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ABSTRACT

HEALTHY EATING ATTITUDES AND BEHAVIOURS GROUP
PROGRAM: A RANDOMISED CONTROLLED FEASIBILITY STUDY

Basak INCE
Doctoral Thesis, Psychology Department — Clinical Psychology
Supervisor: Prof. Dr. Basak YUCEL
June, 2020 - 162 pages

Eating disorders (ED) are serious mental health illnesses interfering
psychological, physical and social well-being. Besides the severity of ED, most
of the individuals presenting symptoms are either not detected or treated. Among
ones undergoing treatment, full recovery and remission are also not very likely.
Given subclinical and clinical ED symptoms commonly occur among university
students and negatively influence their well-being, screening ED related
symptoms among university students, identifying students with a high risk of
developing ED, and providing psychological intervention to them would be an
important step for psychological health improvement. In this regard, in the first
part of this thesis (Study 1), it is aimed to investigate levels of ED symptoms and
related psychological problems among Turkish university students.
Furthermore, since there is no ED prevention program available for university
students in Turkey, in the second part of this thesis (Study 2), it is aimed to
develop a Cognitive Behaviour Therapy oriented ED prevention program for
female university students presenting a high risk for ED. A further aim was to

examine feasibility, acceptability and efficacy of this program.

1584 university students (1195 females, 385 males, and 4 others) from Istanbul
participated in Study 1. The mean age of the participants was 21.55 (SD = 3.37),
and their mean BMI was 22.06 (SD=3.62). Participants were asked to fill out
Demographic Information Form, Eating Disorders Examination Questionnaire
(EDEQ), Eating Attitudes Test — 40 (EAT-40), Body Image Satisfaction
Questionnaire (BISQ), and Sociocultural Attitudes towards Appearance

Questionnaire-4-Revised (SATAQ-4R) in either paper-pencil or online format.



The analysis showed that 22.3% of the students are not satisfied with their
weight. 10.9% of the students met clinical severity criteria of EAT-40 and 6.6%
of the students met the clinical severity criteria of EDEQ-Total score. Analyses
for comparing female and male students revealed that female students had
statistically significantly higher scores in EAT-40, subscales and total EDEQ),
Thin/Low Body Fat Internalization, General Attractiveness Internalization,
Family Pressure subscales of SATAQ-4R than their male peers. Male students
had significantly higher scores in Muscular Internalization and Peer / Significant
Other Pressures subscales of SATAQ-4R. Percentage of female students meeting
clinical severity criteria of EAT-40 and EDEQ-Total were higher than male
students meeting clinical severity criteria for these instruments. Analyses further
showed that students who approved participating in Study 2 presented higher
levels of ED and related psychopathology compared to students who did not

approve.

Participants of Study 2 consisted of 38 female university students, and they were
randomly assigned to 6 session - Healthy Eating Attitudes and Behaviours
Group Program (experimental group), single session - Eating Disorders and
Body Dissatisfaction: A Group Work (active control group) or wait-list control
condition. EDEQ, SATAQ-4R, Body Shape Questionnaire (BSQ), Difficulties
in Emotion Regulation Scale-16 (DERS-16) and Group Feedback Form were
administered as outcome measures. Analyses revealed that experimental group
resulted in significantly higher improvement in subscales and total EDEQ, BSQ,
DERS, and Thin/Low Body Fat Internalization subscales of SATAQ-4R from
baseline to post assessment and baseline to 1-month follow up assessment
compared to active and wait-list control conditions. The effect size for
improvement in these outcome measures reflected large effect. Experimental
group condition also presented high levels of feasibility and acceptability.
Informativeness, being fun, and offering good rapport and communication with

group friends were found to be the most favourable aspects of this program.

Overall, the findings of the current study highlight the importance of targeting
ED symptoms and related problems their given significance among university

students in Istanbul, Turkey. With its good level feasibility, acceptability and
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preliminary efficacy, Healthy Eating Attitudes and Behaviours Group Program
would be beneficial for reducing ED related psychopathology, body
dissatisfaction, emotion regulation difficulties and internalization of thin/low

body fat ideal among Turkish female university students.

Keywords: eating disorders, body dissatisfaction, prevention, university
students, cognitive behaviour therapy



OZET

SAGLIKLI YEME TUTUM VE DAVRANISLARI GRUP PROGRAMI:
RANDOMIZE KONTROLLU UYGULANABILIRLIK CALISMASI

Basak INCE
Doktora Tezi, Psikoloji Anabilim Dah — Klinik Psikoloji
Damisman: Prof. Dr. Basak YUCEL
Haziran, 2020 — 162 sayfa

Yeme bozukluklar1 (YB) psikolojik, fiziksel ve sosyal 1yi-olusu etkileyen ciddi
ruh sagligi hastaliklaridir. ' YB’nin ciddiyetine ragmen, semptom gosteren
bireylerin ¢ogu ya tespit edilemezler ya da tedavi edilmezler. Tedavi gérenlerin
arasinda ise tam iyilesme ve remisyon da pek olasi degildir. Esik alt1 ve Klinik
YB semptomlari iiniversite 6grencileri arasinda yaygin olarak goriildiigiinden ve
iyi-oluslarin1 olumsuz yonde etkilediginden, tiniversite 6grencilerinde YB ile
iliskili semptomlar1 taramak, YB gelisme riski yiiksek olan Ogrencileri
belirlemek ve psikolojik bir miidahale uygulamak psikolojik sagligin
tyilestirilmesi i¢in 6nemli bir adim olacaktir. Bu baglamda, tezin ilk béliimiinde
(Calisma 1), Tiirk tiniversite 6grencileri arasinda YB semptomlarimin diizeyleri
ve buna bagh psikolojik sorunlarin incelenmesi amaglanmistir. Ayrica,
Tirkiye'de tliniversite 6grencileri i¢in YB Onleme programi olmadigindan, bu
tezin ikinci boliimiinde (Calisma 2), YB gelistirme konusunda yiiksek riski olan
kadin tiniversite 6grencilerine yonelik Bilissel Davranis Terapisi (BDT) odakl
YB o6nleme programinin gelistirilmesi amaglanmaktadir. Diger bir amag ise, bu

programin uygulanabilirligini, kabul edilebilirligini ve etkinligini incelemektir.

Calisma 1’e Istanbul'dan 1584 iiniversite dgrencisi (1195 kadin, 385 erkek ve 4
diger) katilmistir. Katilimeilarin yas ortalamasi 21.55 (SD = 3.37) ve BKIi
ortalamasi 22.06 (SD = 3.62) olarak bulunmustur. Katilimcilardan Demografik
Bilgi Formunu, Yeme Bozukluklari Degerlendirme Olgegini (YBDO), Yeme
Tutum Testi — 40’1 (YTT-40), Beden imgesi Memnuniyet Anketini (BIMA) ve
Goriineme Yonelik Sosyokiiltiirel Tutumlar Anketi 4-Revize’yi (GYST- 4R)

kagit kalem veya online ortamda doldurmalar1 istenmistir. Analizler,
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ogrencilerin  %22.3'inlin  kilosundan memnun olmadigin1 gostermistir.
Ogrencilerin %10.9'u YTT-40 klinik siddet kriterini ve % 6.6's1 YBDO toplam
klinik siddet kriterlerini karsilamistir. Kadin ve erkek ogrencilerin
karsilastirilmasina yonelik analizlere gore, kadin dgrenciler YTT-40, YBDO alt
boyutlar1 ve toplam puani, GYST- 4R’nin Zayifligin/Diisiik Beden Yaginin
Igsellestirmesi, Genel Cekiciligin Igsellestirilmesi alt boyutlarinda erkek
akranlarindan istatistiksel olarak anlamli diizeyde yiiksek puanlar almislardir.
Erkekler ise GYST- 4R’nin Kasliligin Igsellestirilmesi ve Akran/Onemli Kisi
Baskisi alt boyutlarinda yiiksek puanlar ortaya koymuslardir. YTT-40 ve
YBDO-Toplam puani klinik siddet kriterlerini karsilayan kadin dgrencilerin
ylizdesi bu Olgekler icin klinik siddet kriterlerini  karsilayan erkek
ogrencilerinkinden daha yiiksektir. Analizler ayrica, Calisma 2'ye katilmay1
onaylayan 6grencilerin, onaylamayan 6grencilere kiyasla daha yiiksek diizeyde

ED ve ilgili psikopatolojiye sahip oldugunu gostermistir.

Calisma 2’nin katilimcilar1 38 kadin tiniversite 6grencisinden olugsmaktaydi, ve
katilimcilar segkisiz olarak 6 oturumluk- Saglikli Yeme Tutum ve Davranislari
Grup Programina (deney grubu), tek oturumluk - Yeme Bozukluklar1 ve Beden
Memnuniyetsizligi: Grup Calismasi (aktif kontrol grubu)’na ya da beklemeye
liste kontrol grubuna atanmustir. Sonug dlgiitleri olarak YBDO, GYST- 4R,
Beden Sekli Anketi (BSA), Duygu Diizenleme Giigliigii Olgegi-16 (DDGO-16)
ve Grup Geri Bildirim Formu uygulanmustir. Analizler, deney grubunda YBDO
alt boyutlar1 ve toplam puani, BSA, DDGO-16 ve GYST- 4R’nin
Zay1fligin/Diisiik Beden Yagmin I¢sellestirmesi alt boyutunda baslangigtan grup
sonrast Ol¢clime ve baslangictan 1 aylik takip degerlendirmesinde aktif ve
bekleme listesi kontrol gruplarina gore istatistiksel olarak anlamli olarak daha
yiiksek diizeyde gelisime yol agmistir. Bu sonug dlgiitlerindeki gelisim i¢in etki
biiylikliigii biiyiik etkiyi yansitmistir. Deney grubu ayni zamanda yiiksek
diizeyde uygulanabilirlik ve kabul edilebilirlik ortaya koymustur.
Bilgilendiricilik, eglenceli olmast ve grup arkadaslari ile iyi uyum ve yakinlik

bu programin en begenilen yonleri olarak bulunmustur.

Sonug olarak, bu calismanin bulgulari, Istanbul'daki iiniversite 6grencileri

arasindaki durum g6z oniine alindiginda, YB semptomlar ve ilgili problemleri

vii



hedef almanin énemini vurgulamaktadir. Iyi diizeyde uygulanabilirligi, kabul
edilebilirligi ve 6n etkinlik bulgulari ile Sagliklt Yeme Tutum ve Davranislari
Grup Programi, Tiirk kadin tiniversite Ogrencileri arasinda YB ile iliskili
psikopatoloji, beden memnuniyetsizligi, duygu diizenleme gigliikleri ve
zayiflik/diisik beden yagmin igsellestirilmesinin azaltilmasinda faydali

olacaktir.

Anahtar kelimeler: yeme bozukluklari, beden memnuniyetsizligi, 6nleme,

iiniversite 6grencileri, biligsel davranisci terapi
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CHAPTER 1
INTRODUCTION
1.1 Definition of the Problem

Besides being one of the most basic biological human need, eating has
also a significant psychological aspect. Today, with the increased sociocultural
and media pressure, individuals' (especially women's) eating behaviours, eating
and body/weight-related attitudes start to show complex features which may
result in the development of psychological problems. As known to be one of the
most common psychiatric disorders among women, eating disorders (ED) are
characterized by a persistent deterioration in eating behaviour, and severe
distress associated with weight and/or body shape (APA, 2013). Moreover,
inadequate or excessive food intake, obsessive thoughts about food, diet, and
body shape/weight, dissatisfaction with body shape, fear of gaining weight and
excessive occupation with body shape have been shown to be the most common
behaviours and attitudes in individuals with ED (Fairburn, Cooper, & Shafran,
2003).

ED have been shown to be life-threatening serious illnesses. There are
many psychological, physical, and social consequences of the ED that influence
both individuals and the whole society (Schmidt et al., 2016). Regarding age
onset, adolescence and young adulthood period, particularly ages of 15 — 25,
have been demonstrated as the peak age for development of ED (Schmidt et al.,
2016).

