABSTRACT 

Saroğlu,İ (2022) The Effect of Fear of COVID-19 on Food Consumption: A Cross-

sectional Study Yeditepe University, Institute of Health Science, Department of 

Nutrition and Dietetics, Master’s Thesis, Istanbul. 

During the COVID-19 pandemic, the quarantine process affects the eating habits of 

individuals. The aim of this study is to determine the effect of the COVID-19 fear level 

of individuals on the change in their eating habits during the pandemic and how much 

this change is affected by the tendency of eating behavior disorder. For this purpose, 

Eating Attitudes Test (EAT-40) and The Fear of COVID-19 Scale (FCV-19) and data 

collection forms determining demographic data, lifestyle and nutritional habits were 

applied to 397 individuals visited who came to Sevinç Pharmacy between 01.06.2021-

30.09.2021. 44.3% of the participants mentioned that gained weight during this period, 

11.6% lost weight, 1.3% did not change their weight and 11.6% did not know the 

weight change. There was no significant effect of fear of covid-19 on the eating 

behaviors of individuals who are prone to eating disorders (p>0.05), except for whole 

grain consumption (p<0.05). Among these individuals, it was observed that the fear of 

covid-19 was higher in those whose whole grain consumption decreased (p<0.05) It has 

been observed that individuals who had higher the fear of COVID-19 had a significant 

effect on eating behavior in individuals with healthy eating behavior. It has been 

observed that the fear of COVID-19 is high in individuals with increased water 

consumption, whole grain consumption, packaged food consumption and sugary 

beverage consumption. (p<0.05). At the same time, it was observed that the 

consumption of vegetables, the frequency of snacks and number of meals decreased in 

individuals with higher fear of COVID-19 (p<0.05). In order to examine the effect of 

fear of COVID-19 on eating habits, more studies are needed. 

 

 

 

 

 

Keywords:Fear of COVID-19,Eating habits,Eating disorders 
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                                                          ÖZET 

Saroğlu,İ (2022) COVID-19 Korkusunun Beslenme Alışkanlıklarına Etkisi:Kesitsel 

Bir Çalışma Yeditepe Üniversitesi Sağlık Bilimleri Enstitüsü, Beslenme ve 

Diyetetik Anabilim Dalı, Yüksek Lisans Tezi, İstanbul. 

COVID-19 pandemisi boyunca karantina sürecinin bireylerin beslenme alışkanlıklarını 

etkilediği çalışmalarda gösterilmiştir.Bu çalışmanın amacı pandemi boyunca bireylerin 

COVID-19 korku düzeyinin beslenme alışkanlıklarındaki değişime etkisini ve bu 

değişimin yeme davranış bozukluğu eğiliminden ne kadar etkilendiğini saptamaktır. Bu 

amaçla 01.06.2021-30.09.2021 tarihleri arasında Sevinç Eczanesi'ne gelen 397 gönüllü 

kişiye,  EAT-40,FCV-19 ölçekleri ve demografik veriler ile yaşam tarzı,beslenme 

alışkanlıklarını saptayan veri toplama formları uygulanmıştır. Katılımcıların %44.3 ü bu 

sürede kilo aldığını, %11.6 sı kilo verdiğini, %1.3 ünün kilosunun değişmediğini ve 

%11.6 sı kilo değişimini bilmediğini belirtmiştir. COVID-19 korkusunun yeme 

bozukluğuna yatkın bireylerin yeme davranışları üzerinde tam tahıl tüketimi dışında 

anlamlı bir etkisi bulunmamıştır(p<0.05). Bu bireylerden tam tahıl tüketimi azalanların 

COVID-19 korkusunun yüksek olduğu görülmüştür (p<0.05).Sağlıklı yeme davranışına 

sahip bireylerde COVID-19 korkusunun beslenme alışkanlıkları üzerinde anlamlı bir 

etkisi olduğu görülmüştür. Su tüketimi,tam tahıl tüketimi,paketli gıda tüketimi ve 

şekerli içecek tüketimi artan bireylerde covıd-19 korkusunun da yüksek olduğu 

görülmüştür. (p<0.05) . Aynı zamanda covıd-19 korkusu yüksek olan bireylerde, sebze 

tüketimi,ara öğün sıklığı ve toplam öğün sayısının da azaldığı görülmüştür 

(p<0.05).COVID-19 korkusunun yeme alışkanlıkları üzerindeki etkisini inceleyebilmek 

için daha fazla çalışmaya ihtiyaç vardır. 

 

 

 

Anahtar kelimeler:COVID-19 korkusu,Beslenme alışkanlıkları,Yeme bozuklukları 
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                                   1.INTRODUCTION AND PURPOSE 

The COVID-19 disease known as acute respiratory disease,emerged in in Wuhan city in 

China in December 2019 1Over 80.000 cases of COVID-19 were detected and over 

3200 death reported in China by March 2020 2. On January 23  all entrances and exits to 

the city were closed to prevent the spread of the disease 3.In March the COVID-19 

outbreak was declared as a pandemic by the World Health Organization4. 

In this process, different quarantine measures were applied in different countries, but 

the quarantine process affected lifestyle and eating habits 5. At the same time, the 

incidence of psychiatric disorders such as anxiety and depression increased 6,7. Studies 

say that stress and anxiety also affect eating habits. At the same time, this process has 

increased the incidence of eating disorders 8 The incidence of eating disorders in 2020 is 

15.3% higher than in other years 9. 

The aim of this study is to determine the effect of the COVID-19 fear level of 

individuals on the change in their eating habits and how much this change is effected by 

the tendency of eating behavior disorder during the pandemic. 
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                                           2.LITERATURE REVIEW 

2.1 COVID-19 Onset  

COVID-19 emerged in Wuhan, China in December 2019, and in March, the World 

Health Organization declared that COVID-19 was a pandemic 1,4 

Everyone has been affected by the pandemic in different ways.It has been shown in 

study that COVID-19 mortality  and symptom rates are higher in individuals with 

comorbidities such as hypertension, cancer, and heart diseases 10. 

The only result of the pandemic was not the loss of life but also economic,social and 

psychological changes in  society 11, 12 

2.2 COVID-19 Period and Lifestyle 

In order to control the pandemic, closure was implemented in more than 100 countries 

in this process. The closure process differed between countries, in some countries it was 

forbidden to leave the house, while in some countries the rule of social distance was 

applied . The word quarantine means "Quaranta giorni" in Italian, meaning 40 days, and 

began to be used during the plague epidemic in the middle ages 13. While the modern 

quarantine has controlled the spread of the pandemic, it has affected physical activity 

and access to fresh food therefore; lifestyle and eating habits  14,5).  

During this period, the change in lifestyle made it difficult to maintain healthy eating 

habits. Since people are afraid to go to the markets, consumption of fresh fruits and 

vegetables has decreased, and there has been a tendency to consume processed and 

ready-made foods 15With the increase in unemployment and decreased income, the 

money spent on food decreased, the consumption of cheaper and unhealthy foods 

increased 16. Studies generally show that in this process, physical activity decreases, 

calorie intake increases, and the tendency to carbohydrate-containing foods that support 

serotonin release increases 17–19. 
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2.2.1 COVID-19 Perıod and Eating Habits 

There are studies conducted in different countries on how eating habits and lifestyle 

change in this process. However, studies conducted in different countries in this process 

yielded different results 20,21 

It was seen in a systematic review that 23 studies examining the change in eating habits 

during the Covid-19 period were included; The frequency of snacking increased and 

processed and sugary foods were preferred rather than fresh fruits and vegetables. It has 

been  showed that in a study ;alcohol consumption increased. As a result, compliance 

with a healthy diet decreased 18 

Especially in the first period of the pandemic, the increase in the time spent at home due 

to quarantine so the increase in the quality of nutrition can also be considered 22–24. 

However, it is not possible to say that the increase in the time spent at home directly 

increases the quality of nutrition  25 

In the survey study, in which 1047 people from 3 continents participated, it was seen 

that the number of main meals and snacks increased, unhealthy food consumption 

increased, but excessive alcohol consumption decreased during the quarantine period 16. 

In a study conducted in the United Arab Emirates with 1012 participants, 31% of the 

participants reported that they experienced weight gain. In addition, it has been 

observed that nutritional habits have moved away from the Mediterranean type diet and 

have become more unhealthy. Moreover, 60.8% of the participants also stated that they 

had sleep disorders during the pandemic period 26 

In a study conducted in Italy during the first period of quarantine, it was seen that 58% 

of 1298 participants changed their meal times and contents. It was observed that people 

with evening chronotype and poor sleep quality were more likely to change their eating 

habits 27 

In a study involving 4473 participants in Jordan, a significant increase in body weight 

was observed, and this increase was significantly higher in obese (41.1%)  and 

overweight (36.4%)  individuals than in normal (28.5%) and  under-weight (12.9%) 

individuals. 21 
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Interestingly, in the data obtained from the NutriQuebec study conducted in Canada; 

During the quarantine period, participants' Healthy Eating Index (HEI-2015) scores 

were lower but significantly increased  28. This situation was associated with a decrease 

in the frequency of eating out  20 

In a study conducted in Italy in which 2678 participants participated, it was observed 

that the consumption of fruits, vegetables, legumes, nuts and fish increased during the 

quarantine period. However, undesirable changes were also seen, excessive increase in 

consumption of sweets and pastries and decrease in physical activity  29 

In this process, quarantine measures are different in each country and each country has 

been affected differently by the pandemic, the differences in the studies may be caused 

by this. 

2.2.2 COVID-19 Period an Physical Activity 

Factors such as quarantine, distance education, closure of sports fields, bans from 

leaving the house, of course, also affected physical activity levels    5,16,30        

In a meta-analysis that included 66 studies; In the majority of the population, physical 

activity decreased and sedentary behavior increased during the quarantine period. 19 

Interestingly, patients with eating disorders showed an increase in their physical 

activity. 

In a survey study answered by 1047 participants from 3 continents; During the 

quarantine period, it was observed that the daily sitting time increased from 5 hours to 8 

hours and the intensity of physical activity decreased 5.   

In a study conducted in France, 35% of the participants had weight gain, while the 

physical activity of 53% of them decreased. Again, opposite results were observed in 

the same study, 23% of the participants lost weight, 40% increased their cooking at 

home, and 19% increased physical activity. These differences were thought to be due to 

socioeconomic reasons. Low-income individuals experienced weight gain and had 

difficulty accessing fresh food, the opposite in the high-income group 16. 
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2.3 COVID-19 Period and Psychology 

It is possible to say that mental disorders have increased in the world after the COVID-

19 pandemic. In these a meta-analysises, it was found that depression, anxiety, insomnia 

and stress levels increased 6,7. It has been observed that chronic patients, patients with 

COVID-19 and those in quarantine are at higher risk for depression and anxiety 6While 

the universal rate of anxiety was estimated to be 7%, it was seen in this meta-analysis 

that this rate was more than three times during the COVID-19 period 31. 