ED are investigated under several diagnostic categories in the Fifth
Edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM - 5)
(APA, 2013). These categories are anorexia nervosa (AN), bulimia nervosa
(BN), binge eating disorder (BED), and other specified feeding or eating disorder
(OSFED) are the main diagnostic categories. Besides clinical features linked to
eating and body shape and weight concerns, body mass index (BMI) is also
commonly used as one of the significant indicators in the efforts of diagnostic
procedures of disordered eating attitudes and behaviours. BMI has been defined

as a statistical index for presenting a body fat estimate for women and men. It is



calculated using the following formula, and the World Health Organisation
(WHO) classifications of BMI are presented in Table 1.1.

weight
BMI = =9
height?

Table 1.1 WHO BMI Classifications

BMI Classifications

Below 16.5 Severely Underweight
Below 18.5 Underweight

18.5-24.9 Normal weight
25.0-29.9 Overweight/Pre-obesity
30.0-34.9 Obesity class |
35.0-39.9 Obesity class |1

Above 40 Obesity class |11

Disordered eating attitudes and behaviours are not specific to Western
Societies. Evidence provides support for disordered eating attitudes and
behaviours are also significant health concerns in Turkey given their prevalence
changed between 2.2% to 12.8% (Celikel et al., 2008; Kadioglu & Ergiin, 2015).
Besides available evidence commonly gathered from a single university or city,
the real incidence of ED is still unknown since there are no community-wide
studies are available. Given the high prevalence of ED particularly among
university students and negative consequences of ED, screening disordered
eating attitudes and behaviours and identifying students with a higher risk of
developing ED have been considered to have major importance (Fitzsimmons-
Craft et al., 2019). Furthermore, literature has emphasised the underestimation
of disordered eating attitudes and behaviours among men (Ricciardelli &
McCabe, 2015). Since the presentation and prevalence of ED among university
students in Turkey, particularly among men, is limited, it is believed that any

investigation would be valuable.

Evidence has suggested that implementation of ED prevention programs
in university settings is a convenient approach for the efforts on the decreasing

of the probability of sub-clinic and possibly clinic ED (Harrer et al., 2020). Even
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though increased number of ED prevention programs are developed and tested
in Western Societies such as the United States of America, Canada, Australia,
England, Germany, Israil and Spain (Le, Barendregt, Hay, & Mihalopoulos,
2017), there is no ED prevention program for university students available in
Turkey.

1.2 The Aim of the Current Study

In the first part of this thesis study, it is aimed to investigate disordered
eating attitudes and behaviours, body dissatisfaction and internalization of
sociocultural attitudes towards appearance among university students. In this
way, it is also aimed to identify university students who have a higher risk of
developing ED since identifying individuals at risk has been shown to be a
crucial step for conducting prevention programs that are addressing risk factors
(Wade, 2017).

In the second part of this thesis study, it is initially aimed to develop a
Cognitive Behaviour Therapy oriented ED prevention program for female
university students with a higher risk for ED targeting transdiagnostic
changeable risk factors. Further purpose was to investigate the feasibility,
acceptability and efficacy of this newly developed program with a randomised

controlled study.



CHAPTER 2
LITERATURE REVIEW
2.3.Definition and Clinical Presentation of Eating Disorders
2.3.1. Anorexia Nervosa

The main clinical characteristics of AN are intense fear of becoming fat
or gaining weight, persistent food restriction and unhealthy behaviours for
preventing weight gain, and disturbed perception about body shape and weight.
Individuals with AN generally have a low level of BMI (underweight or severely
underweight). Although some individuals with AN admit their thinness or
underweight status, the most of them have a distorted idea of being overweight
or obese. They also do not acknowledge the severity of the medical risks
associated with their malnourishment (Wade, 2017). Due to their intense fear of
gaining weight and becoming fat, individuals with AN starve themselves for
losing weight and/or preventing weight gain, and this feature distinguishes AN
from other forms of ED (Hay, 2020). Individuals with AN particularly exhibit
obsessive and rigid attitudes and behaviours regarding amount and type of
consumed food and have excessive exercise routines. Many of them also
evaluate their self-worth based on how much they can control their body and
weight (Wade, 2017). Table 2.1 represents DSM — 5 criteria for AN and
subtypes of AN (APA, 2013, p.338-339).

AN generally present a chronic course. Most of the individuals with AN
struggle with the disorder for more than ten years (Keel, 2010), and almost 20%
of the individuals with AN chronically suffer from the illness throughout their
lives. Patients with AN generally experience a variety of medical problems
affecting several organ systems. When the illness gets more chronic, almost
every organ system is affected, and some of these consequences can be
irreversible (e.g., osteoporosis and diabetes) (Zipfel et al., 2015). Additionally,
in comparison to the general population, a higher risk for suicide and premature
death has been shown to be associated with AN diagnosis (Brown, Klein, &
Keel, 2015). More specifically, more than five times higher standardized
mortality ratio for AN patients have been indicated in comparison to their age

and sex-matched peers has been demonstrated. Although the majority of the



patients with AN die due to natural physical consequences of ED, suicide has
been shown to be a significant cause for death as well (Fichter & Quadflieg,
2016). Literature has also demonstrated that AN is more prevalently observed
among girls and women, and there is almost a 10:1 female to male ratio for the
clinical samples (Jones & Morgan, 2010).

Table 2.1. Diagnostic criteria for AN according to the DSM-5

A. Restriction of energy intake relative to requirements, leading to a
significantly low body weight in the context of age, sex, developmental
trajectory, and physical health. Significantly low weight is defined as a weight
that is less than minimally normal or, for children and adolescents, less than that
minimally expected.

B. Intense fear of gaining weight or of becoming fat or persistent behaviour that
interferes with weight gain, even though at a significantly low weight.

C. Disturbance in the way in which one’s body weight or shape is experienced,
undue influence of body weight or shape on self-evaluation, or persistent lack
of recognition of the seriousness of the current low body weight.

Restricting type: During the last 3 months, the individual has not engaged in
recurrent episodes of binge eating or purging behaviour (i.e., self-induced
vomiting or the misuse of laxatives, diuretics, or enemas). This subtype
describes presentations in which weight loss is accomplished primarily through
dieting, fasting, and/or excessive exercise.

Binge-eating/purging type: During the last 3 months, the individual has
engaged in recurrent episodes of binge eating or purging behaviour (i.e., self-
induced vomiting or the misuse of laxatives, diuretics, or enemas).

2.3.2. Bulimia Nervosa

Individuals with BN suffer from recurrent episodes of binge eating in
which individuals consume a larger amount of high-calorie foods (e.g.,
hamburger, pizza, cake etc) regardless of hunger in a shorter period of time in
comparison to the most individuals would eat under the same conditions. Binge

eating is mainly accompanied by a sense of lack of control. Individuals continue



to eat until feeling uncomfortably full, and they prefer to be alone while eating
(APA, 2013; Hay, 2020). This binge eating episodes are generally followed by
an intense fear of gaining weight and shame, thus results in unhealthy
compensatory behaviours (e.g., excessive exercising, vomiting, and misuse of
laxatives etc.) for preventing possible weight gain. DSM — 5 criteria for BN are
presented in Table 2.2 (APA, 2013; p.345).

Compared to individuals with AN, individuals with BN are likely to
maintain a normal level of BMI due to compensatory purging behaviours, but
some of them can become overweight as well. Patients with BN experience many
medical complications which are particularly associated with purging
behaviours (e.g., dental erosions, reflux, electrolyte anomalies). Even though
some of these complications can get better with the treatment, some of them can
be very serious and cause permanent problems (Mehler & Rylander, 2015).
Besides availability of some evidence-based treatment approaches, about one-
third of individuals dealing with BN experience a relapse of the illness following
remission (Brown et al., 2015). Although better than the course in AN, still 10%
of the individuals with BN remain chronically symptomatic (Keel, 2010).
Moreover, patients with BN demonstrate an elevated risk for premature death
with a standardized mortality ratio of 1.49 (Fichter & Quadflieg, 2016).



Table 2.2. Diagnostic criteria for BN according to the DSM-5

A. Recurrent episodes of binge eating. An episode of binge eating is
characterized by both of the following:

1. Eating, in a discrete period of time (e.g., within any 2-hour period), an
amount of food that is definitely larger than what most individuals would eat
in a similar period of time under similar circumstances.

2. A sense of lack of control over eating during the episode (e.g., a feeling that
one cannot stop eating or control what or how much one is eating).

B. Recurrent inappropriate compensatory behaviors in order to prevent weight
gain, such as self-induced vomiting; misuse of laxatives, diuretics, or other
medications; fasting; or excessive exercise.

C. The binge eating and inappropriate compensatory behaviors both occur, on
average, at least once a week for 3 months.

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

E. The disturbance does not occur exclusively during episodes of anorexia
nervosa.

2.3.3. Binge Eating Disorder

Like BN, BED is also characterized by binge eating episodes and marked
distress related to these episodes (APA, 2013; Hay, 2020). However, compared
to BN, individuals with BED do not engage in unhealthy/dysfuctional
compensatory behaviours for eliminating the negative consequences of binge
eating episodes, more specifically weight gain. Table 2.3 indicates the DSM -5
criteria for BED (APA, 2013, p.350). Patients with BED also feel embarrassed
about the amount of the food they consumed and their inability to control
overeating, thus they generally eat secretly (Wassenaar, Friedman, & Mehler,
2019).



Table 2.3. Diagnostic criteria for BED according to the DSM-5

A. Recurrent episodes of binge eating. An episode of binge eating is
characterized by both of the following:
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an
amount of food that is definitely larger than what most people would eat in a
similar period of time under similar circumstances.
2. A sense of lack of control over eating during the episode (e.g., a feeling
that one cannot stop eating or control what or how much one is eating).
B. The binge-eating episodes are associated with three (or more) of the
following:

1. Eating much more rapidly than normal.

2. Eating until feeling uncomfortably full.

3. Eating large amounts of food when not feeling physically hungry.

4. Eating alone because of feeling embarrassed by how much one is eating.

5. Feeling disgusted with oneself, depressed, or very guilty afterwards.
C. Marked distress regarding binge eating is present.
D. The binge eating occurs, on average, at least once a week for 3 months.
E. The binge eating is not associated with the recurrent use of inappropriate
compensatory behaviour as in bulimia nervosa and does not occur
exclusively during the course of bulimia nervosa or anorexia nervosa.

As in all other ED, BED is also associated with increased disability,
morbidity, and mortality. Individuals with BED can be in the normal weight
range although more likely to be overweight or obese. Evidence has established
that BED may independently lead the development of some medical illnesses,
particularly metabolic problems (e.g., dyslipidemia, hypertension and diabetes).
Furthermore, obesity has been shown to be one of the most common medical
comorbidities among patients with BED. Relatedly, among individuals with
obesity who are seeking treatment for weight loss (e.g., nutrition counselling,
bariatric surgery), BED is very common (Wassenaar et al., 2019). Treatment
success rates for BED is relatively low, and approximately half of the individuals
with BED do not achieve remission in the treatment. However, relapse of the
remitted patients is less common in comparison to AN and BN (Brown et al.,
2015). Even though less likely than AN, standardized mortality ratio for patients
with BED was found to be 1.50 which is higher than the general population
(Fichter & Quadflieg, 2016).



2.3.4. Other Specified Feeding or Eating Disorder

OSFED diagnosis is given when an individual suffers from significant
distress and/or impairment in their psychological, social and physical
functioning as consequences of body shape and weight related difficulties but do
not meet the full criteria for any of above-mentioned disorders (APA, 2013).
DSM-5 criteria for OSFED are demonstrated in Table 2.4 (APA, 2013, p.353-
354). ED categorised under OSFED category can be very serious and chronic
like AN, BN and BED. Research has also demonstrated that individuals with an
OSFED diagnosis generally do not have a motivation for change, and dropout

rates from treatment can reach up to 50% (Riesco et al., 2018).