Although the decrease in restrictions seems to decrease mental health problems, this 

level has not decreased before the pandemic 32 

2.4 COVID-19 Period and Eating Disorders 

According to electronic health records, which included 5.2 million people under the age 

of 30, the incidence of eating disorders was 15.3% higher in 2020 compared to pervious 

years.9 At the same time, it was observed that this increase was only in females, 

generally higher in young people and anorexia nervosa 9 

In the studies, it was thought that factors such as increased stress, anxiety and isolation 

during the pandemic period may increase the symptoms of eating disorders 33–35 In one 

study, 3 potential factors were mentioned; Firstly, disruption of daily routine changes 

physical activity, sleep and eating habits and this situation is suggested  increase weight 

gain anxiety. Second, news in the media may increase anxiety levels, increasing the risk 

of eating disorders. Third, the risk of transmission may increase health concerns and 

lead to more restricted diets that will increase immunity 36 .In addition, deprivation of 

social support and restriction of access to treatment are also effective in increasing the 

symptoms and risk of eating disorders. 36 

Studies have been conducted in eating disorder patients and the general population 

during the pandemic .37–40 

In a study conducted in Australia, 180 out of 5469 participants reported an existing or 

newly developing eating disorder. In the eating disorder group, an increase in 

restriction, binge eating, purging and exercise behaviors was observed.41In the general 

population, there was an increase in restriction and binge eating behaviors, while a 

decrease in exercise was observed in contrast to the other group. 41 
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In a study, behavioral changes and eating attitudes in 1004 female university students in 

Saudi Arabia during the covid-19 pandemic period were examined. In this process, it 

was found that there is a significant relationship between fast-food consumption and 

exercise frequency and the risk of developing an eating disorder. 38 

An online survey study conducted in the United States and the Netherlands found that 

patients with anorexia nervosa had an increased fear of finding food suitable for their 

diet and restrictive behaviors. 39In addition, individuals with bulumia nervosa and binge 

eating reported that their binge attacks and urges increased. 39 

In a study, the effects of psychological factors in the COVID-19 process on the 

symptoms and access to health services of bulumia nervosa patients were 

examined.49% of the participants stated that their eating disorder symptoms worsened 

and 62% of them stated that their living standards decreased. 40Binge eating behavior 

increased in 47% of the participants and self-induced vomiting behavior in 36%.40While 

there was a 56% decrease in face-to-face therapy sessions, the videoconferencing 

method was used by only 22% of the population. 40 

In a study, it was examined how the general and eating disorder-specific 

psychopathological symptoms of individuals with eating disorders were affected before, 

during and after quarantine 42 Individuals with anorexia nervosa, binge eating disorder, 

bulimia nervosa, and other unspecified feeding and eating disorder participated in the 

study.The severity of general and eating disorder-specific symptoms increased during 

the quarantine, while the increase in general symptoms continued during the disclosure 

period, but excluding suicidal ideation. 42 

2.5 Feeding and Eating Disorders  

2.5.1 Feeding and Eating Disorders Defined in The Diagnostic and Statistical 

Manual of Mental Disorders (DSM-V) 

The Diagnostic and Statistical Manual of Mental Disorders V (DSM V) has gathered 

eating disorders under the name of 'Feeding and Eating Disorders'. Diagnostic criteria 

for Nutrition and Eating Disorders have been defined. Disorders named according to the 

criteria as feeding and eating disorders: pica, withdrawal (rumination) disorder, 

avoidant/restricted food intake disorder, anorexia nervosa, bulimia nervosa, binge eating 
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disorder and other defined feeding and eating disorders. Feeding and eating disorders 

that do not fit the diagnosis are called other unspecified nutrition and eating disorders in 

the DSM-V handbook. 43     In addition, although not included in the DSM-V book, 

feedıng and eating disorders defined in studies are also presented under a separate title. 

2.5.2 Pica 

Pica is a psychiatric disease characterized by the behavior and habit of eating non-

nutritive substances such as stone, brick, chalk, soil, soap and paper.44 Although 

different causes are mentioned in the etiology of pica, studies could not establish a clear 

cause-effect relationship. 45Nevertheless, studies have found a link between pica and 

factors such as stress, child abuse, maternal deprivation, and iron deficiency. 

46,47Although pica is generally common in individuals with a developmental and 

psychiatric disorder and iron deficiency anemia  and pregnants it has also been seen in 

male and female of different ages and ethnicities, but is more common in lower 

socioeconomic status. 48–50 Studies have shown that pica is seen together with 

psychiatric disorders, especially schizophrenia. 51However, studies have stated that pica 

is more common in African Americans.  52,53Pica can have many complications, 

including heavy metal poisoning, airway obstruction, intestinal perforation and 

obstruction, followed by peritonitis and sepsis, which can be fatal. 54 

Diagnostic criteria for pica published in the DSM V 43 handbook are as follows: 

A. Consistently eating non-nutritive, non-nutritive substances for at least one month. 

B. Attitudes to eating non-nutritive non-nutrients should not be related to the 

individual's developmental level. 

C. This eating behavior should not be a culturally based or socially acceptable practice. 

D. If this eating behavior occurs in the context of another mental disorder (eg, 

intellectual developmental disorder, autism spectrum disorder, schizophrenia), it should 

not only be considered a feeding and eating disorder, but should also be included in a 

clinical assessment. 
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2.5.3 Withdrawal (Rumination) Disorder 

Rumination is an eating disorder characterized by regurgitation and chewing, 

swallowing, or expulsion of the previously eaten food. 55 

The diagnostic criteria published in the DSM V 43 handbook for retrieval (rumination) 

disorder are: 

A. Frequent withdrawal of food for at least one month. 

B. Frequent withdrawal should not be due to  concomitant gastrointestinal disease or 

other medical condition (eg, gastroesophageal reflux, pyloric stenosis). 

A. This disorder should not occur only in the presence of anorexia nervosa, bulimia 

nervosa, or binge eating disorder. 

D. If these symptoms occur in the context of another mental disorder (eg, intellectual 

developmental disorder or another neurodevelopmental disorder), they should not only 

be considered a feeding and eating disorder - but should also be considered for clinical 

evaluation. 

2.5.4 Avoidant/Restricted Food Intake Disorder 

Avoidant restrictive food intake was included as a diagnosis under feeding and eating 

disorders in DSM-V in 2013. 43The difference between avoidant and restrictive eating 

behavior and other diagnoses such as Anorexia nervosa is that; Eating restriction does 

not occur due to the fear of gaining weight or the desire to be thinner. 43 

The diagnostic criteria for avoidant/restricted food intake disorder published in the 

DSM V 43handbook are as follows: 

A. An eating or nutritional disorder (e.g., overt lack of interest in eating or food; 

avoidance of sensory properties of food; reluctance to eat) associated with one (or more) 

of the following: worry about its odious consequences). Distinguishing criteria: 

1. Significant loss of body weight (or failure to achieve expected body weight 

gain or growth arrest in children). 

2. A marked nutritional deficiency. 
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3. Adherence to enteral (tube-assisted) feeding or oral nutritional-supplements. 

4. It is in the form of a significant decrease in mental-social functionality. 

B. The disorder should not include a condition of lack of food available or a culturally-

sanctioned diet. 

C. This eating disorder should not occur only in the presence of anorexia nervosa or 

bulimia nervosa, and there should be no evidence of impairment in how the individual 

perceives body weight or shape. 

D. This eating disorder should not be attributed to a concurrent health condition or 

better explained by another mental disorder. If it occurs in the context of another 

condition or disorder, the condition or disorder should also receive clinical evaluation. 

 

2.5.5 Anorexia Nervosa 

The medical diagnosis of anorexia was made by Dr.Gull and Dr.Lasegue at the end of 

the 1800s .56,57 

Anorexia nervosa is an eating disorder characterized by very low body weight and 

restricted energy intake. Patients have an extreme fear of gaining weight, and their body 

image is so distorted that they cannot notice their excessively low weight. 58,59 Anorexia 

nervosa usually occurs in early middle adolescence, but can occur at any age. 60 While 

the incidence of anorexia nervosa has not changed much in the general population in the 

past years, its incidence has increased at the age of 15 and under .61 While the lifetime 

incidence of anorexia nervosa was 4% in women, it was 0.3% in men. 61In a meta-

analysis of 36 studies, the death rate for anorexia nervosa was 5.1 per 1000 people per 

year62 . Anorexia nervosa has the highest mortality rate among psychiatric disorders due 

to both suicide and medical reasons. 62 

In the treatment method, whether the disease is acute or chronic, accompanying 

conditions such as anxiety and depression, whether the patient is a child or adult, and 

whether there is malnutrition or not are determinants.63 While family-based treatments 

are at the forefront in adolescents in psychological treatment methods, individual 

therapies are predominant in adults, but no superiority of any approach over the other 
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has been observed. 63 Although drug treatment is used in comorbid diseases such as 

depression, anxiety, and obsession, there is no definitive drug treatment that has been 

included in the guidelines yet, as possible side effects cannot be foreseen.64 

The diagnostic criteria for anorexia nervosa published in the DSM V43 handbook are as 

follows: 

A. Attitudes to restrict energy intake according to their needs should lead to a markedly 

low body weight in terms of the individual's age, sex, developmental path, and body 

health. A markedly low body weight is defined as below the usual minimum. 

B. Intense fear of gaining body weight or gaining weight, or engaging in 

restraint/subtraction behaviors that make it difficult to gain weight despite being at a 

markedly low body weight. 

C. There is a disorder in how the individual perceives their body weight or shape. The 

individual places undue importance on body weight and shape when evaluating himself, 

or he never realizes the importance of low body weight at that time. 

1. Restrictive Type: The individual should not have recurrent episodes of binge 

eating or purging (eg, self-induced vomiting or abuse of laxatives, diuretics, or 

enemas) in the past three months. This subtype should describe appearances in 

which body weight is lost by dieting more, eating little and/or exercising 

excessively. 

2. Binge Eater/Putting Type: The individual must have had recurrent episodes of 

binge eating or purging (eg, self-induced vomiting or abuse of laxatives, 

diuretics, or enemas) in the past three months. 

 

2.5.6 Bulimia Nervosa 

In 1979, British Psychiatrist Dr. Gerard Russell described a new eating disorder. 65 He 

defined this eating disorder as the chronic phase of anorexia nervosa and named it 

bulimia nervosa .65Dr. Russell observed behaviors such as vomiting himself and using 

laxatives to compensate after overeating in the patient group he observed. 65 
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Bulimia nervosa is characterized by purging behavior following binge eating .66Purging 

behavior includes behaviors such as vomiting, use of laxatives or diuretics, excessive 

exercise, and abuse of insülin.66 Self-induced vomiting and use of laxatives constitute 

90% of the purging behaviors in Bulmia nervosa. 67 Most people with bulimia nervosa 

are normal or overweight, which can make diagnosis difficult. 43Thelifetime prevalence 

of blumia nervosa is 3% in women and 1% in men .61   

For the treatment of bulimia nervosa, National Institute for Health and Care Excellence 

(NICE) recommends family-based therapies for adolescents, while cognıtıve behavioral 

therapy (CBT) or guided self-help methods are recommended for adults.68 Meta-

analyses have shown that fluoxetine treatment supports remission at a non-significant 

level compared to other methods. 

The diagnostic criteria for bulimia nervosa published in the DSM V 43handbook are as 

follows: 

A. There should be recurrent episodes of binge eating. A binge-eating episode should 

include both: 

1. Eating significantly more food in a separate unit of time (eg, in any two-hour 

period) in similar circumstances, in a similar amount of time, than most 

individuals would eat. 

2. The presence of a sense of loss of control over eating during this episode (eg, 

a feeling that the individual cannot stop eating, feeling that he cannot control 

what or how much he eats) 

B. Engage in repetitive, inappropriate compensatory behaviors to avoid body weight 

gain, such as self-induced vomiting, abuse of laxatives, diuretics or other medications, 

binge eating, or excessive exercise. 

C. Both these binge eating behaviors and inappropriate compensatory behaviors should 

occur at least once a week for an average of three months. 

D. Self-evaluation should be unduly influenced by body shape and weight. 

E. This disorder should not occur only during episodes of anorexia nervosa. 
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The severity of bulimia nervosa can be determined according to the frequency of 

inappropriate compensatory behaviors 43 ( Table 2.5.6) 

Table 2.5.6 Grading of inappropriate compensatory behaviors 43 

 

 

2.5.7 Binge Eating Disorder 

The features of binge eating disorder were first described by psychiatrist Dr Albert 

Stunkard in 1959 as a result of his observations in obese individuals. 69 Previously, 

binge eating disorder was included in the Diagnostic and Statistical Manual of Mental 

Disorders 4 under the heading "Eating Disorders Not Otherwise Specified", while it was 

defined as a separate eating disorder in the DSM-V. 4370Although the prevalence of 

binge eating disorder in the general population is estimated to be 1.4%, this rate is 

higher in obese individuals regardless of gender.  70   The incidance in the genreal 

population is higher in women. 70 Although the onset of binge eating disorder was 

previously known as adulthood, studies now say that the age of onset covers the period 

from late teens to early 20s 70.Individuals with binge eating disorder may also be 

struggling with obesity and other diseases that accompany obesity. 70These individuals 

may also suffer from depression and anxiety due to concerns about food, body shape, 

and weight. 71,72 In the treatment of the disease, a multidisciplinary perspective should 

be approa.ched first in the elimination of binge attacks and then in the realization of 

weight loss. 72,73 Although psychotherapeutic approaches, including CBT, are 

recommended for initial treatment, there is insufficient evidence for long-term weight 

loss .74 At the same time, behavioral weight loss treatment (BWL) , psychoeducation or 

self-help approaches may also be effective in milder symptoms . 72,75Although selective 

Degree Frequency of inappropriate compensatory 

behavior 

Not heavy On average one to three times a week 

Moderate 

 

On average four to seven times a week 

 

Heavy 

 

On average eight to thirteen times a week 

 

Excessively 

 

On average fourteen or more times a week 
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serotonin reuptake inhibitors (SSRI) group drugs are used especially in reducing the 

urge to eat and improving depressive symptoms, long-term pharmacotherapy needs to 

be investigated. 74,76Studies have shown that the incidence of binge eating disorder 

among bariatric surgery candidates is between 5% and 50%. 77,78Although bariatric 

surgery is not currently a treatment for binge eating disorder, more studies should be 

conducted on its effect in patients with obesity. 79,80 

 

The diagnostic criteria for binge eating disorder published in the DSM V43 handbook 

are: 

A. There are recurrent episodes of binge eating. An episode of binge eating is 

characterized by both of the following: 

1. Eating in a separate unit of time (eg, in any two-hour period) clearly more than most 

individuals would eat in similar circumstances in a similar period of time. 