Table 2.4. Diagnostic criteria for OSFED according to the DSM-5

This category applies to presentations in which symptoms characteristic of a
feeding and eating disorder that cause clinically significant distress or
impairment in social, occupational, or other important areas of functioning
predominate but do not meet the full criteria for any of the disorders in the
feeding and eating disorders diagnostic class. The other specified feeding or
eating disorder category is used in situations in which the clinician chooses to
communicate the specific reason that the presentation does not meet the criteria
for any specific feeding and eating disorder. This is done by recording “other
specified feeding or eating disorder” followed by the specific reason (e.g.,
“bulimia nervosa of low frequency”). Examples of presentations that can be
specified using the “other specified” designation include the following:

1. Atypical anorexia nervosa: All of the criteria for anorexia nervosa are met,
except that despite significant weight loss, the individual’s weight is within or
above the normal range.

2. Bulimia nervosa (of low frequency and/or limited duration): All of the
criteria for bulimia nervosa are met, except that the binge eating and
inappropriate compensatory behaviors occur, on average, less than once a week
and/or for less than 3 months.

3. Binge-eating disorder (of low frequency and/or limited duration): All of
the criteria for binge-eating disorder are met, except that the binge eating
occurs, on average, less than once a week and/or for less than 3 months.

4. Purging disorder: Recurrent purging behaviour to influence weight or
shape (e.g., self-induced vomiting: misuse of laxatives, diuretics, or other
medications) in the absence of binge eating.

5. Night eating syndrome: Recurrent episodes of night eating, as manifested
by eating after awakening from sleep or by excessive food consumption after
the evening meal. There is awareness and recall of the eating. The night eating
is not better explained by external influences such as changes in the
individual’s sleep-wake cycle or by local social norms. The night eating causes
significant distress and/or impairment in functioning. The disordered pattern of
eating is not better explained by binge-eating disorder or another mental
disorder, including substance use, and is not attributable to another medical
disorder or to an effect of medication.

10



2.3.5. Gender Based Clinical Features of Eating Disorders

Although literature in the ED field historically focused on females,
evidence has established that males suffer from disordered eating attitudes and
behaviours as well (Schaumberg et al., 2017). Besides similarities between
males and females with ED regarding the sociodemographic and clinical
features, different course and underlying motivations for the development and
maintenance of the disordered eating attitudes and behaviours have been also
emphasized. For instance, the average age of onset ED among males has been
found to be later than females (Jones & Morgan, 2010). Furthermore, literature
has demonstrated that while girls and young women have a higher tendency to
perceive themselves as overweight or fat and therefore restrict their food intake,
boys and young men are more likely to seek mesomorphic ideals including
muscularity and physical fitness and present risky body and weight change
behaviours (e.g., steroid use, excessive exercise, weight lifting) (Ata, Schaefer,
& Thompson, 2015). In contrast to the situation in females, disordered eating
attitudes and behaviours such as overeating, binge eating, and excessive exercise
are considered to be more socially acceptable among males and they feel less
guilty about their overeating behaviour. This situation makes it difficult to
identify and diagnose males with ED which in turn result in under detection of
cases for providing treatment (Wade, 2017). Moreover, males have been shown
to have a higher risk of leaving psychological treatments before receiving

optimal benefit from the treatment (Schaumberg et al., 2017).

2.4.Incidence and Prevalence of Eating Disorders

It has been previously demonstrated that disordered eating attitudes and
behaviours begin to develop during adolescence. Between one-third to half of
adolescent girls and boys have been shown to exhibit subthreshold ED
symptoms such as dieting and unhealthy eating patterns and/or weight control
practices; a notable minority seems to show excessive compensatory behaviours
(e.g., vomiting, laxative usage, etc.) in order to prevent weight gain (Ciao, Loth,
& Neumark-Sztainer, 2014). Ages of 15 — 25 are especially considered to be

developmentally sensitive time as well as the peak age for ED onset (Schmidt et
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al., 2016). When the subtypes of ED are investigated, 16-22 age group has been
shown to be at a greater risk for developing AN, 14-22 age group for developing
BN, and 17-32 age group for developing BED (Hudson et al., 2007; Rohde,
Stice, & Marti, 2015).

According to findings of a recent systematic review of studies written in
English and French, OSFED was found to have the highest lifetime prevalence
rate among EDs with 7.4%, followed by AN with a rate of 3.6%. BN (2.1%)
and BED (2%) had very similar prevalence rates (Galmiche et al., 2019).
Regarding prevalence rates by continents, this study showed that the weighted
mean prevalence of EDs was more common in USA with a rate of 4.6%,
followed by Asia with a prevalence of 3.5%, and 2.2% in Europe (Galmiche et
al., 2019).

An extensive number of researches have demonstrated that the
prevalence of ED show differences among genders. A review study has
estimated that 13% of young women and 4% of young men are affected by types
of ED (Ciao et al., 2014). More recent research has exhibited that the weighted
means of lifetime prevalence of EDs were 8.4% for women while it was 2.2%
for men (Galmiche et al., 2019). Regarding subtypes of ED, a review study has
established that the lifetime prevalence of AN and BED changes between 1-4%
while the lifetime prevalence of BN changes between 1-2% among European
women. Although less frequent, still apparent, 0.3-0.7% of European men report
suffering from a form of ED (Keski-Rahkonen & Mustelin, 2016).

Recent studies have started to challenge and change the idea that ED are
specific to Western Societies and developed as a result of beauty ideal created in
these societies. Although there are studies showing ED are more prevalent with
increasing rates in Western Societies, many studies are also available presenting
evidence for that individuals form developing countries like Turkey develop ED
as well, and the prevalence of these disorders are in the rise (Celikel et al., 2008;
Yucel et al., 2011).

Literature in the ED field in Turkey has established that Turkish people,
particularly younger ones, represent unhealthy eating attitudes and behaviours

as similar to Western societies. For instance, according to Nutrition and Health
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Research in Turkey in 2010, among Turkish citizens aged between 19 — 30 years
old, 18.2% of the males and 18.7% of the females skip breakfast. Another study
conducted on 501 Turkish female university students showed that 55.6% of the
participants wish to be thinner (Swami et al., 2015). Furthermore, a study among
525 university students found that more than one-third of the students are not
satisfied with their weights, about 30% of them show an effort to protect their
current weights, and 2.9% always make diet (Kadioglu & Ergiin, 2015).

Although less sufficient, there is also an increasing effort on estimating
ED prevalence in Turkey. An early study in a small city found that 12.4% of 258
female university students have disordered clinically significant level of
disordered eating attitudes and behaviours (Celikel et al., 2008). Similarly, a
more recent study found that 12.8% of the female university students and 12.2%
of the male university students exhibit disordered eating attitudes and behaviours
(Kadioglu & Ergiin, 2015). Regarding the diagnostic level, 2.2% of 951
university students have shown to have an ED diagnosis (Kugu et al., 2006). A
further study investigated ED prevalence with a structured clinical interview
among 2907 high school students in Edirne, a city in the Western part of Turkey.
The prevalence of any type of ED diagnosis was found to be 2.33% where most
of them were female. In terms of diagnostic categories, the prevalence of eating
disorder not otherwise specified (1.51%) was found to be highest followed by
BED (0.99%), BN (0.79%) and AN (0.034%) respectively (Vardar & Erzengin,
2011). Moreover, a study conducted among 636 female university students in a
city located in the Mediterranean region in Turkey showed that EDs prevalence
of 6.3% (Celik et al., 2016). Another recent study conducted on 2600 students
from Erzincan University located in Eastern Anatolia Region of Turkey has
suggested 8.5% of the students have a possible ED (Yildirim, Hacihasanoglu
Asilar, Karakurt, Capik, & Kasimoglu, 2018). Even though ED appears to be a
significant health concern in Turkey with an increased prevalence, one should
be cautious about these findings since available studies mainly rely on the
clinical cut of the score of Eating Attitudes Test which is a widely used self-

report questionnaire rather than administering the clinical interview.
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2.5.Aetiology of Eating Disorders

It has been widely acknowledged that some factors play a significant role
in the development of illnesses. In this regard, a factor increasing the chance of
developing a certain illness is considered to be a risk factor. It has been also
emphasised that a factor can be considered risky when it is connected to the age
of onset, the severity of the symptoms, chronicity of the illness and success of
the provided treatment (Trivedi et al., 2014). Research on the underlying risk
factors for ED and associated symptoms have shown that ED may emerge
through biological (including genes, hormones, neurotransmitters and brain

networks), psychological, and environmental determinants.

2.5.1. Biological Factors

Biological factors have been considered to play pathophysiological roles
in the development of ED. More specifically, family and twin studies on ED
have provided evidence for the genetic transition of the illness. Findings have
shown estimated heritability to range changed between 28% to 74% for AN,
28% to 83% for BN, and 39% and 45% for BED (Baker et al., 2015). These
findings thus highlight moderate-to-high heritability for ED (Culbert, Racine, &
Klump, 2015). Moreover, researches have suggested that individuals with ED
exhibit alterations in neurotransmitters such as dopamine, serotonin, and opioids
(Murray, Arosenius, & Avena, 2015). Gonadal hormones such as estradiol and
progesterone has been also purposed as predictive risk factors (Culbert et al.,
2015). Even though biological factors likely to increase ED vulnerability, it is
recommended to bear in mind that the risk becomes more with interaction with

environmental factors (Baker et al., 2015).

Neuroimaging studies have also provided insight regarding how brain
networks and areas contribute to the development of ED and related symptoms
(Steward et al., 2018). Literature has suggested limbic abnormalities (e.g., fear
learning and generalization), ventral frontostriatal abnormalities (e.g., reward
processing and cognitive and behavioural control) and dorsal frontostriatal
abnormalities (e.g., habit learning) might predict maladaptive eating behaviours

and attitude (Steinglass, Berner, & Attia, 2019). Furthermore, research has
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shown that deficits in cognitive flexibility and inhibitory control and reward
sensitivity particularly for restriction and overeating behaviours (Culbert et al.,
2015). Although the literature on the neuroscience of ED has been growing,
much research is still needed for a better understanding.

2.5.2. Psychological Factors

Literature has demonstrated that some psychological factors play
important role in the aetiology of ED. In general, evidence has shown that
problems in body image and body dissatisfaction are at the core of ED. Body
image is a multifaceted psychological experience covering individuals’ feelings,
attitudes, behaviours and thoughts about how they perceive their body (Fassino
& Marzola, 2018). Literature has indicated that dissatisfaction with body image
negatively influences individuals’ opinions, perceptions and emotions, and
behaviours regarding their body and weight which in turn play a critical role in
the development and maintenance of ED, particularly dieting, restrictive eating
and excessive exercise behaviours (Kearney-Cooke & Tieger, 2015; Wade,
2017). Body dissatisfaction is also likely to interfere with treatment by making
the achievement of healthy weight maintenance more difficult and contributing
to drop-out and to predict relapse of the ED (Fassino & Marzola, 2018; Wade,
2017). Besides its importance, it has been recommended that addressing body
image disturbances should not be a stand-alone therapeutic approach for
individuals ED (Fassino & Marzola, 2018).

In addition to problems in body image and body dissatisfaction,
personality has been considered to be another significant psychological factor in
the aetiology of ED. Literature investigating the association between ED and
personality traits and psychopathology has argued that personality traits or
disorders might have an impact on development, course and outcome of ED
(Lilenfeld et al., 2006). Research has underlined that poor interoceptive
awareness, negative emotionality, drive for thinness, and obsessive-compulsive
personality traits can increase predisposition for ED development risk.
Moreover, the possibility of developing ED has been identified to be higher

among individuals with some personality traits such as impulsivity,
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ineffectiveness, perfectionism and neuroticism (Lavender, De Young, &
Wonderlich, 2015).

A possible association between ED and internalizing symptoms has been
also established. For instance, some studies have shown that internalizing
symptoms, affect reactivity and distress intolerance can potentially trigger the
development of ED related attitudes and behaviours (Juarascio et al., 2016).
Although many researchers have reported that anxiety disorders and related
symptoms develop before ED, the information about chronology is not
consistent (Pallister & Waller, 2008). It has been argued that some common
underlying mechanisms (e.g., cognitive avoidance and safety behaviours) and
early life experiences (e.g., bullying and familial problems) might be responsible
for the comorbidity between anxiety disorders and ED (Pallister & Waller,
2008).