2. A sense of loss of control over eating during this episode (eg, a feeling that the 

individual cannot stop eating, a feeling of being unable to control what or how much 

they are eating). 

B. Episodes of binge eating are accompanied by three (or more) of the following: 

1. Eating much faster than usual. 

2. Do not eat until you feel uncomfortably full. 

3. Do not eat excessively when you are not physically hungry. 

4. Do not eat by yourself because you are ashamed of how much you have eaten. 

5. Later experience self-disgust, depression, or greater guilt. 

C. Marked distress associated with binge eating. 

D. These binge eating behaviors should occur at least once a week for an average of 

three months. 



 
 

14 
 

E. Episodes of binge eating should not be accompanied by recurrent inappropriate 

compensatory behaviors as in bulimia nervosa and should not occur during binge eating, 

bulimia nervosa or anorexia nervosa. 

The severity of binge eating disorder can be determined according to the frequency of 

binge eating 43 ( Table 2.5.7) 

Table 2.5.7 Grading the frequency of binge eating episodes 43 

Degree Frequency of binge eating 

not heavy 

 

On average one to three times a week 

 

Moderate 

 

On average four to seven times a week 

 

Heavy 

 

On average eight to thirteen times a week 

 

Excessively 

 

On average fourteen or more times a week 

 

 

2.6 Other Specifıed Feeding or Eating Dısorders 

Other defined nutrition and eating disorders are those in which features of nutrition and 

eating disorders with clearly defined diagnostic criteria predominate, but which cause a 

clinically significant problem, impairment in social and social areas or areas of 

functioning, but for the diagnosis of any of these in the nutrition and eating disorders 

diagnostic cluster. This category is used in cases where the diagnostic criteria are not 

fully met.43    Studies have found little difference in eating pathology between eating 

disorders and other specıfıed eating disorders 81–83 The diagnostic criteria published in 

the DSM V handbook of other defined feedıng and eating disorders are as follows: 

1. Atypical anorexia nervosa: All criteria for anorexia nervosa must be met, except that 

an individual's body weight is within or above the usual range despite significant body 

weight loss. 

2. Bulimia nervosa (of low frequency and/or limited duration): All criteria for bulimia 

nervosa must be met, except that binge eating and inappropriate compensatory 

behaviors are on average less than once a week and/or lasting less than three months. 
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3. Binge Eating Disorder (of low frequency and/or limited duration:  All criteria for 

binge eating disorder must be met, except that episodes of binge eating are, on average, 

less than once a week and/or lasting less than three months. 

4.Purging Disorder: To influence body weight or shape, the criterion for recurrent 

purging behaviors must be met without episodes of binge eating. 

5.Night Eating Syndrome: It is characterized by recurrent episodes of nocturnal eating 

characterized by an episode of waking up eating or after-dinner eating. The individual is 

aware of what he ate and remembers what he ate. Nocturnal episodes of eating cause 

marked distress and/or reduced functioning. The disordered eating pattern should not be 

better explained by binge eating disorder or another mental disorder, including 

substance use, and should not be attributed to another health condition or the effect of a 

drug. 

2.7 Unspecified Feeding and Eating Disorders 

Lesser-known eating disorders not included in the DSM-V diagnostic criteria studies are 

increasing day by day. The main of these eating disorders are orthorexia nervosa, 

bigorexia, diabulimia ,female athlete triad. 

2.7.1 Orthorexia Nervosa 

Orthorexia nervosa was defined by Dr. Steven Bratman in 1997 as a pathological 

obsession with healthy eating and “cleanliness” of food. Individuals conduct detailed 

research on toxins that can contaminate food and may limit nutrients that they consider 

harmful to health, such as sugar and saturated fat .84 Although individuals aim to 

improve their health, such a restricted diet can lead to malnutrition, social isolation, and 

psychological disorders .85 

2.7.2 Bigorexıa 

Body dysmorphic disorder is characterized by the impairment of functionality as a 

result of excessive preoccupation with a body defect that does not actually exist, but 

overestimating it, even if there is a body defect .86  Bigorexia or reverse anorexia, which 

is one of the body dysmorphic disorders, is defined as the obsession with muscle- 

building seen in men. 87,88 
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2.7.3 Diabulimia 

Diabulimia is a serious eating disorder that develops in individuals with Type 1 

diabetes. These individuals may stop or reduce their insulin intake to lose weight.89 

2.7.4 Female Athlete Trıad 

Female athlete triad is a complicated condition seen in young female athletes, 

characterized by low energy intake, menstrual disorder and decreased bone mineral 

density.90 

2.8 Healthy Diet 

Cancer, obesity, diabetes, cardiovascular diseases, cognitive diseases cause 41 million 

deaths per year.91 Unhealthy diet, alcohol and cigarette use, physical inactivity are risk 

factors for non-communicable diseases (NCDs) .91 NCDs have also increased in parallel 

with the global rise of the western diet, which contains high levels of refined 

carbohydrates, saturated fats, refined sugars, processed meats, and low proportions of 

fruits and vegetable. 92     Mediterranean diet, Dietary Approaches to Stop Hypertension 

(DASH) and Mediterranean-DASH Intervention for Neurodegenerative Delay (MIND) 

are dietary models used in the prevention of chronic diseases based on the literatüre. 93–

95 Healthy diet is a type of nutrition that basically contains all macro and micro nutrients 

in the amounts that the person needs, at the same time fully meets the amount of energy 

needed by the individual, and is suitable for maintaining the ideal weight. 96 Figure 1 

shows the elements of healthy life and healthy eating. 97 

Macronutrients are carbohydrates, fats and proteins and are used as cellular energy 

sources. Micronutrients,  vitamins and minerals, are necessary for growth, development 

and maintenance of physiological functions. 98–100 Carbohydrates are the body's primary 

source of energy and are found in grains, fruits, legumes, and vegetables. 101  In meta-

analyses, it has been shown that whole grain consumption is superior to refined grain 

consumption in terms of health benefits, and whole grain consumption reduces the risk 

of cardiovascular disease, cancer, stroke and diabetes.102–104 Proteins consist of amino 

acids and are included in the body's structure and used as energy. Proteins can be of 

animal or vegetable origin, animal proteins are superior in terms of bioavailability. 

105,106   However, animal proteins can cause cardiovascular disease, cancer and 

dyslipidemia due to the saturated fat they contain.107Although the exact mechanism is 
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not known, it is known that consumption of red meat and processed meat increases the 

risk of colorectal cancer. 108Protein intake is important for the preservation of muscle-

bone tissue throughout life, and adequate protein intake should be considered to prevent 

bone tissue loss and reduce the risk of fracture, especially as age progresses. 109,110 Fats 

are used to give energy in the body, and they also participate in the cellular membrane 

structure. 111 Fats are basically divided into four groups; monounsaturated fats, 

polyunsaturated fats, saturated fats and trans fats. 111 While unsaturated fats reduce the 

risk of cardiovascular disease and mortality, trans fats and saturated fats increase the 

risk of mortality and adversersly affect health.112,113 

Micronutrients as well as macronutrients are important for maintaining normal 

metabolic activities, however, with the increase in processed food consumption, the 

vitamin-mineral values of foods have decreased.114,115Intake of minerals with high 

antioxidant content such as vitamins A, E, C and copper, zinc, selenium is important for 

the prevention of aging-related diseases. 116 

 

Cena H, Calder PC. Defining a Healthy Diet: Evidence for The Role of Contemporary 

Dietary Patterns in Health and Disease. Nutrients. 2020 Jan 27;12(2):334. doi: 

10.3390/nu12020334. PMID: 32012681; PMCID: PMC7071223 

Figure 1: Healthy Diet and Lifestyle Pyramid 
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                                         3.MATERIALS AND METHOD 

This study was conducted with total of 397 individuals between the ages of 18 and 65, 

who did not have a chronic disease requiring restriction in their diet, who came to 

Sevinç Pharmacy in Kocaeli betwenn the dates of  01.06.2021-30.09.2021 after the 

approval of the Yeditepe University Non-interventional Ethics Committee.  

Volunteers who meet the inclusion criteria after ethics committee approval; A data 

collection tool is used in which demographic data, nutritional habits and physical 

activity levels  questioned, and the Eating Attitudes Test (EAT-40) and The Fear of 

COVID-19 Scale (FCV-19) , for which permissions are obtained from the scale owners,  

applied. Eating disorder tendency measured with EAT-40, and fear of COVID-19 will 

be measured with FCV-19 Approximately 2000 people visit the pharmacy per month. In 

this case, it is thought that 6000 patients will visit for 3 months. It is aimed to reach a 

minimum of 385 people who meet the inclusion criteria, based on the 95% confidence 

level, 5% effect level and heterogeneous distribution from the sample of unknown 

population. 

3.1 Eating Attitude Test-40 (EAT-40) 

The Eating Attitude Test is structured to measure the eating behaviors and attitudes of 

patients with eating disorders and the symptoms of possible disorders in eating behavior 

in normal individuals. The Eating Attitude Test (EAT-40), whose original form is in 

English, was developed by Garner and Garfinkel in 1979 as a self- assessment that 

objectively measures the symptoms of anorexia nervosa and bulimia nervosa.117 It 

provides more detailed information in the clinical evaluation as well as identifies the 

changes that occur as a result of the treatment. On the other hand, the scale is also used 

as a screening tool to investigate previously undiagnosed anorexia nervosa cases in 

populations that constitute the high risk group for the disease. 

Turkish validity and reliability studies for EAT were conducted by Işık Savaşır and 

Neşe Erol in 1989 in a sample of 745 women representing a wide age distribution and 

socio-cultural level; and later in 2000 by Elal, Altuğ, Slade and Tekcan In these studies, 

five factors emerged: dieting, bulimia and body size, preoccupation with food, oral 

control, and conflicting thoughts and feelings about food. 118,119 Substances; In its 

second edition, it took the form of a 6-point multiple-choice scale consisting of 
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“always”, “very often”, “often”, “sometimes”, “rarely” and “never” options. It is 

evaluated in terms of pathology by giving 3 points for each extreme response, 2 and 1 

points for other options. The total score is obtained by scoring the rating. A score of 30 

and above is significant, and the total score level is directly related to the level of 

psychopathology. The discrimination score for the diagnosis of anorexia has been 

determined as 30, a maximum of 120 points can be obtained from the test. 

3.2 Fear of COVID-19 Scale (FCV-19S) 

It was developed by Ahorsu et al. to measure the fear levels of individuals due to 

COVID-19 120. The adaptation to Turkish was made by Kaya,Dünder,Çakıroğlu,Uzdil 

121. The items of the scale were created based on a comprehensive review of the existing 

scales on fear, expert evaluations and participant interviews. The scale has a single 

factor structure and consists of seven Likert-type (1 = Strongly disagree; 5 = Strongly 

agree) items. Whether there is a correlation between the items, which is the prerequisite 

of the study factor analysis, was examined with the Bartlett Sphericity test (ꭓ2 

=270.755, p0.5) and the Cronbach alpha internal consistency coefficients (0.874), and it 

was determined that the whole scale reflects the fear state due to the Covid-19 epidemic. 

The high score obtained indicates that the fear of COVID-19 is high. As a result of the 

analyzes made, it is suitable to measure the level of fear developed due to COVID-19 in 

adults, and the Turkish version of this scale has been found to be valid and reliable. 122 

 

3.3 Evaluation of Data 

Analysis of research data have been done in Windows environment using Statistical 

Package for the Social Sciences (SPSS) 26.0 program. Quantitative data which was 

obtained from the research have been presented with mean, standard deviation, lower 

and upper values. Compliance of the data obtained with normal distribution have been 

checked with Kolmogorov Smirnov test, Student’s t Test  used for 2-group comparison 

of normally distributed data (parametric), and ANOVA have beenused for comparison 

of 3 or more groups. Kruskal Wallis have been used in the comparison of the data of  

three or more groups that are not normally distributed (non-parametric). Qualitative data 

have been presented with frequency and percentage values. Chi-square tests have been 

used in the evaluation of qualitative data. Statistical significance will be considered as 

p<0.05. 
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4.RESULTS 

4.1 GENERAL CHARACTERISTICS 

In working status, the option "I was laid off during the pandemic" is also included, but it 

was not included in the analysis because there was no participant who chose it. 62.2% 

of the participants are women, 37.8% are men, 30.2% are single, 69.8% are married. 

4.5% of them are primary school graduates, 6% are secondary school graduates, 23.4% 

are high school graduates, 9.6% are associate degree graduates, 49.4% are university 

graduates, 7.1% are graduate and above, no one marked the literate option. Looking at 

the BMI classification; 3.8% were underweight, 46.1% were normal weight, 36.3% 

were overweight, 10.8% were 1st class obese, 2.3% were second class obese, and 5.5% 

were third class obese. 41.8% of the participants smoked, 58.2% 2 of them do not 

smoke. 30.7% of the participants use alcohol, while 69.3% do not use alcohol. 

Considering their working status; 19.4% are not working, 20.6% are students, .8% are 

on paid leave, 8.8% are working flexibly and 60.5% are working. 14.4% of the 

participants are young, 25.4% are young adults, 59.2% are adults.Genereal 

characteristics of participants are shown in Table 4.1 

Table 4.1 General Characterıstıcs 

                    N                          % 

Sex 

Women 

Men 

 

 

247 

150 

 

62.2 

37.8 

Marital Status 

Single 

Married 

 

 

120 

277 

 

30.2 

69.8 

Education 

Primary school  

Secondary school  

High school  

Associate deree 

Unıversity 

Master’s degree and above 

 

 

18 

24 

93 

38 

196 

28 

 

4.5 

6.0 

23.4 

9.6 

49.4 

7.1 

 

BMI 

Underweight 

Normal weight 

Overweight 

Obesity Class I 

 

15 

183 

145 

43 

 

3.8 

46.1 

36.3 

10.8 
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Obesity Class II 

Obesity Class III 

9 

2 

2.3 

.5 

 

Smoking 

Yes 

No 

 

166 

231 

 

41.8 

58.2 

Drinking Alcohol 

Yes 

No 

 

122 

275 

 

30,7 

69.3 

Working Status 

Not working 

Student 

Paid vacation 

Flexible working 

Working 

 

77 

42 

3 

35 

240 

 

19.4 

20.6 

.8 

8.8 

60.5 

Age 

18-24 

25-35 

36-65 

 

57 

101 

239 

 

14.4 

25.4 

59.2 

 

Since only people who are currently working and students are asked to answer these 

questions, those people are included. 13.1% (n=37) of the participants are currently 

working or studying from home, while 86.9% (n=245) are not currently working or 

studying from home. 67% (n=189)  of the participants worked or studied from home 

during the pandemic period, and 33% (n=92) did not work or study from home during 

the pandemic period.Working/studying home situation is shown in Table 4.2 

Table 4.2 Work/study from home situation 

  

                    N 

 

                 % 

Are you currently 

working/studying from 

home ? 

Yes 

No 

 

 

 

37 

245 

 

 

 

13.1 

86.9 

Did you work/study from 

home during the 

pandemic? 

Yes  

No 

 

 

189 

92 

 

 

67 

33 
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44.3%  (n=176)  of the participants gained weight, 11.6% (n=46)  lost weight, 42.8%  

(n=170) did not know the weight change and 1.3% (n=5)  did not change their 

weight.Weight change of individuals during the pandemic is shown in Table 4.3. 

 

 

Table 4.3 Weight Change During the Pandemic 

                  N                    % 

I gained weight 176 44.3 

I lost weight 46 11.6 

I don’t know 170 42.8 

Unchanged 5 1.3 

 

Considering how the participants accessed health-related information during the 

pandemic period; 46.6% (n=185)  reached from social media and websites, 21.9% 

(n=87) from health professionals, 19.9% (n=79) from television, .8% (n=3) from 

newspapers, 10.8% (n=43) from family and friends.Ways to Access health -related 

information during the pandemic period is shown in Table 4.4. 

Table 4.4  Health related information accessing way 

                    N                     % 

Social media and websites       185            46.6 

Health professionals 

(doctor,dietitian,pharmacists 

etc.) 

          

       87 

 

           21.9 

Television        79            19.9 

Newspaper        3             .8 

Family and friend        43             10.8 

Total        397              10 

 

There was no significant difference between female (X=2.43) and male (X=2.25) gender 

in terms of fear of COVID-19 (T(397) = 1.70 ; p=0,089). The maximum mean score that 
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can be obtained from the scale is 7 points, while the mean score for female is 2.43, 

while the mean score for male is 2.25. the distribution of the covid-19 fear levels of the 

participants by gender is shown in Table 4.5 

Table 4.5 The Relationship Between Sex and Fear of COVID-19 

 

COVID-

19 Fear 

 

Sex 

 

N 

 

Mean 

 

SD 

 

p 

 

COVID-

19 

Fear 

 

Women 

Men 

 

247 

150 

 

2.43 

2.25 

 

.88 

1.08 

 

.089 

Independent samples t-test was used for evaluation 

In the analysis, no significant relationship was found between fear of COVID-19 and 

educational status (p=.351) the relationship between education level and fear of covid-

19 . The relationship between education status and fear of COVID-19 is shown in Table 

4.6. 

Table 4.6 The relationship between education status and fear of COVID-19 

 

Educational Status  COVID-19 

Fear 

  

  n Mean SD   p 

Primary school 182 2.722 .839  

.351 
Secondary school 24 2.631 .951 

Highschool 93 2.267 1.015  

Associate degree 38 2.282 1.079  

Unıversity 196 2.371 .953  

Master’s degree and 

above 

28 2.321 .790  

Total 397 2.366 .048  

One way Anova was used for evaluation 
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No significant relationship was found between smokers (X=2.33)  and non-smokers 

(X=2.39) by fear of covid-19 (p=0.537) . The relationship between smoking status and 

fear of covid-19 is shown in Table 4.7. 

Table 4.7 The relationship between smoking status and fear of COVID-19 

 

COVID-

19 Fear 

 

Smoking 

Status 

 

 

    n 

 

Mean 

 

SD 

            

             p 

 

COVID-

19 

Fear 

 

Yes 

No 

 

166 

231 

 

2.33 

2.39 

 

1.01 

.92 

 

           .537 

 

Independent samples t-test was used for evaluation 

In the analysis, a significant relationship was found between weight change and fear of 

covid-19 during the pandemic (p=0.12) According to the Tukey test, which was 

conducted to understand in which groups the fear of COVID-19 differs; The fear of 

covid-19 is higher in the weight gain group (X=2.535) than in the group whose weight 

did not change (X=2.200). shows the relationship between weight change and fear of 

COVID-19 during the pandemic is shown in Table 4.8. 

Table 4.8 The relationship between weight change and fear of COVID-19 during 

the pandemic 

  

n 

 

Mean 

 

SD 

  

  p 

Gained weight a 176 2.535 .968  

.012 Lost weight  46 2.304 .877 

Unchanged b 

 

170 2.200 .946  

I don’t know  5 2..628 1.557  

Total 397 2.366 .966  

One way Anova was used for evaluation 



 
 

25 
 

 

For compliance with the chi-square test during analysis; "I don't know" and 

"Unchanged" options were combined in the change about weight and included in the 

analysis. In the analysis, it was seen that the eating attitude differed between the weight 

change groups (x² (2) =15.724; p<0.05 ).As a result of post-hoc analyzes, it was seen 

that there were more people with eating disorders in the weight loss group, and more 

healthy individuals in the group whose weight did not change. The relationship between 

eating attitude and weight change during the pandemic period is shown in Table 4.9. 

Table 4.9 The relationship between eating attitude and weight change during the 

pandemic period 

Weight Change               Eating Attitude  

        Healthy Prone to 

eating 

disorder 

 

     x² 
      df   p 

Gained weight 158 18  

 

15.724 

 

 

      2 

 

 

,000 

Lost weight 37 9 

Unchanged 170 5 

Total  365 32 

Ki-square test was used for evaluation. 

 

No significant relationship was found between gender and eating attitudes (x²(1)=.527; 

p=.468) The relationship between eating attitude and gender is shown in Table 4. 
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Table 4.9 The relationship between eating attitude and sex 

 

 

       Sex 

 

            Eating Attitude 

 
  

        Healthy Prone to 

eating 

disorder 

 

     x² 
      df   p 

Women 229 18  

   .527 

 

 

      1 

       

 

  .468 
Men 136 14 

Ki-square test was used for evaluation. 

No significant relationship was found between BMI and eating attitude (p=.417). The 

relationship between eating attitude and body mass index is shown in Table 4.10. 

Table 4.10 The relationship between eating attitude and BMI 

      n  Mean rank      x²     Df     p 

Healthy   365 197,60  

.674 

 

        1 

 

.417 Prone to 

eating 

disorder 

  32 214,97 

Kruskal-wallis test was used for evaluation 

 

No significant relationship was found between  covıd-19 fear and eating attitude 

(p=.702) The relationship between eating attitude and COVID-19 fear is shown in Table 

4.11 
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Table 4.11 The relationship between COVID-19 and Eating Attıtude 

 n   Mean 

rank 

        x²      Df       p 

Healthy 365 198.35  

       .147 

 

         1 

 

      .702 Prone to eating 

disorder 

321 206.44 

Kruskal-wallis test was used for evaluation 

 

Sleep time increased after the pandemic (X=1.833) compared to the previous (X=1.778) 

period. As the score increases due to the order of sleep quality options, sleep quality 

decreases. After the pandemic (X=3.017) and before the pandemic (X=2.901), the sleep 

quality decreased. Weekly physical activity level after the pandemic (X=1.765), before 

the pandemic (X= 1.937) decreased compared to the period. The time spent in front of 

the screen (X=3.080) increased after the pandemic compared to the previous period 

(X=2.617). The online shopping preference in shopping methods increased after the 

pandemic (X=1.254) compared to the previous (X=1.073) period. The rate of 

disinfecting shopping bags decreased after the pandemic (X=1,430) compared to the 

previous (X=1,823) period.The lifestyle change during the covid-19 period is shown in 

Table 4.12. 
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Table 4.12 Lıfestyle changes during COVID-19 pandemic 

 

 

 

 

 

 

   Mean    SD         p 

 

How many hours a day did you sleep 

before the COVID-19 pandemic? 

 

How many hours a day did you sleep after 

the COVID-19 pandemic? 
 

 

1.778 

 

 

1.833 

 

.542 

 

 

.575 

 

 

.008 

 

How would you describe your sleep 

quality before the COVID-19 pandemic? 

How would you describe your sleep 

quality after the COVID-19 pandemic? 

 

 

 

2.901 

 

3.017 

 

726 

 

.756 

 

 

.000 

 

How was your weekly physical activity 

level before the COVID-19 pandemic? 

How would you describe your weekly 

physical activity level after the COVID-

19 pandemic? 
 

 

1.937 

 

 

1.765 

 

1.058 

 

 

.988 

 

 

 

.000 

 

How much time did you spend in front of 

the screen in a day before the COVID-19 

pandemic? 

How much time do you spend in front of 

the screen in a day after the COVID-19 

pandemic? 

 

 

 

2.617 

 

 

3.080 

 

1.154 

 

 

1.254 

 

 

 

.000 
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   Mean   SD     p 

 

 

Which method did you prefer for your 

food shopping before the COVID-19 

pandemic? 

Which method do you prefer for your food 

shopping after the COVID-19 pandemic? 

 

 

 

 

1.073 

 

 

1.254 

 

 

.270 

 

 

.441 

 

 

 

 

 

.000 

 

 

Did you disinfect the food shopping bags 

that came to the house before the COVID-

19 pandemic? 

 

Did you disinfect the food shopping bags 

that came to the house after the COVID-19 

pandemic? 

 

 

 

 

 

 

 

1.823 

 

 

 

1.430 

 

 

.381 

 

 

 

.500 

 

 

 

 

 

.000 

Paired samples t-test used for evaluation. 