There is a suggested association between depression and unhealthy
eating styles. Evidence has shown that a history of depression is a strong
predictor of ED onset (Jacobi et al., 2011). Furthermore, in a sample of adults
from the Netherlands, United Kingdom, Germany, and Spain, lower levels of
cognitive restrained and higher levels of emotional and uncontrolled eating have
been presented among individuals with a history of major depressive disorder in
comparison to those without previous depressive problems (Paans et al., 2018).
Besides studies indicating mood disorders as predictors of ED, it is important to
state here that evidence also shows that mood disorders can develop after the
onset of ED (Godart et al., 2015).

2.5.3. Environmental Factors

Considerable number of studies have underlined that sociocultural
pressure (e.g., media, parents, peers/significant others) play a powerful role on
the development as well as maintenance of disturbance in eating behaviour and
body image (Ata et al., 2015). Social norms regarding appearance and
internalization of these norms can cause changes in eating behaviour with the
purpose of having a more socially acceptable body weight and shape (Ata et al.,

2015). Similarly, thin body ideal for women and fit/muscular body ideal for men

16



presented in the media including magazines, tv shows, social media create
pressure for pursuing these ideals which in turn result in unhealthy attitudes and
behaviours (Field & Kitos, 2010).

Among young people, internet usage, particularly social networking
sites, is rapidly increasing and becoming the main source of media. In this
regard, it has been suggested that social media particularly plays a role for
increased preoccupation with own’s appearance. More specifically, fitness and
diet-oriented as well as photo-sharing websites and smartphone applications
allowing photoshop and/or filter usage on the photographs are likely to create an
unreal appearance ideal which in turn triggers body image satisfaction and
excessive comparison with peers and celebrities (Wade, 2017). Following social
media profiles for clean eating (e.g., eating organic food and consumption of raw
food) and special diets (e.g., gluten-free and vegetarian) which are promoted by
social media and celebrities might also trigger ED symptoms (Ambwani et al.,
2019). Furthermore, engagement in social media and exposure to food and body-
related content have been shown to increase the likelihood of disordered eating
attitudes and behaviours such dieting, food restriction, overeating,
preoccupations with healthy foods and exercise, and body dissatisfaction among
young people (Rounsefell et al., 2020). Even though there is evidence from some
longitudinal studies regarding the influence of peer-related factors (e.g., peers
who are dieting, the pressure to be thin and body comparisons between peers)
the development of ED (Field & Kitos, 2010), it is not clear whether appearance-
related bullying and teasing from peers leads increased body image concerns and
disordered eating attitudes and behaviours, or individuals who experience
difficulties about body image and eating behaviour are more sensitive to

comments from their peers (Lunde & Frisén, 2015).

Evidence has also demonstrated that familial dysfunction and
communication including poor problem-solving and communication skills,
insecure attachment styles, conflict, criticism, hostility, a lack of cohesion, and
difficulty in behavioural control are commonly observed among families of
individuals with ED (Crowther, Smith, & Williams, 2015). The influence of all
types of child maltreatment (e.g., sexual, physical, emotional) on the increased
risk for ED in both genders has been indicated (Afifi et al., 2017). Furthermore,
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parental modelling of attitudes and behaviours regarding weight, body shape and
eating (e.g., comments about weight/shape, perceived importance of
weight/shape, and parental weight/shape control behaviours) has been shown to
increase the risk of ED (Crowther et al., 2015; Field & Kitos, 2010).

2.6.Transdiagnostic Changeable Risk Factors for Eating Disorders

Transdiagnostic theory of psychological disorders has established that
there are some common cognitive and behavioural processes causing and
maintaining psychological disorders (Harvey et al., 2015; Mansell et al., 2008).
Despite variation between diagnostic categories of DSM-5, individuals with all
types of ED appear to share several common predicting factors so-called
transdiagnostic mechanisms which lead to the development and/or maintenance
of the ED-related pathology (Wade, 2017). In the section that follows, possible
transdiagnostic changeable risk factors for ED derived from available literature
will be briefly explained. Since changing some risk factors (e.g., genes and
gender) is not very possible (Jacobi et al., 2004), for the scope of this study,
changeable factors causing ED that can be targeted and manipulated to prevent

the development of the ED will be addressed.

A predominant cognitive behavioural theory has suggested that over-
evaluation of shape and weight is a common core psychopathological factor
across all diagnostic categories, referred in the transdiagnostic theory of eating
disorders (Fairburn, Cooper, & Shafran, 2003; Murphy et al., 2010). Besides
studies of the authors of the theory, findings of a recent network analysis have
also validated this assumption of the transdiagnostic theory of ED (DuBois et
al., 2017). Body dissatisfaction, as a related construct to over-evaluation of shape
and weight, is also one of the strongest risk factors for developing of any type of
ED (Kearney-Cooke & Tieger, 2015; Stice, Marti, & Durant, 2011). Body
dissatisfaction is likely to lead negative emotional experiences (e.g., misery,
guilt, worry, and anger) and higher levels of maladaptive weight and body

control behaviours (e.g., dieting, excessive exercise etc) (Wade, 2017).

Dieting has been emphasized as another significant risk factor for

predicting the onset and maintenance of ED (Dakanalis et al., 2017). Research
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has shown that moderate and severe levels of dieting behaviours are likely to
increase the chance of ED development for 5 to 18 times (Wade, 2017). When
an individual tries to engage in strict dietary rules (e.g., “I am not going to eat
any chocolate”, “I cannot consume carbohydrates”, “I cannot eat over 1000
calories”), violating these rules and binge eating becomes very likely. This
situation can further trigger unhealthy weight control behaviours such as starving
oneself, excessive exercise, using laxatives which in turn strengthen the ED

symptomatology (Stice & Presnell, 2010).

Higher levels of the body and weight checking, avoidance and
comparison behaviours are risk factors that have frequently seen across the
spectrum of ED as well (Nikodijevic et al., 2018; Wade, 2017). Some examples
of body and weight control behaviours are frequently looking at the mirror or
weighing oneself, pinching the skin for testing body fat level, measuring the size
of body parts, asking others’ opinions about the physical appearance (Kearney-
Cooke & Tieger, 2015). On the other hand, body and weight avoidance
behaviours can comprise of not looking at the mirror or not weighing oneself,
wearing baggy clothes for covering perceived fatness, and avoiding engaging in
some sports, trying clothes at stores, and physical contact (Kearney-Cooke &
Tieger, 2015; Wade, 2017). Body and weight comparison behaviour consist of
an evaluation of one’s own body and weight by investigating other bodies that
they come across in daily life such as magazines, social media, at schools etc.
(Wade, 2017).

Additionally, a central role of excessive exercise in development, as well
as maintenance of across all ED categories, has been indicated (Holland, Brown,
& Keel, 2014). Exercise considered to be excessive when it is a compensatory
behaviour for eating, and significantly impairs individuals’ functioning in
different aspects of life (e.g., work, school, or social life), occurs at inappropriate
times of the day (e.g., at night, working hour etc.) or in inappropriate settings
(e.g., dark places, outside activities at cold weather etc), and under the case of
injury or other medical complications (APA, 2013; Holland et al., 2014).
Excessive exercise behaviour is not only a predictor of disordered eating
attitudes and behaviours, but it has also been shown to be associated with longer

hospitalization period and increased relapse rate (Wade, 2017).
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Research has also highlighted the importance of dysfunctional automatic
thoughts related to food restriction and weight loss, loss of control over eating
and self-evaluation regarding body shape and weight (Coelho et al., 2012;
Fursland, Byrne, & Nathan, 2007; Legenbauer et al., 2018). Black-and-white
thinking, catastrophising, mental filter and overgeneralisation are some
examples of common dysfunctional automatic thoughts among people with ED
(Fursland et al., 2007). Furthermore, thought shape fusion has been shown to be
higher among individuals with ED in comparison to the ones without ED
(Coelho et al., 2012).

The important role of emotion regulation difficulties has been
demonstrated for the development and maintenance of all ED types (Brockmeyer
et al., 2014; Kearney-Cooke & Tieger, 2015; Wade, 2017). Individuals with ED
are likely to use maladaptive emotion regulation strategies such as emotion
suppression, nonacceptance of emotions, and experiential avoidance (Wade,
2017). Since these individuals experience difficulty in giving an adaptive
reaction to unpleasant emotional experiences, they use their maladaptive ED
related attitudes and behaviours as a strategy for regulating their emotions
(Wade, 2017). For instance, as one of the consequences of emotion regulation
difficulties, individuals with ED are likely to use food particularly for dealing
with negative emotions (e.g., anxiety, anger, sadness), so-called
emotional/comfort eating, and this situation has been shown to be associated
with problematic eating behaviours, mainly overeating and binge eating (Vogele
& Gibson, 2010).

Taken together, based on the available theoretical and empirical research,
it is believed that prevention and treatment approaches for ED would benefit

from targeting these changeable transdiagnostic constructs.

2.7.Consequences of Eating Disorders

ED are serious illness not only for an individual personally but also for
families, partners and even for the whole society (Schmidt et al., 2016).
Disordered eating attitudes and behaviours have been demonstrated to increase

the tendency to have ED (Sinton & Taylor, 2010), and development of eating
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disorders can cause many physical illnesses and psychological problems and
decreased functionality that have been shown to be associated with decreased
self-esteem, shame, and other serious psychological disorders (Sinton & Taylor,
2010).

ED are often accompanied by medical consequences (Mitchell & Crow,
2010). These consequences can be cardiovascular complications (e.g., rhythm
disturbances, hypotension), dermatologic complications (e.g., hair loss, dry
skin), gastrointestinal complications (e.g., pancreatitis, gastritis, constipation),
musculoskeletal complications ( e.g., weakness in muscles, fatigue), dental
complications (e.g., decalcification of the teeth, erosion in enamel), and
metabolic/endocrinal complications (e.g., hypercholesterolemia, vitamin
deficiencies, diabetes). Although some of these medical conditions are mild, an
important number of them can be life-endangering (Mitchell & Crow, 2010).

In addition to medical problems, majority of the individuals with ED
have been shown to have at least one comorbid psychiatric disorder: mood
disorders, suicidality, anxiety disorders (a lifetime prevalence range between 48-
81%), post-traumatic stress disorders (a lifetime prevalence range between 12-
45%), substance and alcohol abuse (approximate prevalence 50%), sexual
dysfunction, self-harm (27% weighted average lifetime prevalence), and
personality disorders (Coelho, Thaler, & Steiger, 2015; Wade, 2017). More
specifically, almost every nine patients in ten with ED fulfil the diagnosis of an
additional psychiatric disorder (Udo & Grilo, 2019). Besides wide-ranging
comorbid psychiatric disorders in ED, the prevalence of these disorders is higher
than other patient populations with other psychiatric illnesses. For instance, a
recent study on 36.309 adult participants in the USA has demonstrated
considerably higher levels of lifetime prevalence of psychiatric disorders among
individuals with ED in comparison to the ones without ED (Udo & Grilo, 2019).

Medical and psychological consequences of ED may lead to various
negative outcomes such as obesity, depression, suicidal behaviours, anxiety
disorders, and increased risk of death (Perez, Becker, & Ramirez, 2010; Stice,
Becker, & Yokum, 2013). EDs are also likely to put a significant financial
burden on individuals by influencing economic as well as social well-being

(Schaumberg et al., 2017). As a frequently seen symptom in ED, body
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dissatisfaction may increase the frequency of medical interventions such as
unnecessary aesthetic surgeries and excessive spending on diet products, sport
club memberships and cosmetics (Perez et al., 2010). Literature has underlined
that many individuals with ED also have difficulty in maintaining cognitive and
social functioning, and suffer from unemployment, inadequacy in parenting, and

interpersonal difficulties etc. (Schmidt et al., 2016).

ED have chronic course. Research has indicated that the average illness
duration is approximately six years (Schmidt et al., 2016). Suffering from an ED
appears to affect every aspect of an individual’s life, in other words, cause a
health-related life crisis (Schaumberg et al., 2017). Given high levels of physical
and psychological comorbidities and the long course of the illness, it has been
recommended that treatment of ED, especially for more severe ones, should be
conducted by a multidisciplinary team including various health specialist:
psychologist/psychiatrist, dietitian, specialist physician, and family therapist
(Hay, 2020). The need for a treatment conducted by a multidisciplinary team can
be expensive as well as exhausting. Literature has underlined that average
treatment cost for ED per person estimated to be higher than schizophrenia and
similar to depression (Murray et al., 2017). Furthermore, patients may have to
face problems regarding social role functioning, isolation and stigmatization.
Relationships with family, friends, and parents, health-related quality of life
reproductive health, and parenting are likely to be interfered by symptoms of
ED.