 

 Change in eating habits during the pandemic is shown in Table 4.13 
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Table 4.13 Eating Habıts Change During the Pandemic 

                     

             % 

Much 

lower 

Lower About the 

same 

Higher Much 

higher 

Water intake  1.3 7.3 63.7 22.9 4.8 

Fresh/dried fruit 

consumption 

 

4.5 

 

62 

 

33.5 

  

Vegetable 

consumption 

 

1.3 

 

3.8 

 

69 

 

20.7 

 

5.3 

Legumes 

consumption 

 

1.8 

 

3.5 

 

82.1 

 

10.1 

 

2.5 

Whole grain 

consumption 

 

1.3 

 

5 

 

72.5 

 

18.1 

 

3 

Dairy products 

consumption 

 

.8 

 

4.5 

 

72 

 

19.4 

 

3.3 

Meat,chickhen,fish 

consumption 

 

1 

 

4.8 

 

66.2 

 

23.9 

 

4 

Herbal tea 

consumption 

 

3.5 

 

3 

 

59.4 

 

28.5 

 

5.5 

Nut consumption 1.5 1.8 67.3 25.9 3.5 

Processed meat 

consumption 

 

5.8 

 

16.9 

 

65.5 

 

10.3 

 

1.5 

Packaged food 

consumption 

 

5.5 

 

20.4 

 

50.9 

 

20.9 

 

2.3 

Homemade pastry 

consumption 

 

3.3 

 

11.6 

 

47.6 

 

33.2 

 

4.3 

Fast-food 

consumption 

 

11.6 

 

23.7 

 

48.1 

 

13.9 

 

2.8 
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 Much 

lower 

Lower About the 

same 

Higher Much 

higher 

Sugary 

drink 

consumption 

 

11.6 

 

14.4 

 

 

62.5 

 

9.3 

 

2.3 

Frequency 

of breakfast 

 

1.8 

 

7.3 

 

66.8 

 

20.9 

 

3.3 

Frequency 

of lunch 

 

3.3 

 

10.6 

 

75.1 

 

9.3 

 

1.8 

Frequency 

of dinner 

 

.3 

 

2 

 

82.1 

 

13.6 

 

2 

Frequency 

of snack 

 

5.5 

 

8.3 

 

65.5 

 

19.4 

 

1.3 

Number of 

meals per 

day 

 

 

2 

 

 

9.1 

 

 

68.5 

 

 

19.4 

 

 

1 

Use of 

supplements 

 

2 

 

1.3 

 

46.3 

 

40.1 

 

10.3 

 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. No relationship was found between 

fear of Covid-19 and water consumption (p=0.63). the relationship between fear of 

COVID-19 and water consumption is shown in Table 4.14 
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Table 4.14 COVID-19 Fear and Water Intake 

  

n 

 

Mean 

 

SD 

  

 p 

Much lower+lower  34 
2.4538 

 

.9160  

0.63 

About the same  253  

2,2857 
 

.9488 

Higher 91 2.4631 .9256  

Much higher  19 2.8271 1.3253  

Total 397 2.3667 .9667  

One way Anova was used for evaluation 

Those who marked the options “much lower” and  “lower “ were gathered in a single 

group because the number of them was low. There was no relationship between fear of 

COVID-19 and consumption of fresh/dried fruit (F=2.207,p=0.87). The relationship 

between the fear of COVID-19 and the consumption of fresh/dry fruit is shown in Table 

4.15 

Table 4.15 COVID-19 Fear and Fresh/Drıed Fruıts 

  

n 

 

Mean 

 

SD 

  

 p 

Much lower+lower  18 2.619 .869  

.087 About the same  246 2.293 .971 

Higher  114 2.414 .902  

Much 

 higher  

19 2.789 1.243  

Total 397 2.366 .966  

One way Anova was used for evaluation 

Those who marked the options "much lower" and "lower" were grouped together in a 

single group because of the low number of options. A significant relationship was found 

between the fear of Covid-19 and vegetable consumption (p=0.06)  According to the 

Tukey test, the covid-19 fear of the participants in “a” group (X=2.900) is higher than 
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those in the “b” group (X=2.281). The relationship between the fear of Covid-19 and 

vegetable consumption is shown in Table 4.16 

Table 4.16 COVID-19 Fear and Vegetable Consumptıon 

  

N 

 

Mean 

 

Sd 

  

 p 

Much lower +lower  a 20  2.900 .895  

 

.006 

About the same b 274 2.281 .969 

Higher 82 2.412 .874  

Much higher 21 2.789 1.117  

 

Total 

397 2.366 .966  

One way Anova was used for evaluation 

 

A significant relationship was found between the fear of COVID-19 and legume 

consumption (X2 =18.200 ;p=0.001) . A significant relationship was found between the 

fear of COVID-19 and consumption of legumes. The Games-Howell test was applied to 

understand which groups the relationship was between. The “a” group had more fear of 

COVID-19 than the “b”, “c” and “d” groups. The relationship between the fear of 

Covid-19 and legumes consumption is shown in Table 4.17. 

Table 4.17 COVID-19 Fear and Legumes Consumption 

         N  Mean rank      x²     df    p 

Much lower 

a 

  7 347.50  

18.200 

 

         4  

 

    .001 

Lower b   14 214.68 

About the 

same c 

326 190.90    

Higher d 40 216.35    

Much higher  10 267.90    

Total 397     
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Kruskal-wallis test was used for evaluation 

Those who marked the options "much lower" and "lower" were grouped together in one 

group because of the low number of options. There was no significant relationship 

between fear of COVID-19 and consumption of whole grain. The relationship between 

the fear of COVID-19 and consumption of whole grain is shown in Table 4.18 (p= 0.52) 

.Table 4.18 COVID-19 Fear and Whole Grain Consumption 

  

n 

 

Mean 

  

SD 

   

 p 

Much lower+lower 25 2.588 .988  

 

.052 

About the same 288 2.289 .950 

Higher 72 2.507 .947  

Much higher 12 2.904 1.201  

Total 397 2.366 .966  

One way Anova was used for evaluation 

Those who marked the options "much lower" and "lower" were grouped together in one 

group because of the low number of options. There was no significant relationship 

between fear of COVI-19 and consumption of dairy products (p=.694).The relationship 

between the fear of COVID-19 and consumption of dairy products is shown in Table 

4.19. 

Table 4.19 COVID-19 Fear and Dairy Consumption 

  

n 

 

Mean 

 

SD 

  

p 

Much lower + lower  21 2.210 .943  

.694 About the same 286 2.349 .979 

Higher 77 2.458 .904  

Much higher 

 

13 2.461 1.120  

Total 397 2.366 .966  

One way Anova was used for evaluation 
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Those who marked the options “much lower” and “lower” were gathered in one group 

because the number of them was low. There was no significant relationship between the 

fear of COVID-19 and consumption of meat, chicken, fish (p=.086). The relationship 

between the fear of COVID-19 and the consumption of meat, chicken, fish is shown in 

Table 4.20. 

Table 4.20 COVID-19 Fear and Meat,Chickhen,Fish Consumption 

  

N 

 

Mean 

 

SD 

   

p 

Much lower+lower 

 

23 2.534 1.145  

.086 

About the same 263 2.289 .960 

Higher 95 2.562 .859  

Much higher 16 2.232 1.264  

Total 397 2.366 .966  

One way Anova was used for evaluation 

 

There was no significant relationship between fear of COVID-19 and consumption of 

herbal tea (F=1.302;p=.269) The relationship between fear of COVID-19 and 

consumption of herbal tea is shown in Table 4.21. 

4.21 COVID-19 Fear and Herbal Tea (Linden,green tea,sage etc.) Consumption 

  N   Mean    SD   p 

Much lower 14 2.377 1.310  

.269 

 

Lower 12 2.345 1.073 

About the same 236 2.290 .943  

Higher 113 2.461 .908  

Much higher  22 2.701 1.166  

Total 397 2.366 .966  

One way Anova was used for evaluation 
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There was no significant relationship between fear of COVID-19 and consumption of 

nuts (p=.104) . The relationship between fear of COVID-19 and consumption of nuts is 

shown in Table 4.22. 

4.22 COVID-19 Fear and Nut Consumption 

  

N 

 

Mean 

 

SD 

  

 p 

Much lower 6 3.285 .657  

.104 

 

Lower 7 2.408 .854 

About the same 267 2.305 .985  

Higher 103 2.4432 .874  

Much higher 14 2.551 1.247  

Total 397 2.366 .966  

One way Anova was used for evaluation 

There was no significant relationship between fear of COVID-19 and consumption of 

processed meats (p=.089) The relationship between fear of COVID-19 and consumption 

of processed meats is shown in Table 4.23. 

 

Table 4.23 COVID-19 Fear and Processed Meat 

Consumption(Bacon,salami,sausage and smoked meat) 

 

 

 

  

N 

 

Mean 

 

SD 

   

P 

Much lower  23 2.596 .963  

.089 Lower  67 2.530 .965 

About the same  260 2.278 .931  

Higher  41 2.442 1.018  

Much higher  6 2.976 1.676  

Total 397 2.366 .966  
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A significant relationship was found between the fear of COVID-19 and packaged food 

consumptipon (p=.005) . Tukey test was applied to understand which groups the 

relationship was between. The “e” group (X=3.555) ; have more fear of COVID-19 than 

the “a” (X=2.506) , “b” (X=2.354) , “c” (X=2.305) and “d” (X=2.361) groups. The 

relationship between the fear of COVID-19 and packaged food consumption is shown 

in Table 4.24. 

Table 4.24 COVID-19 Fear and Packaged Food  Consumption 

(Candy,chocolate,biscuit,cracker,chips etc.) 

 

  

N 

 

Mean 

 

SD 

  

 p 

Much lower a 22 2.506 .767  

.005 Lower b 81 2.354 .925 

About the same c 202 2.305 .989  

Higher d  83 2.361 .878  

Much higher e 9 3.555 1.372  

Total 397 2.366 .966  

 

One way Anova was used for evaluation 

There was no significant relationship between fear of COVID-19 and consumption of 

pastries ( p=.067). The relationship between fear of COVID-19 and consumption of 

homemade pastries is shown in Table 4.25. 

4.25 COVID-19 Fear and Homemade Pastry (Cake,cookie,pastry etc.) 

Consumption  

 

  

N 

 

Mean 

 

SD 

   

p 

Much lower 13 2.527 911  

.067 
Lower 46 2.403 1.003 

About the same 189 2.2412 .965  

Higher  132 2.457 .909  

Much higher  17 2.831 1.194  

Total 397 2.366 .966  
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One way Anova was used for evaluation 

There was no significant relationship between fear of COVID-19 and consumption of 

fastfood ( p=.103). The relationship between fear of COVID-19 and consumption of 

fastfood is shown in Table 4.26. 

 

4.26 COVID-19 Fear and Fastfood Consumption 

 

  

N 

 

Mean 

 

SD 

 

  p 

Much lower 46 2.580 .984  

.103 Lower 94 2.468 .898 

About the same 191 2.237 .994  

Higher 55 2.410 .840  

Much higher 11 2.636 1.346  

Total 397 2.366 .966  

One way Anova was used for evaluation 

A significant relationship was found between the fear of COVID-19 and non alcoholic 

beverages consumptipon (p=.002) According to the Tukey analysis, the “a” group 

(X=2.760)  has more fear of covid-19 than the “b” group (X=2.284)  and the “c” group 

(X=3.174) has more fear of covid-19 than the “b” group (X=2.284). The relationship 

between the fear of COVID-19 and non-alcoholic beverages consumption is shown in 

Table 4.27. 

4.27 COVID-19 Fear and Non-Alcoholıc Beverages Consumption 

 

  

N 

 

Mean 

 

SD 

   

p 

Much lowera 46 2.760 .930  

.002 Lower 57 2.250 .948 

About the sameb 248 2.284 .  

Higher 37 2.409 1.009  

Much higherc 9 3.174 1.451  

Total 397 2.366 .966  
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One way Anova was used for evaluation 

There was no significant relationship between fear of COVID-19 and frequency of 

breakfast (p=.627). The relationship between fear of COVID-19 and frequency of 

breakfast is shown in Table 4.28. 

 

4.28 COVID-19 Fear and Frequency of Breakfast 

  

n 

 

Mean 

 

SD 

   

p 

Much lower  7 2.489 .737  

.627 Lower 29 2.477 1.161 

About the same  265 2.312 .954  

Higher 83 2.459 .944  

Much higher 13 2.560 1.045  

Total 397 2.366 .966  

One way Anova was used for evaluation 

 

There was no significant relationship between fear of COVID-19 and frequency of 

lunch (X2 =4.192;p=.381). The relationship between fear of COVID-19 and frequency of 

lunch is shown in Table 4.29. 

 

4. 29 COVID-19 Fear and Frequency of Lunch 

         n  Mean 

rank 

     x²     df    p 

Much 

lower  

  13 214.54  

4.192 

 

4 

          

 

.381 

     Lower   42 190.24 

About the 

same   

298 195.33    

Higher 37 221.51    

Much 

higher  

7 259.79    

Total 397     

Kruskal-wallis test was used for evaluation 
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Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and frequency of dinner (X2=2.295; p=.513 ) . The 

relationship between fear of COVID-19 and frequency of dinner is shown in Table 4.30. 