2.8.University Students: A Significant Risk Group for Developing Eating

Disorders

Throughout the developmental course, people go through variety of
physical, psychological and social adaptation processes. These adaptation
processes sometimes can bring challenges and increase the stress level. As one
of these adaptation processes, young people consider starting the university as
one of the most stressful life events. Social pressure from peers and romantic
partners, as well as academic pressures (e.g., increased difficulty of courses,

making decisions for future career etc.), can be emotionally challenging for

22



young people (Zotter & Reel, 2015). Related to these challenging experiences,
many mental health problems are reported to be developed in this period (Szabo
etal., 2015).

Development of disordered eating attitudes and behaviours is one of the
most frequently seen mental health problem in this specific period. More
specifically, female and male university students from all over the world present
dieting behaviour, body dissatisfaction, unhealthy eating patterns and excessive
exercise (Yager & O'Dea, 2008). Even though the extensive number of literature
has introduced ED as disorders more specific to adolescence period covering
secondary school and high school years, recent literature has argued that
considering ages of 10-24 years as adolescence period (including university
years) provides a better fit nowadays’ life conditions that postpone transitions to
emerging adulthood (e.g., completion of education, building a career, marriage
etc) (Sawyer et al., 2018).

Evidence has underlined that the incidence of ED becomes its highest
level in the transition phase to the university given its relations to the pursuit and
exploration of identity, adjustment to being apart from home and family (Harrer
et al., 2020). Median estimates of twelve months ED prevalence have been
demonstrated to be approximately 54% for female university students and 19%
for male university students (Harrer et al., 2020). In addition to the high
prevalence of ED among university students, a longitudinal study has
demonstrated a significant increase over the years. From 1995 to 2008, the
prevalence of ED increased from 23.4% to 32.6% for female students and from
7.9% to 25% for male students (White, Reynolds-Malear, & Cordero, 2011).
Research has particularly indicated that adolescent girls and young females have
the highest risk of developing ED (Saekow et al., 2015). For example, 80-91%
of the female university students reported making diet, and 70 -94% of them
want to lose weight and be thinner (Yager & O'Dea, 2008).

Besides the significant prevalence of ED symptomology, awareness
regarding disordered eating attitudes and behaviours, help-seeking and receiving
treatment appears to be less likely. For instance, almost half of the female
university students with high levels of ED psychopathology do not acknowledge

a problem in their eating attitudes and behaviours (Gratwick-Sarll, Mond, &
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Hay, 2013). Not recognizing the problem and lack of insight regarding the
severity of ED can increase the likelihood of inappropriate treatment-seeking
behaviours and decrease efficient help-seeking behaviours (Gratwick-Sarll et al.,
2013). A study on 5.021 undergraduate and graduate students in the USA
showed that among the students with ED symptomatology, only 20% of them
received treatment (Eisenberg et al., 2011). Moreover, it has been underlined
that some of the female students starting university are already influenced by
clinically significant level disordered eating attitudes and behaviours, and almost
any of these students receive treatment due to access barriers (Dakanalis et al.,
2017).

Given the higher prevalence rates and adverse consequences of
disordered eating attitudes and behaviours among young women, any effort for
decreasing the risk for developing ED is considered to be a major public health
priority (Sinton & Taylor, 2010). Literature has underlined that when eating and
body-related problems are not addressed, they are eventually become more
frequent, severe, and persistent (Fitzsimmons-Craft et al., 2019). These problems
are also likely to negatively influence students’ psychological, social and
physical well-being, relationships with pairs, educational attainment and
academic success which in turn trigger development of other psychological
difficulties and increase the risk for school dropout (Szabo et al., 2015). In this
regard, literature has emphasized that targeting disordered eating attitudes and
behaviours among university students aged between 18 and 24 (university years)
has been suggested to particularly significant (Fitzsimmons-Craft et al., 2019).
Besides this need, the university counselling centres have difficulty in meeting
students mental health needs, and most of the universities are lack of mental
health professionals who can provide support for ED and related issues (Saekow
etal., 2015).

2.9.Eating Disorders Prevention

Psychological, pharmacological, nutritional and brain stimulation
approaches are available for the treatment of ED (Hay & Claudino, 2010;
Treasure, Cardi, Leppanen, & Turton, 2015). Psychological treatments,
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particularly CBT (with the strongest evidence), Interpersonal Therapy (IPT), and
Family-Based Treatment (FBT), have been demonstrated to be evidence-based
treatment approaches for ED (Linardon et al., 2017). Despite increased
awareness regarding the ED and its consequences for both individual and
societal levels as well as available successful treatment options, ED and related
symptoms of many individuals are either not detected or treated (Schmidt et al.,
2016). The majority of individuals with ED do not seek treatment or receive
treatment (Kazdin, Fitzsimmons-Craft, & Wilfley, 2017). Approximately half of
the individuals who acknowledge their problems face with a waiting period for
more than one year after recognizing their symptoms requiring professional help
(Kazdin et al., 2017). Moreover, among patients who receive treatment, only a
small proportion of patients recovers, and relapse frequently observed among the
ones who undergo a treatment besides shown efficacy of treatment modalities
(Stice, Becker, et al., 2013).

There are also several significant barriers to seek help for ED such as the
denial of the illness, fear of losing control, lack of or low motivation to change,
fear of stigmatization, cultural influences, lack of mental health literacy and high
cost of mental health services (Kazdin et al., 2017; Griffiths et al., 2018).
Furthermore, almost 97% of individuals with ED suffer from functional
impairments in many areas that are comparable to the situation of individuals
with schizophrenia and autism (Murray et al., 2017). Evidence has emphasized
that the course of ED progressively gets worse and becomes chronic when
individuals with ED do not receive treatment (Wade, 2017). More specifically,
when not treated, illness becomes severe and enduring for more than half of the
cases (Treasure et al., 2015). Given many negative consequences of ED and
personal, sociocultural and financial barriers for ED treatment, it is assumed that
any intervention with an aim of preventing the development and/or
chronicization of ED would to be a useful step for the improvement of public
health.

Theoretical, experimental and longitudinal studies for the efforts of
prevention of psychological illnesses as well as protecting and improving mental
health have a significant place in the world mental health literature. Thus,

preventive psychiatry is an important branch of psychiatry aiming to promote
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mental health in individual and societal levels. For this purpose, preventive
psychiatry initially works on taking individual, social, economic, medical and
political precautions for preventing the development of mental illnesses as well
as encouraging early diagnosis and effective treatment of mental illnesses
(Trivedi et al., 2014). These efforts on illness prevention are categorised in three
stages. As the earliest stage of prevention efforts, primary prevention focuses on
the pre-pathogenesis stage of the illness. In the secondary prevention stage, it is
aimed to screen individuals and society for early detection and providing prompt
treatment in order to target illness before it becomes disabling. Lastly, tertiary
prevention stage addresses the illness when it is more chronic for recovery from

the illness as well as enhancing functionality (Trivedi et al., 2014).

Primary prevention programs for psychological illness have been
investigated under three different categories based on the risk status of the
targeted group (Becker, MacKenzie, & Stewart, 2015): universal, selective and
indicated prevention programs. Among these, universal prevention programs
target all population without considering any risk factor. Selective prevention
programs target young people who have a higher risk for developing the illness
while indicated prevention programs target people do not meet diagnostic

criteria but show the symptoms of the illness (Stice, Becker, et al., 2013).

An extensive number of studies have demonstrated that prevention
efforts of mental illnesses have potential benefits for individuals and public
health. These interventions can provide promising effects for common mental
health problems such as depressive disorders, anxiety disorders, suicide,
substance use and psychotic disorders (Beardslee, Chien, & Bell, 2011; Cuijpers,
2009; Mendelson & Eaton, 2018). Evidence has shown that preventive
interventions can effectively target every age group and delivered in many
settings (e.g., workplace, schools and residential facilities) (Cuijpers, 2009).
Decreasing needs for treatment, harmful and risky behaviours and comorbid
health problems associated with the illness have been suggested as potential
benefits of the preventive psychiatry. Preventing mental illnesses also have
economic benefits such as hampering education drop out, unemployment, and
risky behaviours (e.g., drug abuse, thievery, self-harm). (Beardslee et al., 2011;
Mendelson & Eaton, 2018).
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Over the last 20 years, the number of prevention studies for ED providing
promising findings has been increased. Evidence derived from systematic
reviews of randomized controlled trials has demonstrated that most of the
prevention programs are able to produce statistically significant effects (small to
moderate in general) on at least one risk factor for ED (Watson et al., 2016).
Regarding the prevention approach, meta-analysis and review studies
investigating the effectiveness of ED prevention programs have summarised that
selective prevention programs are more effective when compared to other types
of prevention programs (Stice, Shaw, & Marti, 2007; Watson et al., 2016).
Among the selective prevention programs, Cognitive Behaviour Therapy (CBT)
focused programs, Cognitive Dissonance based programs (CD), and Healthy
Weight (HW) programs were indicated to be the most effective ones. A recent
systematic review and meta-analysis study on selective ED prevention
programmes for university setting has indicated that available programs can
decrease the incidence of ED by 38% in comparison to the control groups (Harrer
et al., 2020). More specifically, it has been emphasized that these prevention
programs produce a small effect for global ED symptoms, weight-related
concerns, and emotional symptoms, and a moderate effect for body
dissatisfaction, dieting, and drive for thinness (Harrer et al., 2020; Watson et al.,
2016). Given their effectiveness for decreasing common ED risk factors among
university students, in the next section, only the CBT focused, DB and HW

prevention programs will be described in detail.

2.9.1. A Brief Overview of Effective Eating Disorders Prevention

Programs

As the first evidence-based ED prevention program, StudentBodies is an
online program that includes traditional concepts of CBT. This program has been
initially developed by Winzerberg and his colleagues (1998) with the aim of
developing healthy body image and dietary practices among female university
students. The effectiveness of StudentBodies has been repeatedly tested, and the
content of the program has been improved over the years (Saekow et al., 2015;
Taylor et al., 2006). This program provides psychoeducation regarding body

image and consequences of disordered eating attitudes and behaviours, includes
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discussions about the role of culture and media on the idea of beauty, and provide
activities for reducing shape and weight concerns and encourage healthy weight
regulation (Becker et al., 2015; Taylor et al., 2006). A meta-analytic review
investigating the application of StudentBodies in the USA and Germany to
female high school and university students has demonstrated moderate
improvements in body image, thinness desire, and disordered eating attitudes
(Beintner, Jacobi, & Taylor, 2012). Moreover, the 10-week version of the
program has been shown to lead large effects for improvements in weight
concerns, eating-related psychopathology and psychosocial impairment
(Saekow et al., 2015). Evidence has also demonstrated that significant reductions
in disordered eating attitudes and behaviours found to be maintained at follow
up assessments (e.g., 6 months, 1-year, and 2-year) (Ciao et al., 2014).

One of the other most commonly administered and tested ED Cognitive
Dissonance (CD) Based Intervention programs is the Body Project program, a
widely applied program in the USA. The primary aim of this program to
encourage participants voluntarily discuss the thin-ideal messages and
sociocultural pressures by using Socratic questioning and creating anti-thin-ideal
statements and behaviours (Stice et al., 2000; Stice & Ragan, 2002). Participants
also are encouraged to challenge themselves by engaging in behaviours that they
avoid due to their body image concerns (Becker et al., 2015). The reasoning
behind the content of this program is that when internalization of thin-ideal
weakens, unhealthy eating attitudes and behaviours, body dissatisfaction and
negative affect would be reduced consecutively (Stice, Johnson, & Turgon,
2019). Efficacy trials have demonstrated that the levels of body dissatisfaction,
internalization of thin-ideal, dieting, bulimic behaviours and negative affect
were reduced among the participants of Body Project program with a maintained
effect at follow up assessments (Stice et al., 2019; Stice, Marti, Spoor, Presnell,
& Shaw, 2008). In addition to groups run by mental health professionals, this
program is available with a peer leader format with the aim of enhancing peer
interactions and leadership and healthy peer communication (Wade, 2017).
Furthermore, an online version of the program has been developed and begun to
be tested for efficacy (Ciao et al., 2014).
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In order to deal with ED risk factors like unhealthy dieting and
inappropriate exercise, Healthy Weight aims to increase participants knowledge
in terms of nutrition, body image concerns and exercise as well as to help them
for improving their skills regarding healthy weight behaviours and attitudes
(Becker et al., 2015). In this way, it is expected that for being in a healthy weight
range, participants will adopt a balanced eating and regular exercise habits
instead of binge eating or restrictive eating (Wade, 2017). Evidence has
established that the Healthy Weight program results in better improvement in ED
pathology, self-reported dieting and body dissatisfaction in comparison to
control group (Ciao et al., 2014). As in the Body Project program, Healthy
Weight program has a peer-led version as well. Studies have shown that the
efficacy of the program maintains at the follow-up assessments (Ciao et al.,
2014).

2.9.2. Features of Successful Eating Disorders Prevention Programs

Given the significance of ED prevention, experimental, longitudinal,
meta-analytic and review studies appear to give special attention to exploring
successful aspects of the available programs for the enhancement of positive
outcome. Based on the available literature, common features of ED risk
prevention programs for individuals at high risk are transdiagnostic approach
oriented, school- or university-based, multi-session, interactive for enhancement
of skill development, and face-to-face or online delivery (Stice & Shaw, 2004;
Wade, 2017). Besides the importance of multi-session format, the importance of
developing ED programs that can be delivered in a relatively short period has
been also emphasized since real-world conditions make it harder to carry out

time-consuming programs (Becker et al., 2015).

The theoretical explanations behind prevention programs have
underlined that a prevention program should decrease pathogenic and modifiable
risk factors that in turn will decrease the incidence of a disorder (Sinton &
Taylor, 2010). Although most of the ED prevention programs focus on over
evaluation of shape and weight and body dissatisfaction, nonetheless additional

risk factors for increasing the outcome also needed to be targeted (Kearney-
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Cooke & Tieger, 2015). Moreover, it has been suggested that a prevention
program should identify and target the multiple risk factors causing the disorders
that have been demonstrated in prospective studies examining the factors leading
the onset of the disorder (Sinton & Taylor, 2010). Relatedly, the stage model of
illness has emphasized that prevention programs for high ED risk should target
body dissatisfaction, thin-ideal internalization, perceived pressure for being thin,
weight and shape concerns, dieting and negative emotionality (Treasure, Stein,
& Maguire, 2015; Wade, 2017). Furthermore, a review study investigating the
features of successful ED prevention programs has emphasised that the
successful programs addressed the cognitive behavioural theory for enhancing
change in disordered behaviours and attitudes (Ciao et al., 2014).

In addition to the characteristics of ED prevention program, it has been
recommended that female university students are the ideal population for the
effort on preventing eating disorders (Saekow et al., 2015). A 3 year-longitudinal
cohort study on female university students have found that 11.2% of students
presented a high risk in initial assessment developed a full or subthreshold ED
(Jacobi et al., 2011). Zotter and Reel (2015) have suggested that when an
effective prevention program is delivered in the university setting, positive
consequences of these programs are likely to spread over to the peers who are in
contact with the prevention program participants even after the graduation from
university. Furthermore, the attenders of the effective programs may be positive
role models regarding healthy eating attitudes and behaviours in their future
interpersonal interactions such as their interaction with children, students,
patients, and consumers (Zotter & Reel, 2015). Altogether, it is believed that
developing and administering an ED prevention program targeting female
university students and integrating evidence-based features (e.g., CBT oriented,
multi-session, interactive etc.) would be fruitful for both research and clinical

levels.
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2.9.3. Prevention Efforts for Disordered Eating Attitudes and Behaviours

in Turkey

As in all over the world, awareness regarding the prevalence and negative
consequences of disordered eating attitudes and behaviours has been increased
in Turkey as well. Besides increased awareness, efforts on the prevention of
disordered eating attitudes and behaviours do not attract the required attention.
To the date, only one ED prevention study conducted in Turkey has been
identified. Nevertheless, prevention of obesity appeared to attract more attention.
Obesity is simply defined as having higher levels of BMI (over 30) and
associated with many physical and psychological difficulties. Although obesity
is not included in DSM-5 as an ED, it has been shown to share some disordered
eating attitudes and behaviours (e.g., poor body image, eating for emotion
regulation, binge eating etc) similar to ED (Allison & Cirona-Singh, 2015). Due
to very limited literature in the prevention of ED in Turkey, in addition to a single
study in ED prevention, some examples for available prevention programs for

obesity will be briefly described in the section follows.

Literature search regarding prevention of disordered eating attitudes and
behaviours revealed that most of the studies conducted among children and
adolescents in the school setting. For instance, Toruner and Savaser (2010)
conducted a study on testing the impact of a school-based weight management
program for 81 fourth-grade overweight and obese children. Their seven-session
program included cognitive behavioural skills for healthy nutrition, a healthy
lifestyle (e.g., physical exercises, decreased screen time), and self-recognition.
They found that the BMI of children who attended the program significantly
decreased compared to the children in no intervention control group. In another
study for obesity prevention administered to 6771 primary school students,
Seving and his colleagues (2011) investigated whether healthy nutrition
education combined with physical activity programs would lead more
improvement compared to healthy nutrition education only. Findings of this
study showed that increases in BMI were significantly lower in both active
conditions compared to the control group. In 2015, Toruner and her colleagues
conducted a study on 692 elementary school students for testing the efficacy of

school-based healthy life program. This program consisted of 4 training session
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(a class hour long) on healthy life, nutrition, sedentary lifestyle, and physical
exercise. Although the self-reported daily exercise was significantly increased
in the intervention group, no significant difference for BMI was found. In a more
recent study, the Turkish version of Creating Opportunities for Personal
Empowerment’ (T-COPE) has been tested as an obesity prevention program for
12-15 aged school children (Ardic & Erdogan, 2017). This CBT oriented
program included 15 sessions for promoting cognitive and behavioural skills
regarding nutrition and physical activity. The program resulted in improvements
in knowledge of nutrition and physical activity, healthy lifestyle behaviours
(e.g., physical activity and vegetable consumption) as well as decreased anxiety
symptoms in both the short-term and long-term. However, no statistically
significant difference between the intervention group and control group
regarding BMI were determined.

Regarding ED prevention for adolescents, Arslanoglu (2015) developed
and tested the effect of structured group intervention. This study included a total
of 24 female (14-17 years old) volleyball players. Participants randomly
assigned to the intervention received 12 sessions including contents of
psychoeducation about nutrition, predictors of disordered eating behaviours,
negative thought on body image, emotions and eating, relaxation, assertiveness
and problem-solving. Findings of this study revealed statistically significant
reductions in disordered eating attitudes and behaviours and depression, and

improvement in body image in the intervention group.

In conclusion, obesity prevention studies conducted in Turkey appears to
provide mixed findings regarding improvements in BMI which is a critical
predictor of body satisfaction. Apart from studies in obesity, findings of ED
prevention program for volleyball players are assumed to be promising.
However, while interpreting these findings, it is important to remember that none
of these studies was conducted by researchers/clinicians in Psychology or
Psychiatry departments. Thus, the psychological aspects of disordered eating
attitudes and behaviours might be neglected. Another issue is that participants in
the available studies were mainly children. Furthermore, the risk status of the
participants was not investigated in any phase of the studies. Altogether, it

appears that there is a need for developing a prevention program for individuals
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presenting a higher risk for developing ED in Turkey targeting psychological

risk factors.
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CHAPTER 3
STUDY 1
3.1.Method
3.1.1. Participants

Participants for this study were recruited by using a convenience
sampling method. Potential participants were reached through lecturers and
professors who are teaching classes at different universities in Istanbul during
Fall 2018 Semester. Among 1856 students from a total of 21 public and private
universities located in Istanbul that were invited in participating in this screening
study, 1584 university students approved participating in the study and filled out

questionnaires which represented a response rate of 85%.

Among participants, 1195 of them were female, 385 of them were male,
and 4 of them reported their gender as other. Mean age of the participants was
21.55 (SD = 3.37), and mean BMI of the participants was 22.06 (SD=3.62).
Majority of the participants were studying in the Psychology department,
followed by Engineering departments. Detailed information regarding the
departments in which participants are studying and their distribution is provided
in Table 3.1.
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Table 3.1. Distribution of departments of participants

Department N %
Psychology 1062 67
Nutrition and Dietetics 108 6.8
Health Sciences 80 5.1
Education Sciences 39 2.5
Engineering 128 8.1
Art-Design 26 1.6
Architecture 17 1.1
Social Sciences 24 1.5
Economics and Administrative Sciences 38 2.4
Communication 18 11
Life Sciences 8 0.5
Tourism and Hotel Management 31 2

Law 4 0.3

3.1.2. Instruments

Participants of this study were asked to fill out a questionnaire package covering
Demographic Information Form, Eating Disorders Examination Questionnaire
(EDEQ), Eating Attitudes Test — 40 (EAT-40), Body Image Satisfaction
Questionnaire (BISQ), and Sociocultural Attitudes towards Appearance
Questionnaire-4-Revised (SATAQ-4R). Data collection instruments can be seen

in Appendix 1.
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3.1.2.1.Demographic Information Form

In this form, information regarding participants’ gender, date of birth,
marital status, working status, weight —height, department and university in
which they are currently studying, psychiatric history and related treatment,
weight satisfaction status, and prior application to health care providers for

eating-related problems were gathered.

3.1.2.2.The Eating Disorders Examination Questionnaire (EDEQ)

EDEQ is a self-report questionnaire measuring symptoms, cognitions,
behaviours, and attitudes linked to ED. It was developed by Fairburn and Beglin
(1994) based on a clinical interview (Fairburn & Cooper, 1993). This
questionnaire consists of 28 items covering four subscales: restraint eating,
shape concern, weight concern, and eating concern. In EDEQ, participants are
asked to rate how frequently they presented given statements over the past 28
days on a 7-point Likert Scale (0: no days; 6: every day). Summing and
averaging the subscale scores of EDEQ produces a total score of EDEQ where
higher scores indicate higher levels of ED psychopathology. More specifically,
scores of 4 and higher are used as indicative of being in clinical level ED

psychopathology (Mond et al., 2006).

Test-retest reliability coefficients of EDEQ’s four subscale scores found
to be ranged between .66 to .94. Furthermore, EDEQ provided acceptable
internal consistency: weight concern (a = .72 — .89), eating concern (a = .73 —
.86), shape concern (a = .83 —.93), and restraint eating (« = .70 — .85) (Berg et
al., 2012). EDEQ was adapted and validated to Turkish in a sample of primary
and high school students by Yiicel and her colleagues in (2011). Test-retest
reliability coefficients of Turkish version of the EDEQ was satisfactory for the
EDEQ total score (r = .91), weight concern (r = .89), eating concern (r = .83),
shape concern (r = .89), and restraint eating (r =.79). Internal consistency of the
scale was .93 for the total score, and it was ranged between .70 to .86 for the
subscales (Yucel et al., 2011). Psychometric properties of EDEQ has been tested

in an adult sample as well (Baktiroglu, 2019). In the current sample, Cronbach's

36



alpha for the total score was found to be .92, and it was ranged between .81 to
.90 for the subscales.

3.1.2.3.The Eating Attitudes Test — 40 (EAT-40)

EAT-40 was developed as a 40-item self-report questionnaire for
measuring frequently observed symptoms of AN (Garner & Garfinkel, 1979).
Each item of the EAT-40 is rated on a 6 - point Likert scale where 1 represents
always and 6 represents never. The sum of items score provides a total score of
the EAT-40 where a score of 21 and higher indicates moderate risk and 30 and

higher indicates high risk for disordered eating attitudes.