 

4.30 COVID-19 Fear and Frequency of Eating Dinner 

 

          

   n 

 Mean 

rank 

     x²     df    p 

Much 

lower 

+lower 

  9 216.28  

2.295 

 

       3 

 

    .513 

About the 

same   

326 195.43    

Higher 54 211.23    

Much 

higher  

8 242.56    

Total      

Kruskal-wallis test was used for evaluation 

A significant relationship was found between the fear of COVID-19 and eating snack 

(p=.007). Those who marked the options "much higher” and  "higher" were grouped 

together in one group because the number of them was low. According to the Tukey 

test, the COVID-19 fear of the participants in the “a” group (X=2.844) is higher than 

those in the “b” group (X=2.256). The relationship between the fear of COVID-19 and 

eating snack is shown in Table 4.31. 
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4.31 COVID-19 Fear and Frequency of Eating Snack 

 

  

n 

 

Mean 

 

SD 

   

p 

Much Lower a 22 2.844 1.101  

.007 Lower 33 2.580 1.003 

About the sameb 260 2.256 .938  

Higher+Much higher  82 2.5012 .948  

Total 397 2.366 .966  

One way Anova was used for evaluation 

 

A significant relationship was found between the fear of COVID-19 and number of 

meals per day (p=.002). Those who marked the options "much higher” and  "higher" 

were grouped together in one group because the number of them was low. According to 

the Tukey test, the COVID-19 fear of the participants in the “a” group (X=3.678) is 

higher than those in the  “b” (X=2.301) , “c” (X=2.343) and “d”  (X=2.343) group  . The 

relationship between the fear of COVID-19 and number of meals per day is shown in 

Table 4.32. 

 

4.32 COVID-19 Fear and Number of Meals per Day  

 

  

N 

 

Mean  

 

SD 

  p 

Much lowera 8 3.678 1.228  

.002 Lowerb 36 2.301 .684 

About the samec 272 2.343 .997  

Higher+much higherd 81 2.343 .860.  

Total 397 2.366 .966  

One way Anova was used for evaluation 
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There was no significant relationship between fear of COVID-19 and use of 

supplements (p=.159). The relationship between fear of COVID-19 and use of 

supplements is shown in Table 4.33. 

Table 4.33 COVID-19 Fear and Use of Food Supplements (Vitamin C,Vitamin 

D,Zinc,Omega-3,Beta-glucan) 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower  8 2.857 .995  

.159 Lower 5 2.342 .696 

About the same  184 2.304 1.005  

Higher  159 2.340 .902  

Much higher  41 2.655 1.015  

Total 397 2.366 .966  

One way Anova was used for evaluation 

 

A significant relationship was found between the fear of COVID-19 and water intake 

(p=.037). According to the Tukey test, the COVID-19 fear of the participants in the “b” 

group (X=3.044) is higher than those in the “a” group (X=2.271). The relationship 

between fear of COVID-19 and water consumption in individuals with healthy eating 

attitudes is shown in Table 4.34 

 

Table 4.34 Healthy Eating Attıtude and Water Intake 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower 5 2.657 .842  

.037 Lower 28 2.469 .913 

About the same a 233 2.271 .935  

Higher  86 2.431 .890  

Much higherb 13 
3.044 

1.360  

Total 365 2.356 .948  

One way Anova was used for evaluation 
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Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low There was no significant relationship 

between fear of COVID-19 and fresh/dried fruit consumption (p=.103). The relationship 

between fear of COVID-19 and fresh/dried fruit consumption in individuals with 

healthy eating attitudes is shown in Table 4.35. 

 

 

Table 4.35 Healthy Eating and Fresh/Drıed Fruit Consumption 

 

  

n 

 

Mean 

 

SD 

   

p 

Much lower+lower  15 2.419 .702  

.103 About the same  230 2.291 .961 

Higher  106 2.419 .884  

Much higher 14 2.898 1.260  

Total 365 2.356 .948  

One way Anova was used for evaluation 

 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low .A significant relationship was found 

between the fear of COVID-19 and vegetable consumption ( p=.014 ). According to the 

Games-Howell test, the COVID-19 fear of the participants in the “a” group (X=2.752) is 

higher than those in the “b” group (X=2.272). The relationship between fear of covid-19 

and vegetable consumption in individuals with healthy eating attitudes is shown in 

Table 4.36. 
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Table 4.36 Healthy Eating Attitude and Vegetable Consumption 

 

  

N 

 

Mean 

 

SD 

  P 

Much lower+lower a 15 2.752 .522  

.014 About the same b 257 2.272 .955 

Higher  75 2.445 .887  

Much higher  18 2.865 1.135  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

 

. Those who marked the options "much lower” and  "lower" and “much higher” and 

“higher” were grouped together in one group because the number of them was low 

There was no significant relationship between fear of COVID-19 and legumes 

consumption (x² =7.001;p=.055) . The relationship between fear of COVID-19 and 

legumes consumption in individuals with healthy eating attitudes is shown in Table 

4.37. 

 

 

Table 4.37  Healthy Eating Attitude and Legumes Consumption 

 

       n  Mean 

rank 

     x²     Df    P 

Much lower  

+lower 

  18 225.19  

7.001 

 

  2 

 

  .055 

About the 

same  

302 176.46    

Higher+much 

higher  

45 210.00    

Total 365     

Kruskal-wallis test was used for evaluation 

 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. A significant relationship was found 
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between the fear of COVID-19 and whole grain consumption (p=.031) According to the 

Tukey test, the COVID-19 fear of the participants in the “b” group (X=3.214) is higher 

than those in the “a” group (X=2.301). The relationship between fear of covid-19 and 

whole grain consumption in individuals with healthy eating attitudes is shown in Table 

4.38. 

 

 

Table 4.38 Healthy Eating Attitude and Whole Grain Consumption 

  

N 

 

Mean  

 

SD 

  p 

Much lower+lower 21 2.315 .752  

.031 
About the samea 269 2.301 .944. 

Higher 67 2.490 933  

Much higherb 8 3.214 1.263  

Total 365 2.356 .948  

One way Anova was used for evaluation 

Table 4.39 shows the relationship between fear of COVID-19 and dairy consumption in 

individuals with healthy eating attitudes. Those who marked the options "much lower” 

and  "lower" were grouped together in one group because the number of them was low. 

There was no significant relationship between fear of COVID-19 and dairy 

consumption (p=.793) 

Table 4.39 Healthy Eating Attitude and Dairy Consumption 

 

  

n 

 

Mean 

 

SD 

 

  p 

Much lower+lower 

 

18 2.174 1.008  

.793 

About the same 265 2.351 .967 

Higher 71 2.404 .839  

Much higher 11 2.480 1.128.  

Total 365 2.356 .948  

One way Anova was used for evaluation. 
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Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and  consumption (p=.098). The relationship between fear 

of COVID-19 and meat,chickhen,fish  consumption in individuals with healthy eating 

attitudes is shown in Table 4.40. 

 

 

Table 4.40 Healthy Eating Attitude and Meat,Chickhen,Fish Consumption 

 

  

n 

 

Mean 

 

SD 

   

p 

Much lower+lower 18 2.444 1.046  

.098 About the same  245 2.277 .947 

Higher 89 2.566 .851  

Much higher 13 2.307 1.293  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

There was no significant relationship between fear of COVID-19 and herbal tea 

consumption (p=.094). The relationship between fear of COVID-19 and herbal tea 

consumption in individuals with healthy eating attitudes is shown in Table 4.41. 

 

 

Table 4.41 Healthy Eating Attitude and Consumption of Herbal Tea (Linden,green 

tea,sage etc.) 

  

n 

 

Mean  

 

SD 

  P 

Much lower  9 1.968 .775  

.094 
Lower 11 2.467 1.034 

About the same 224 2.288 .941  

Higher 104 2.449 .904  

Much higher 17 2.823 1.185  

Total 365 2.356 .948  

One way Anova was used for evaluation. 
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Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and nut consumption (p=.133). The relationship between 

fear of COVID-19 and nut consumption in individuals with healthy eating attitudes is 

shown in Table 4.42 

 

Table 4.42 Healthy Eating Attitude and Nut Consumption 

 

  

n 

 

Mean  

 

SD 

   

P 

Much lower+lower 9 2.920 .670  

.133 About the same 248 2.294 .966 

Higher 96 2.436 .859  

Much higher  12 2.583 1.274  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

There was no significant relationship between fear of COVID-19 and processed meat 

consumption (F=1.881;p=.113). The relationship between fear of COVID-19 and 

processed meat consumption in individuals with healthy eating attitudes is shown in 

Table 4.43 

Table 4.43 Healthy Eating Attitude and Processed Meat Consumption 

(Bacon,salami,sausage,smoked meat) 

 

  

N 

 

Mean 

 

SD 

   

p 

Much lower 16 2.464 .928  

.113 Lower 63 2.532 .942 

About the same 245 2.272 .923  

Higher 35 2.477 .948  

Much higher 6 2.976 1.676  

Total 365 2.356 .948  

One way Anova was used for evaluation. 
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A significant relationship was found between the fear of COVID-19 and packaged food  

consumption( p=.031). According to the Tukey test, the COVID-19 fear of the 

participants in the “d” group (X=2.392) is higher than those in the “a” (X=2.359) , 

“b”(X=2.299) and “c” (X=2.363) group. The relationship between fear of COVID-19 

and packaged food consumption in individuals with healthy eating attitudes is shown in 

Table 4.44. 

 

Table 4.44 Healthy Eating Attitude and Packaged Food Consumption 

(Candy,chocolate,biscuit,cracker,chips etc.) 

 

  

N 

 

Mean 

 

SD 

  P 

Much lower  14 2.500 .692  

.031 Lowera 74 2.359 .910 

About the same b 190 2.299 .971  

Higherc 79 2.363 .871  

Much higherd 8 2.392 1.371  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

There was no significant relationship between fear of COVID-19 and homemade pastry 

consumption (F=2.336; p=.055) The relationship between fear of COVID-19 and 

homemade pastry consumption in individuals with healthy eating attitudes is shown in 

Table 4.45 
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Table 4.45 Healthy Eating Attitude  and Homemade Pastry Consumption 

(Cake,cookie,pastry etc.) 

  

N 

 

Mean  

 

SD 

  P 

Much lower 7 2.387 .811  

.055 
Lower 41 2.466 1.008 

About the same 181 2.217 .930  

Higher 122 2.477 .911  

Much higher 14 2.775 1.170  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

There was no significant relationship between fear of COVID-19 and fastfood 

consumption (p=.090). The relationship between fear of COVID-19 and fastfood 

consumption in individuals with healthy eating attitudes is shown in Table 4.46. 

 

Table 4.46 Healthy Eating Attitude and Fast-food Consumption 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower 37 2.610 .950  

 

.090 

Lower 88 2.491 .894 

About the same 182 2.226 .982.  

Higher 48 2.398 805  

Much higher 103 2.414 1.188  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

A significant relationship was found between the fear of COVID-19 and non-alcoholic 

sugary drinks consumption (p=.001). According to the Tukey test, the COVID-19 fear 

of the participants in the “c” group (X=3.174) higher than “b” group (X=2.252) ; 

“a”group (X=2.837) higher than “b” group (X=2.252) . The relationship between fear of 
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COVID-19 and non-alcoholic sugary drinks consumption in individuals with healthy 

eating attitudes is shown in Table 4.47. 

 

Table 4.47 Healthy Eating Attitude and Non-Alcoholıc Sugary Drınks ( Instant 

fruit juıces,sugary carbonated drinks) 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower a 36 2.837 .918  

.001 Lower 52 2.291 .948 

About the sameb 237 2.252 .901  

Higher 31 2.470 .927  

Much higherc 9 3.174 1.451  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and breakfast frequency (p=.242 ). The relationship between 

fear of COVID-19 and breakfast frequency in individuals with healthy eating attitudes 

is shown in Table 4.48. 

 

 

Table 4.48 Healthy Eating Attitude and Breakfast Frequency 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower+ lower  27 2.433 .955  

 

.242 

About the same  249 2.292 .940. 

Higher 79 2.493 948  

Much higher  10 2.685 1.070  

Total 365 2.356. .948  

One way Anova was used for evaluation. 
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No one selected "higher" and "much higher" options among the participants. There was 

no significant relationship between fear of COVID-19 and lunch frequency (X2 = 4.286; 

p=.117). The relationship between fear of COVID-19 and lunch frequency in 

individuals with healthy eating attitudes is shown in Table 4.49. 