A good internal consistency was found for the scale among patients with
AN (o =0.79) and control group (o = 0.94) (Garner & Garfinkel, 1979). Savasir
and Erol (1989) tested psychometric properties of the EAT-40 in Turkish
population. 1-month interval test-retest reliability coefficient of the Turkish
version of the EAT-40 was found to be 0.65. The scale also provided an
acceptable internal consistency of Cronbach alpha as 0.70. In the current sample,

Cronbach’s alpha for the total score was found to be .82.

3.1.2.4.Body Image Satisfaction Questionnaire (BISQ)

The BISQ was developed in order to assess individuals’ satisfaction with
the parts of their body, in other words, body image satisfaction (Berscheid ,
Walster, & Bohrnstedt, 1972). In this scale, participants were asked to rate the
degree of satisfaction with 25 aspects of their bodies on a 5-point Likert Scale
(1: extremely dissatisfied to 5: extremely satisfied). The total score of BISQ is
calculated by summing scores of each item then averaging, and lower scores

indicate a higher degree of dissatisfaction with the body.

The Turkish version of the BISQ was adapted and validated in a sample
of adolescents by Cok (1988, 1990) (Cok (Gokdogan), 1988) from the original
questionnaire. Test-retest reliability of the scale was found to be r = .88, and

internal consistency was found to be .92 for girls and .94 for boys. Cronbach’s
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alpha for the total score was found to be .89 in the current sample. In this study,

the total score of BISQ was used.

3.1.2.5.Sociocultural Attitudes towards Appearance Questionnaire-4-
Revised (SATAQ-4R)

The SATAQ — 4 was developed for assessing the influence of societal
and interpersonal influences on body image and disturbances in eating behaviour
(Schaefer et al., 2015). The revised version of the SATAQ consisted of 31 items
covering seven subscales: Internalization: Thin/Low Body Fat, Internalization:
Muscular, Internalization: General Attractiveness, Pressures: Peers and
Significant Others, Pressures: Family, and Pressures: Media (Schaefer, Harriger
etal., 2017). In SATAQ-4R, participants are asked to rate each item on a 5-point
Likert Scale (1: definitely disagree to 5: definitely agree) where higher scores

indicate higher levels of internalization and pressure.

Test-retest reliability for the SATAQ-4R was found to be good for female
subscale with a range of .82 to .96 and for male subscale with a range of .75 to
.96 (Schaefer et al., 2017). Psychometric properties of the Turkish version of
SATAQ-4R were tested by Cihan and her colleagues (2016). The Turkish
version of the questionnaire was shown to have good reliability with a .96
Cronbach's alpha for total SATAQ-4R score and good internal consistency for
the all the subscales with Cronbach's alpha as .84 or higher (Cihan et al., 2016).
In the current sample, Cronbach’s alpha values were ranged between .80 to .95

for the subscales.

3.1.3. Procedure

Ethical approval for the present study was taken from the Istanbul Arel
University Ethical Committee (Appendix 2). Then, the author of this thesis study
personally contacted lecturers and professors who are teaching classes at
different universities in Istanbul during Fall 2018 Semester. Following to
approval for data collection from lecturers and professors, questionnaire package
consisting of an informed consent form and data collection instruments were

given to the participants either face-to-face in a class hour as a paper-pencil
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format or an online version of the package sent through an e-mail. The online
version of the data collection package was created using Google Forms. The
informed consent form provided to all participants included a detailed
description of the thesis consisting of two studies. Participants were also
informed that all of their personal information will be kept confidential and they
are allowed to quite the research at any time they wish. Although participants
are not asked to indicate their names or surnames, they were asked to provide
their phone numbers or e-mail address only if they also would like to participate
in the second study where a group program for healthy eating attitudes and
behaviours that will be run. Filling out the questionnaire package took
approximately 25-minutes. Although participation was voluntary based,
participants were also rewarded with course credit for their participation.

3.1.4. Statistical Analysis

The analysis of the collected data for this study was carried out using the
Statistical Package for Social Sciences (SPSS), version 21. Prior to actual
analysis, preliminary analyses were conducted to investigate the suitability of
the data set for analysis. First, the assumption of normality was checked to see
if the data is normally distributed by investigating skewness, kurtosis and
normality test results (Cain, Zhang, & Yuan, 2017; Kim, 2013). Then,
descriptive and frequency analysis was run for determining the demographic and
clinical characteristics of the sample (mean age, gender, psychiatric history etc.)
and the scores obtained from data collection tools. Finally, for investigating the
differences between female and male university students as well as the
differences between students who approved participating in the second study and
who did not approve, separate independent-sample t-test analyses were

conducted for each variable.
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3.2.Results
3.2.1. Descriptive Statistics

Before conducting descriptive statistics, data was investigated for
missing values by running missing value and pattern analyses. These analyses
revealed that missing values were random, thus missing values were replaced by
using the mean series method for each variable. Initially, descriptive analyses
were conducted in order to display both demographic and clinical feature of all
sample. Then, separate analyses were conducted for comparing female and male
participants, and participants who approved participating in the second study and

participants who did not approve.

Firstly, frequency analysis was conducted for presenting the distribution
of the sample regarding psychosocial demographic characteristics, and findings
are presented in Table 3.2. Information regarding the correlations among
outcome measures based on Pearson correlation analyses is provided in

Appendix 4.
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Table 3.2. Psychosocial demographic characteristics of participants

Variable n %

Marital status

Married 35 2.2

In a relationship 329 20.8
Single 1216 76.8

Employment status
Employed 223 141
Unemployed 1359 85.8

History of self-reported psychiatric disorder
Yes 316 20
No 1267 80

History of self-reported outpatient treatment

Psychotherapy 73 4.6
Pharmacotherapy 75 4.7
Combination of psychotherapy and pharmacotherapy 111 7

No treatment 1323 83.5

History of inpatient treatment

Psychotherapy 4 0.3
Pharmacotherapy 7 0.4
Combination of psychotherapy and pharmacotherapy 7 0.4
No treatment 1564 98.7

Among 1584, 314 of them reported having a previous psychiatric
diagnosis. Most common self-reported psychiatric disorders among these
participants were anxiety disorders and mood disorders. Table 3.3 represents the

previous psychiatric diagnosis of the participants.
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Table 3.3. Self-reported psychiatric diagnosis of participants

Psychiatric Diagnosis n %
Anxiety Disorders 65 20.7
Mood Disorders 64 19.4
Trauma and Related Disorders 9 2.9
Obsessive-Compulsive Disorder 25 8
Attention Deficit and Hyperactivity Disorder 13 3.5
Sleep Problems 4 1.3
Eating Disorders 3 1
Other 37 111
Multiple Diagnosis 31 9.2
Note. N = 314

Given its close relationship with disordered eating attitudes and
behaviours, participants were asked to report satisfaction with their weight
(Table 3.4), the percentages of participants regarding the reason for the
dissatisfaction with weight based on the BMI classifications (Table 3.5), and
whether they consulted a health care professional for their weight-related
problems (Table 3.6).

Table 3.4. Weight satisfaction status of participants

Weight Satisfaction Status n %

Not Satisfied 354 22.3
Slightly Satisfied 580 36.6
Satisfied 535 33.8
Very Satisfied 114 7.2

Note. N = 1583
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Table 3.5. Reason of weight dissatisfaction status based on BMI

BMI Classification

Reason of Dissatisfaction Un(crl] e:ﬁii)gjht U\(/)_erir;r?tl O\(/re]ivlvgg%ht Obese (n=48) Total
(n=688)
Extremely Low Weight 2.63 0.29 0.00 0.00 0.48
Slightly Low Weight 47.37 12.50 0.00 0.00 13.35
Low Weight 35.96 7.27 0.50 0.00 8.77
Slightly Overweight 8.77 68.31 57.29 16.67 57.39
Overweight 0.88 10.61 36.18 45.83 16.02
Extremely Overweight 4.39 1.02 6.03 37.50 4.00
Total 100 100 100 100 100

Note. N = 1056

Table 3.6. Health professional application for weight related concerns

Health Professional Application

Status . v
Psychologist / Psychiatrist 8 0.50
Dietician 252 15.90
Internal Medicine 29 1.80
Multiple Application 25 1.60
No Application 1270 80.2
Note. N = 1584

Finally, descriptive analyses were conducted for presenting ED
symptoms, disordered eating attitudes and behaviours, body dissatisfaction, and
internalization of sociocultural attitudes towards appearance. The findings of the

descriptive analysis of the data collection instruments are presented in Table 3.7.
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Table 3.7. Mean and SD scores on outcome measures

Instrument Mean SD
EDEQ

Restraint Eating 2.05 1.41
Eating Concern 1.56 1.10
Shape Concern 2.30 1.46
Weight Concern 1.93 1.39
Total Scale 1.96 1.21
BISQ 3.68 0.62
EAT-40 17.88 9.30
SATAQ-4R

Thin/Low Body Fat Internalization 2.51 1.05
Muscular Internalization 2.46 1.06
General Attractiveness Internalization 3.90 0.75
Family Pressures 1.87 1.09
Peer / Significant Other Pressures 1.74 0.93
Media Pressures 2.31 1.39

For exploring the severity of disordered eating attitudes and behaviours
among Turkish university students, frequency analyses were also conducted by
using cut-off scores of EAT-40 (30 and above) and EDEQ-Total (4 and above)
for clinically significant level disordered eating attitudes and behaviours.
Analyses revealed that 10.9% of the sample met clinical severity criteria of EAT-
40 and 6.6% of the sample met the clinical severity criteria of EDEQ-Total.

Furthermore, 3.2% of the sample met the clinical severity criteria of both

instruments.
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3.2.2. Comparison of Female and Male University Students

Descriptive analyses on demographic variables showed that there was a
statistically significant difference between mean age of male students (M =
21.95; SD=3.11) and mean age of female students (M=21.42; SD=3.44), t(1573)
= 2.66, p < 0.01. Furthermore, mean BMI of male students (M=24.02 SD=3.41)
was significantly higher than mean BMI of female student (M=21.43 SD=3.47),
t(1571) = 12.75, p = 0.000.

Frequency analysis on weight satisfaction status revealed that only a
minority of the female and male students were very satisfied with their weight.
While the percentage of being slightly satisfied with weight was most common
in female students, the percentage of being satisfied with weight was most

common in male students as presented in Table 3.8.

Table 3.8. Weight satisfaction status by gender

Female Students Male Students
Weight Satisfaction
n % n %

Status

Not Satisfied 295 24.7 59 15.32
Slightly Satisfied 428 35.8 149 38.70
Satisfied 384 32.1 151 39.22
Very Satisfied 88 7.4 25 6.49

In terms of reasons for dissatisfaction with weight, the analysis showed
that both female and male students reported as being slightly overweight. A
second most common reason for being dissatisfied was being overweight for
females and slightly low weight for males. Table 3.9 displays more detailed

information.
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Table 3.9. Reason of weight dissatisfaction status based on BMI by gender

BMI Classification

Reason of Underweight ’\\;\7;?}? tl Overweight Obese Total
Dissatisfaction (n=106) (n=559) (n=120) (n=31)

Extremely Low

Weight 2.83 0.18 0.00 0.00 0.49

Slightly Low Weight 46.23 4.65 0.00 0.00 9.19
o Low Weight 37.74 6.44 0.00 0.00 9.31
©
£ slightly Overweight 9.43 75.85 45.00 12.90 60.29
LL

Overweight 0.94 12.16 45.00 41.94 16.67

Extremely

Overweight 2.83 0.72 10.00 45.16 4.04

Total 100 100 100 100 100
Reason of Underweight l\vl\c;;?ﬁ tl Overweight Obese Total
Dissatisfaction (n=8) (n=126) (n=79) (n=17)

Extremely Low

Weight 0.00 0.79 0.00 0.00 0.43

Slightly Low Weight 62.50 46.83 0.00 0.00 27.83

Low Weight 12.50 11.11 1.27 0.00 6.96
(5]
§ Slightly Overweight 0.00 34.92 75.95 23.53 46.96

Overweight 0.00 3.97 22.78 52.94 13.91

(E)X”em‘?'y 25.00 2.38 0.00 2353 3.91

verweight
Total 100 100 100 100 100

Note. Female: n = 882; Male: n = 231

Regarding consulting a health care professional for weight-related
problems, it was found that 23.5% of female participants consulted at least one
health care professional. More specifically, the majority of the females (18.8%)
consulted a dietitian for their weight-related problems. 9.1% of male participants
reported that they consulted one or more health care professional. Similar to
female participants, most of the males (6.8%) consulted a dietitian for their

weight-related problems.