 

Table 4.49 Healthy Eating Attitude and Lunch Frequency 

 

          N  Mean 

rank 

     x²     Df    p 

Much 

lower  

  50 181.23  

4.286 

 

   2 

 

    .117 

Lower   279 178.88 

About the 

same   

 36 217.42    

Total 365     

 

Kruskal Wallis used for evaluation. 

 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and dinner frequency (X2= 6.095 ;p=.107). The relationship 

between fear of COVID-19 and dinner frequency in individuals with healthy eating 

attitudes is shown in Table 4.50. 
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Table 4.50 Healthy Eating Attitude and Dinner Frequency 

 

          N  Mean rank      x²     Df    P 

Much lower  

+lower 

  8 217.81 6.095 

 

   3 

    

.107 

     

About the 

same  

304 117.64    

Higher 48 203.13    

Much 

higher  

5 260.10    

Total 365     

Kruskal Wallis was used for evaluation. 

 

Those who marked the options "much higher” and  "higher " were grouped together in 

one group because the number of them was low. A significant relationship was found 

between the fear of COVID-19 and eating snack ( p=.006).Acoording to the Tukey test ; 

COVID-19 fear of the participants in the “a” group (X=2.941) higher than “b” group 

(X=2.249). The relationship between fear of COVID-19 and eating snack in individuals 

with healthy eating attitudes is shown in Table 4.51. 

 

 

Table 4.51 Healthy Eating Attitude and Eating Snack 

 

  

n 

 

Mean 

 

SD 

 

 p 

Much lowera 17 2.941 1.122  

.006 

 

Lower 30 2.500 .860 

About the sameb 244 2.249 .921  

Higher+much higher 74 2.519 .965  

Total 365 2.356 .948  

One way Anova was used for evaluation. 
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Those who marked the options "much higher” and  "higher " were grouped together in 

one group because the number of them was low. A significant relationship was found 

between the fear of COVID-19 and number of meals ( p=.001).Acoording to the Tukey 

test ; COVID-19 fear of the participants in the “a” group (X=3.881) higher than “b” 

(X=2.369) , “c” (X=2.317) and “d” group (X=2.361). The relationship between fear of 

COVID-19 and number of meals in individuals with healthy eating attitudes is shown in 

Table 4.52. 

 

 

Table 4.52 Healthy Eating Attitude and Number of Meals per Day 

 

  

n 

 

Mean 

 

SD 

  p 

Much lowera 6 3.881 .912 .001 

 Lower b 34 2.369 .972 

About the same c 250 2.317 .819  

Much higher+higher d 75 2.361 1.272  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

Those who marked the options "much lower” and  "lower" were grouped together in 

one group because the number of them was low. There was no significant relationship 

between fear of COVID-19 and supplement use (p=.155). The relationship between fear 

of COVID-19 and supplement use in individuals with healthy eating attitudes is shown 

in Table 4.53. 
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Table 4.53 Healthy Eating Attitude and Supplement Use 

 

  

n 

 

X 

 

sd 

  p 

Much lower+lower 

 

9 2.619 .416  

 

.155 About the same 174 2.293 .988 

Higher 

 

146 2.340 .882  

Much higher 

 

36 2.662 1.059  

Total 365 2.356 .948  

One way Anova was used for evaluation. 

Table 4.54 shows the relationship between fear of COVID-19 and water intake in 

individuals with impaired eaintg attitude. Those who marked “lower” and “very lower” 

were not included in the analysis because they were few in number. There was no 

significant relationship between fear of COVID-19 and water intake (F=4.50; p=.642) 

 

 

Table 4.54 Impaired Eating Attitude and Water Intake 

  

N 

 

Mean 

 

SD 

  p 

About the same 19 2.518 1.009  

.642 Higher 5 3.000 1.425 

Much higher  6 2.357 1.221  

Total 31 2.566 1.153  

One way Anova was used for evaluation. 

Those who marked “higher” and “much higher” were not included in the analysis 

because they were few in number. There was no significant relationship between fear of 

COVID-19 and fresh/dried fruit consumption (p=.781). The relationship between fear of 

COVID-19 and fresh/dried fruit consumption in individuals with impaired eating 

attitude is shown in Table 4.55. 
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Table 4.55 Impaired Eating Behaviour and Fresh/Dried Fruit Consumption 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower+lower 19 2.526 1.198  

.781 
About the same 13 2.406 1.172 

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and vegetable consumption 

(p=.167). The relationship between fear of COVID-19 and vegetable consumption in 

individuals with impaired eaintg attitude is shown in Table 4.56. 

 

Table 4.56 Impaired Eating Behaviour and Vegetable Consumption 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower+lower 5 3.342 1.589  

.167 About the same 17 2.420 1.178 

Higher+much higher 103 2.142 .758  

Total  32 2.477 1.169  

One way Anova was used for evaluation. 

 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low. 

There was no significant relationship between fear of COVID-19 and legume 

consumption ( p=.053). The relationship between fear of COVID-19 and legume 

consumption in individuals with impaired eaintg attitude is shown in Table 4.57. 
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Table 4.57 Impaired Eating Behaviour and Legume Consumption 

 

  

n 

 

Mean 

 

SD 

   

p 

Much lower+lower 3 4.000 1.030  

.053 About the same 24 2.291 1.133 

Higher+much higher  5 2.457 .865  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low. A 

significant relationship was found between the fear of COVID-19 and whole grain 

consumption (p=.007).Acoording to the Tukey test ; COVID-19 fear of the participants 

in the “a” group (X=4.035) higher than “b” group (X=2.120). The relationship between 

fear of COVID-19 and whole grain consumption in individuals with impaired eaintg 

attitude is shown in Table 4.58. 

 

Table 4.58 Impaired Eating Behaviour and Whole grain Consumption 

 

  

N 

 

Mean 

 

SD 

   

p 

Much lower+lowera 4 4.035 .844  

.007 About the sameb 19 2.120 1.033 

Higher+much higher  9 2.539 1.054  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and dairy  consumption ( 

p=.491). The relationship between fear of COVID-19 and dairy consumption in  

individuals with impaired eaintg attitude is shown in Table 4.59. 
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Table 4.59 Impaired Eating Behaviour and Dairy Consumption 

 

  

n 

 

Mean 

 

SD 

  

p 

Much lower+lower  3 2.428 .428  

.491 About the same 21 2.319 1.156 

Higher+much higher  8 2.910 1.376  

Total 32 2.477 1.169  

 

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and meat consumption( 

p=.707). The relationship between fear of COVID-19 and meat,chichkhen,fish 

consumption in individuals with impaired eaintg attitude is shown in Table 4.60. 

 

 

 

Table 4.60 Impaired Eating Behaviour and Meat,Chickhen,Fish Consumption 

 

  

n 

 

Mean 

 

SD 

  

p 

Much lower+lower 5 2.857 1.548  

.707 About the same 18 2.460 1.136 

Higher+much higher  9 2.301 1.112  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and herbal tea consumption 

(F=.373; p=.692). The relationship between fear of COVID-19 and herbal tea 

consumption in individuals with impaired eating attitude is shown in Table 4.61. 
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Table 4.61 Impaired Eating Behaviour and Herbal Tea Consumption 

(Linden,green tea,sage etc.) 

  

n 

 

Mean 

 

SD 

  

p 

Much lower+lower 11 2.324 1.030  

.692 About the same 8 2.785 1.557 

Higher+much higher  13 2.417 1.071  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and nut consumption 

(F=.022; p=.978). The relationship between fear of COVID-19 and nut consumption in 

individuals with impaired eating attitude is shown in Table 4.62. 

 

Table 4.62 Impaired Eating Attıtude and Nuts(Hazelnuts,walnuts,almonds,peanuts 

etc.) Consumption 

  

  

n 

 

Mean 

 

SD 

  

 p 

Much lower+lower 4 2.571 1.304  

.978 About the same 19 2.443 1.227 

Higher+much higher  9 2.507 1.125  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and processed meat 

consumption (F=.476; p=.610). The relationship between fear of COVID-19 and 

processed meat consumption in individuals with impaired eating attitude is shown in 

Table 4.63. 
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Table 4.63 Impaired Eating Attıtude and Processed Meat Consumption ( 

Bacon,salami,sausage and smoked meat) 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower+lower 11 2.753 1.164  

.626 About the same 15 2.371 1.098 

Higher+much higher  6 2.238 1.458  

Total 32 2.477 1.169  

 

One way Anova was used for evaluation. 

 

Table 4.64 shows the relationship between fear of COVID-19 and processed meat 

consumption in individuals with impaired eating attitude .Among the options, there was 

no one who marked the "higher" and "much higher" options. There was no significant 

relationship between fear of COVID-19 and processed meat consumption (F=.254 

;p=.777) 

Table 4.64 Impaired Eating Attıtude and Packaged Food Consumption 

(Candy,chocolate,biscuits,cracker,chips etc.) 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower 15 2.419 1.007  

.777 Lower 12 2.404 1.290 

About the same  5 2.828 1.513  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low There 

was no significant relationship between fear of COVID-19 and homemade pastry 

consumption (F=.271; p=.764). The relationship between fear of COVID-19 and 
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homemade pastry consumption in individuals with impaired eating attitude is shown in 

Table 4.65. 

 

 

Table 4.65 Impaired Eating Attıtude and Homemade Pastry Consumption 

(Cake,cookie,pastry etc.) 

 

  

n 

 

Mean 

 

SD 

  

 P 

Much lower+lower 6 2.761 1.844  

.764 
About the same 12 2.321 1.015 

Higher+much higher 14 2.489 1.011  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Among the options, there was no one who marked th "higher" and "much higher" 

options. There was no significant relationship between fear of COVID-19 and fastfood 

consumption (F=.392; p =.679). The relationship between fear of COVID-19 and 

fastfood consumption in individuals with impaired eating attitude  is shown in Table 

4.66. 

 

Table 4.66 Impaired Eating Attıtude and Fastfood Consumption 

 

  

n 

 

Mean 

 

SD 

  

   p 

Much lower  15 2.323 1.072  

.679 
Lower 9 2.460 1.261 

About the same  8 2.785 1.335  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low 
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.There was no significant relationship between fear of COVID-19 and processed non-

alcoholic sugary drink  consumption ( p=.399). The relationship between fear of 

COVID-19 and non-alcoholic sugary drink consumption in individuals with impaired 

eating attitude is shown in Table 4.67. 

 

 

Table 4.67 Impaired Eating Attıtude and Non-Alcoholic Sugary Drink 

Consumption (Instant fruit juıces,sugary carbonated drinks) 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower+lower 9 2.619 1.460  

.399 About the same  16 2.633 1.135 

Higher+much higher  17 1.938 .755  

Total 32 2.477 1.169  

 

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low 

.There was no significant relationship between fear of COVID-19 and breakfast 

frequency (F=.948; p=.399). The relationship between fear of COVID-19 and breakfast 

frequency in individuals with impaired eating attitude is shown in Table 4.68. 

 

 

Table 4.68 Impaired Eating Attıtude and Breakfast Frequency 

 

  

n 

 

Mean 

 

SD 

 

  p 

Much lower+lower 9 2.619 1.460  

.399 About the same 16 2.633 1.135 

Higher+much higher  7 1.938 .755  

Total 32 2.477 2.477  

One way Anova was used for evaluation. 
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Table 4.69 shows the relationship between fear of COVID-19 and lunch frequency in 

individuals with impaired eating attitude. Those who marked the options "much lower” 

and  "lower"  and “higher” and “much higher” were grouped together in one group 

because the number of them was low .There was no significant relationship between 

fear of COVID-19 and lunch frequency ( p=.972) 

 

 

Table 4.69 Impaired Eating Attıtude and Lunch Frequency 

 

  

N 

 

Mean 

 

SD 

  p 

Much lower+lower  5 2.400 1.412  

.972 
About the same  19 2.518 1.183 

Higher+much higher  8 2.428 1.142  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 

 

Among the options, there was no one who marked the "higher" and "much higher" 

options. There was no significant relationship between fear of COVID-19 and dinner 

frequency (F =2.785;p =.106). The relationship between fear of COVID-19 and dinner 

frequency in individuals with impaired eating attitude is shown in Table 4.70 

 

Table 4.70 Impaired Eating Attıtude and Dinner Frequency 

 

  

n 

 

Mean 

 

SD 

   

p 

About the same  22 2.733 1.219  

.106 Higher+much higher  9 1.984 .876 

Total 31 2.516 1.168  

One way Anova was used for evaluation. 

 

Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low 
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.There was no significant relationship between fear of COVID-19 and eating snack 

(p=.615). The relationship between fear of COVID-19 and eating snack in individuals 

with impaired eating attitude is shown in Table 4.71 

 

 

Table 4.71 Impaired Eating Attıtude and Eating Snack 

 

  

n 

 

Mean 

 

SD 

  p 

Much lower+lower 8 2.839 1.447  

.615 
About the same 16 2.366 1.203 

Higher+much higher 8 2.339 .815  

Total 3 2.477 1.169  

 

One way Anova was used for evaluation. 

 

.Among the options, there was no one who marked the "much higher" options. Those 

who marked the options "much lower” and  "lower"  were grouped together in one 

group because the number of them was low There was no significant relationship 

between fear of COVID-19 and number of meals per day. The relationship between fear 

of COVID-19 and number of meals per day in individuals with impaired eating attitude 

is shown in Table 4.72. 

 

 

Table 4.72 Impaired Eating Attıtude and Number of Meals Per Day 

 

  

N 

 

Mean 

 

SD 

   

p 

Much lower+lower 4 2.107 1.420  

.511 
About the same 22 2.642 1.236 

Higher  6 2.119 .684  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 
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Those who marked the options "much lower” and  "lower"  and “higher” and “much 

higher” were grouped together in one group because the number of them was low 

.There was no significant relationship between fear of COVID-19 and supplement use 

(p=.880). The relationship between fear of COVID-19 and supplement use in 

individuals with impaired eating attitude is shown in Table 4.73. 

 

 

 

 

Table 4.73 Impaired Eating Attıtude and Supplement Use 

 

  

N 

 

Mean 

 

SD 

  

 p 

Much lower+lower 4 2.750 1.659  

.880 
About the same  10 2.485 1.321 

Higher+much higher  18 2.412 1.031  

Total 32 2.477 1.169  

One way Anova was used for evaluation. 
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                                                        5.DISCUSSION 

 

5.1 Lifestyle Changes  

 

86.9% of the participants are not currently working or studying from home, but 67% of 

them worked or studied from home during the pandemic. This may be due to the fact 

that this study was carried out 1.5 years after the start of the pandemic and the 

quarantine measures were relaxed in this process. 

According to the results of this study; 44.3% of the participants gained weight during 

the pandemic period. According to the results of the study, the physical activity levels 

of the participants decreased during this period, their sleep quality decreased,the time 

they spent in front of the screen increased and eating habits change Weight gain may be 

due to these lifestyle changes during the pandemic. 

During this period, there were changes in the level of physical activity and eating habits. 

In a systematic review that included 66 studies and 86,981 participants, it was observed 

that physical activity levels decreased during the pandemic period in 64 studies 19. 

However, in this review; It has been observed that the physical activity levels of 

individuals with eating disorders increase. In this study, since individuals with healthy 

eating attitudes were predominant, a decrease in physical activity level may have been 

observed.  In this study, it was also seen that the time spent in front of the screen 

increased, which may be related to a decrease in physical activity.There have been some 

studies investigating sleep quality during the pandemic period. In a study involving 

54,231 participants from 13 countries, sleep disorders were found to be 32% in the 

general population however higher rate in healtcare workers, and similarly, this rate was 

31% in another meta-analysis 123,124    In a study with 5,175 participants, 53.9% of the 

participants stated that their sleep duration changed, 17.1% slept less, 36.7% slept more. 

125Similarly, in this study, it was observed that the sleep duration of the participants 

increased because this study was conducted with the general population. In this study, it 

was observed that the frequency of online shopping increased during the pandemic 

process. This may be due to both the quarantine measures and the fear of the contagion 

of the disease. In a study conducted by the United Nations, including Turkey, 22% of 

the participants said that they only shop online now, and 36% said that they prefer 

online shopping over physical shopping.126 Interestingly, the participants said that their 
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rate of disinfecting food and beverage bags was higher before the pandemic, but this 

may be due to the inconsistent answers of the participants. 

5.2 Weight Change  

The relationship between the fear of COVID-19 and gender, educational status, 

smoking and weight change was examined. It was observed that fear of COVID-19 was 

only associated with weight change during the pandemic period. Fear of COVID-19 was 

higher in the group that gained weight compared to the group whose weight did not 

change. It is known that anxiety and depression can cause weight gain. In a study 

involving 3473 participants in the USA, it was observed that weight gain was higher in 

qcases of anxiety and depression during the pandemic period 127 

The relationship between eating attitude and gender, BMI, and weight change in the 

pandemic was examined. A significant relationship was found only between weight 

change in the pandemic and eating attitude. It was observed that the susceptibility to 

eating disorders was higher in the weight loss group, and healthy individuals were more 

in the group whose weight did not change. This situation may be related to the fact that 

individuals with disordered eating attitudes may be more dissatisfied with their bodies 

and accordingly lose weight 128 

5.3 Eating Habits Change  

The effect of fear of COVID-19 on nutrition in the general population, in individuals 

with healthy eating behaviors and in people who are prone to eating disorders was 

examined. Water consumption, fruit consumption, vegetable consumption, legumes 

consumption, whole grain consumption, dairy products consumption, meat, chicken, 

fish consumption, herbal tea consumption, nut consumption, processed meat 

consumption, packaged food consumption, home-made pastry consumption, fast-food 

consumption, consumption of sugary drinks, frequency of breakfast, frequency of eating 

lunch, frequency of eating dinner, frequency of snacking, total number of meals per day 

and the use of supplements were investigated. 

In the general population, a significant relationship was found between fear of covid-19 

and vegetable consumption, legumes consumption, packaged food consumption, sugary 

beverage consumption, frequency of snacks, and number of daily meals. 

It was observed that the fear of COVID-19 was higher in the group whose vegetable 

consumption decreased than whose vegetable consumption did not change much. This 

may be due to the difficulty of accessing fresh vegetables due to the risk of 

contamination. It is known that Sars-CoV-2 virus can survive between 3 hours and 72 

hours on various surfaces.129 A study conducted on 3533 people in Italy showed that 
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grocery shopping decreased in this process 15 Similarly, other studies have shown that 

vegetable consumption decreased during the pandemic period.130,131 This decrease in 

vegetable consumption may also be related to the increase in packaged food 

consumption. 

When the legume consumption in this process was examined, it was seen that the group 

whose legume consumption much lower had more fear of COVID-19 than the group 

whose consumption lower, about the same and higher This may be associated with the 

time it takes to prepare these legume products because of overnight soaking 132 

When packaged food consumption is examined, it is seen that the group whose 

consumption is much higher has more fear of COVID-19 than the group whose 

consumption has higher, about the same, lower and much lower. This may be due to the 

difficulty of accessing fresh food during the pandemic period and the increase in 

packaged food consumption. In a study conducted in Italy during the pandemic period, 

it was shown that consumption for fresh food decreased and packaged food 

consumption increased during this period 15 Packaged foods usually have a high sugar 

content, while high-sugar foods have been shown in studies to increase the release of 

serotonin 133 Increasing time spent in front of the screen and coping with anxiety and 

stress may be the reasons for the increase in packaged food consumption 134,135                                                       

When the consumption of sugary drinks is examined, the group whose consumption of 

sugary drinks increased a lot has more fear of COVID-19 than the group that did not 

change. In addition, the group whose consumption of sugary drinks decreased much had 

more fear of COVID-19 than the group that did not change. In a study conducted in the 

USA, it was found that mental health problems are 26% more common in individuals 

who consume sugary drinks compared to those who do not. The high fear of COVID-19 

in individuals with increased consumption of sugary drinks may be associated with 

increased anxiety in these individuals 136    

When the frequency of snacks is examined, individuals whose frequency of snacking 

decreases very much have more fear of COVID-19 than individuals whose frequency of 

snacks does not change. Similarly, in a study examining the effect of fear of COVID-19 

on eating habits in Turkey, it was observed that fear and anxiety reduced the frequency 

of snacks 122  This change may be related to the increase in sleep duration and stress 

level due to fear of COVID-19. 

Considering the relationship between the total number of meals per day and the fear of 

COVID-19; It has been observed that individuals with a very decreased number of 

meals have more fear of COVID-19 than individuals whose number of meals decreases, 
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does not change, increases or increases too much. Stress and anxiety can affect the type 

and amount of food consumed by individuals. It is known that while 35-60% of 

individuals consume more energy during stress, 25-40% eat less 137,138 

In the analysis made with individuals with healthy eating behavior, it was seen that the 

fear of COVID-19 was associated with water consumption, vegetable consumption, 

whole grain consumption, packaged food consumption, sugary beverage consumption, 

snacking, and the number of meals per day. 

The group whose water consumption increased a lot during the pandemic period has 

more fear of COVID-19 than the group whose water consumption did not change. 

Adequate water consumption is the basis of healthy nutrition and immunity, individuals 

with high fear of COVID-19 may have increased these habits 97 

Similar to the previous analysis, it is seen that the group whose vegetable consumption 

decreased and decreased a lot had more fear of COVID-19 than the group whose 

vegetable consumption did not change. This situation may similarly be associated with 

the risk of contamination.129 

Unlike the general population, in this group, the group whose whole grain consumption 

increased a lot was seen to have more fear of COVID-19 than the group that did not 

change. Studies have shown that the mortality and severity of COVID-19 is higher in 

chronic conditions such as hypertension, cancer, obesity, chronic liver diseases, chronic 

obstructive pulmonary diseases.139  In a prospective study conducted on 367,442 people, 

it was observed that consumption of whole grains and fiber decreased the death rate due 

to diseases such as cancer, diabetes, respiratory diseases, cardiovascular diseases and 

infections.140  It can be thought that people with a high fear of COVID-19 increase their 

consumption of whole grain due to its health benefits and prevention of chronic 

diseases. 

In packaged food consumption, similar to the general population, it was seen that the 

group whose consumption increased a lot had more fear of COVID-19 than the group 

whose consumption increased, did not change and decreased. Similarly, this situation 

may be related to anxiety and increased time spent in front of the screen 135,141134 

When the consumption of sugary drinks is examined, the group whose consumption of 

sugary drinks increased a lot has more fear of COVID-19 than the group that did not 

change. In addition, the group whose consumption of sugary drinks decreased much had 

more fear of COVID-19 than the group that did not change. Similar to the previous 

analysis, this may be related to increased anxiety and preference for sugary foods 136 
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Similar to the other analysis in the frequency of snacks, individuals whose frequency is 

very low have more fear of COVID-19 than those whose frequency does not change. 

The results are similar in the number of total meals per day. It is seen that the group 

whose number of meals is very reduced has more fear of COVID-19 than the group 

whose number of meals decreases, does not change, increases or increases a lot. This 

situation may be related to the effect of stress and anxiety on the number of snacks and 

meals, similar to the previous results 122,137,138 

When individuals with impaired eating behavior were examined, a significant difference 

was observed only in whole grain consumption. This difference, unlike other groups, is 

that the group whose consumption of whole grains decreased or decreased a lot had 

more fear of COVID-19 than the group that did not change. Whole grains are a source 

of carbohydrates, a low-carb diet is used to achieve weight loss. Individuals with poor 

eating attitudes may reduce their consumption of carbohydrates, so whole grain 

consumption may be reduced 142 
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                                                  6.CONCLUSION 

Quarantine measures, distance education and working processes in the COVID-19 

period also caused many changes in lifestyle. Similar to previous studies, we saw that 

sleep duration, sleep quality, weight status, shopping preferences changed in this study. 

Studies have shown that psychiatric disorders such as anxiety and depression increased 

during this period. At the same time, the symptoms of individuals with eating disorders 

were exacerbated, and individuals with healthy eating behaviors showed disordered 

eating behaviors. However, the number of studies examining the effect of fear of 

COVID-19 on eating behavior is very few. 

There was no significant effect of fear of COVID-19 on the eating behaviors of 

individuals who are prone to eating disorders, except for whole grain consumption. This 

may possibly be related to the low sample size. 

However, it has been observed that the fear of COVID-19 has a significant effect on 

eating behavior in individuals with healthy eating behavior. As the fear of COVID-19 

increased in these individuals, water consumption, whole grain consumption, packaged 

food consumption and sugary beverage consumption increased. However, it was 

observed that vegetable consumption, frequency of snacks and number of daily meals 

decreased. 

In order to examine the effect of fear of COVID-19 on eating habits, more studies are 

needed on two different samples with healthy and unhealthy eating attitudes. 
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