To test how female and male students differ each other on the mean
scores from the outcome measures, separate independent samples t-tests for each
variable were conducted. Analyses revealed that except BISQ and Family
Pressures subscale of SATAQ-4R, there were statistically significant differences

in mean scores of the females and males. Female students had significantly
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higher mean scores compared to males in most of the instruments, except
Muscular Internalization and Peer / Significant Other Pressures subscales of
SATAQ-4R where male students had significantly higher mean scores. Mean
scores, standard deviation scores, and t scores for each variable are presented in
Table 3.10. Information regarding the correlations among outcome measures
based on Pearson correlation analysis for female and male samples are provided

in Appendix 4.
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Table 3.10. Mean and SD scores on outcome measures by gender

Female Male

Students Students

(N=1195) (N=385)
Instruments M SD M SD T Score
EDEQ
Restraint Eating 212 140 1.84 142 -3.34**
Eating Concern 1.64 1.12 1.32 1.01 -5.27***
Shape Concern 241 149 195 129  -5.84***
Weight Concern 203 142 1.63 122  -541***
Total Scale 205 1,23 1.68 1.10 -5.50***
BISQ 3.66 0.62 3.71 0.64 1.36
EAT-40 18.41 9.33 16.24 9.05 -4.05***
SATAQ-4R
Thin/Low Body Fat Internalization 2.64 1.06 2.09 091  -9.84***
Muscular Internalization 219 0.94 332 096  20.34***
General Attractiveness Internalization 3.94  0.74 3.79 0.77 -3.45**
Family Pressures 1.88 1.12 1.84 0.99 -0.66
Peer / Significant Other Pressures 1.72 0.92 1.84 0.94 2.21*
Media Pressures 244 144 188 1.13  -7.82***

Note.
*p<0.05, **p<0.01, ***p<0.001

Frequency analyses were conducted for examining clinically significant

level disordered eating attitudes and behaviours among female and male

students. It was found that 11.9% of females and 7.8% of males met clinical

severity criteria of EAT-40 and 7.4% of females and 3.6% of males met clinical

severity criteria of EDEQ-Total. 3.6% of females and 1.8% of males met the

clinical severity criteria of the sample met the clinical severity criteria of both

instruments.
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3.2.3. Comparison of Students Who Approved and Not Approved
Participating in Second Study

Descriptive analyses and independent-sample t-test analyses were also
conducted for investigating the differences between students who approved
(N=934) and not approved (N=620) participating in the second study. Percentage
of female and male students who approved were similar with 61.3% and 59.7%
respectively. Analysis revealed a statistically significant difference between
mean age of students who approved (M = 21.74; SD=3.42) and mean age of
students who did not approve (M=21.26; SD=2.26), t(1577) = 2.77, p < 0.01.
However, there was no statistically significant difference between mean BMI of
students who gave approval (M=22.03 SD=3.64) and a mean BMI of the student
who did not approve (M=22.09 SD=3.60).

Frequency analysis on weight satisfaction status revealed that only about
7% of the students who approved and did not approve the second study were
very satisfied with their weight. For both students who approved and did not
approve, being slightly satisfied with weight had the highest percentage.

Detailed information is provided in Table 3.11.

Table 3.11. Weight satisfaction status by approval status

Approved Not Approved
Weight Satisfaction Status n % n %
Not Satisfied 225 23.4 129 20.8
Slightly Satisfied 353 36.7 227 36.6
Satisfied 316 32.8 219 35.3
Very Satisfied 69 7.2 45 7.3

Frequency analyses revealed that the most common reason for being
dissatisfied with weight was being slightly overweight, followed by being
overweight for both students who approved and did not approve. Table 3.12
shows more detailed information about the reason for dissatisfaction with

weight.
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Table 3.12. Reason of weight dissatisfaction status based on BMI by approval
status

BMI Classification

. Normal . Total
Reason of Dissatisfaction Undezwelght Weight OVQEWEIght Obese (n=35)
(n=69) _ (n=109)
(n=430)
Extremely Low Weight 2.90 0.47 0.00 0.00 0.62
Slightly Low Weight 49.28 13.26 0.00 0.00 14.15
§ Low Weight 31.88 6.51 0.00 0.00 7.78
o
‘% Slightly Overweight 10.14 67.21 51.38 20.00 55.83
< Overweight 1.45 11.86 39.45 51.43 17.57
Extremely Overweight 4.35 0.70 9.17 28.57 44
Total 100 100 100 100 100
L . Underweight Nor_mal Overweight
Reason of Dissatisfaction y Weight _ Obese (n=13) Total
(n=45) _ (n=90)
(n=258)
Extremely Low Weight 2.22 0.00 0.00 0.00 0.25
Slightly Low Weight 44.44 11.24 0.00 0.00 12.07
e}
S Low Weight 42.22 8.53 111 0.00 10.34
£ slightly Overweight 6.67 70.16 64.44 7.69 50.85
S overweight 0.00 8.53 3222 3077 1355
Extremely Overweight 4.44 1.55 2.22 61.54 3.94
Total 100 100 100 100 100

Note. Approved: n = 664; Not Approved: n = 412

Findings revealed that 20.6% of students who approved for the second
study consulted one or more health care professional for weight-related
problems. More specifically, most of the students who approved (16.2%)
consulted a dietitian for their weight-related problems. 19% of students who did
not approve for the second study reported that they consulted one or more health
care professional. Like students who approved, majority of students who did not

approve (15.5%) consulted a dietitian for their weight-related problems.

Independent samples t-tests for each variable was separately conducted
for testing the differences between students who approved and who did not
approve. As can be seen from mean scores, standard deviation scores, and t
scores for each variable presented in Table 3.13, analyses revealed that students
who approved had significantly higher levels of ED related psychopathology in

most of the variables compared to students who did not approve. However, no
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statistically significant differences were found for Muscular Internalization,

General Attractiveness Internalization, Family Pressures, and Media Pressures

subscales of SATAQ-4R. Information regarding the correlations among

outcome measures based on Pearson correlation analysis for students approved

and students did not approve are provided in Appendix 4.

Table 3.13. Mean and SD scores on outcome measures by approval status

Approved Not Approved
(N=964) (N=620)

Instruments M SD M SD T score
EDEQ
Restraint Eating 216 143 1.87 1.35 4.03***
Eating Concern 165 114 1.40 1.01 4.69***
Shape Concern 242 1.49 2.11 1.38  4.24***
Weight Concern 204 140 1.76 1.34 3.86***
Total Scale 2.07 1.24 1.79 1.14 4.65***
BISQ 3.64 0.62 3.73 0.63 -3.04**
EAT-40 18.62 9.55 16.73 8.79 4.02***
SATAQ-4R
Thin/Low Body Fat 259  1.06 239 103 3730
Internalization
Muscular Internalization 249 1.08 2.43 1.03 1.16
General Attractiveness 393 073 38 078 191
Internalization
Family Pressures 1.88 1.10 1.85 1.07 0.58
Peer / Significant Other 178  0.95 168 088 223
Pressures
Media Pressures 2.34 142 2.24 1.33 1.41

*p<0.05, **p<0.01, ***p<0.001
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Frequency of clinically significant level disordered eating attitudes and
behaviours among students who gave approval and did not give approval was
investigated. Analyses showed that 12.8% of participants who approved and
7.9% of who did not approve met clinical severity criteria of EAT-40 and 8.1%
of participants who approved and 4.2% of who did not approve met clinical
severity criteria of EDEQ-Total. Moreover, 4% of participants who approved
and 1.8% of who did not approve met the clinical severity criteria of the sample

met clinical severity criteria of both instruments.
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3.3.Discussion

This part of the thesis study initially aimed to examine levels of
disordered eating attitudes and behaviours and related demographic and clinical
constructs among Turkish university students. A further aim was to identify
female university students who have a high risk of developing ED, and invite
them to participate in a clinical trial aiming to promote healthy eating attitudes
and behaviours, so-called an ED prevention program.

A total of 1584 university students from 21 universities and a variety of
departments participated in this study. Among these students, every one in five
students reported that they have a history of psychiatric disorder, and most
common psychiatric disorders were anxiety and mood disorders in accordance

with previous research (Auerbach et al., 2016).

In terms of weight satisfaction, 22.3% of the students reported that they
are not satisfied with their weight while only 7.2% of them reported that they are
very satisfied with their weight. When participants who are not satisfied with
their weight were asked about the reason for this dissatisfaction, the most of them
(57.39%) reported that they find themselves slightly overweight, followed by
overweight (16.02%). A detailed investigation of weight dissatisfaction status
based on BMI classification showed that 8.77% of participants in the
underweight range and 68.31% of participants in normal weight range think that
they are slightly overweight. 0.88% of participants who are in underweight range
and 10.61% of participants who are in normal weight range think that they are
overweight. 4.39% of participants who are in the underweight range and 1.02%
of participants who are in normal weight range think that they are extremely
overweight. A possible explanation for the discrepancy between perceived
weight and BMI in the present study might be that students do not consider BMI
a source of evaluation of their body shape and weight. These results are in line
with previous studies indicating that dissatisfaction with the current weight and
wishing to lose weight are frequently seen among Turkish university students as
in students from Western Societies (Yager & O'Dea, 2008; Swami et al., 2015;
Kadioglu & Ergiin, 2015).
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Literature has demonstrated that wanting to lose weight and showing
efforts for body/weight control are common among university students (Yager
& O'Dea, 2008; Kadioglu & Ergiin, 2015). Furthermore, previous research on
individuals with ED exhibited that three-quarters of the patients sought help for
achieving weight loss (Evans et al., 2011). Consistent with previous findings,
the present study found that a considerable number of students strive for losing
weight. More specifically, 19.8% of participants reported that they consulted a
health professional for their weight-related problems where the majority of them
(15.90%) consulted a dietitian. A higher tendency for consulting a dietitian for
weight-related problems can be explained by the fact that individuals with higher
levels of disordered eating attitudes and behaviours tend to seek help with an
aim of weight loss rather than seeking help for psychological difficulties related
to elevated concerns with body shape and weight (Evans et al., 2011). Relatedly,
their primary goal can be to achieve physical perfection rather than being healthy
and avoiding weight-related chronic physical and/or psychological illnesses
(Turel et al., 2018).

An investigation of the prevalence of clinically significant level of
disordered eating attitudes and behaviours based on self-report questionnaires
revealed that 10.9% of the students met clinical severity criteria of EAT-40 and
6.6% of the students met the clinical severity criteria of EDEQ-Total score.
Moreover, 3.2% of the students met the clinical severity criteria of both
instruments in the present study. A study conducted in 2006 found that 5.2% of
the Turkish university students were struggling with a clinically significant level
of disordered eating attitudes and behaviours based on EAT-40 (Asci, Tiiziin, &
Koca, 2006) while another study conducted in 2010 found a prevalence of 6.8%
(Tozun et al. 2010). A much recent study conducted in 2018 reported that 8.5%
of the students have a possible ED based on EAT-40 score (Yildirim et al., 2018).
These findings might be interpreted as the rates of disordered eating attitudes
and behaviours among Turkish university students are increasing based on EAT-

40 score when both female and male students are investigated together.

The idea that ED are Western Societies specific problems has been
already challenged. Nevertheless, a closer look at the literature on disordered

eating attitudes and behaviours in different countries would improve our

54



understanding when investigating the situation for Turkish university students.
For example, findings of a recent study conducted on Italian, Polish and Spanish
university students indicated that 8.43% of the sample met clinical severity
criteria of EAT-26, a shorter version of EAT-40 (Gramaglia et al., 2019).
Similarly, a study on USA university students found that 7.6% of the university
students met clinical severity criteria of EAT-26 (El Zein et al., 2019). Another
study conducted in 12 colleges and universities in the USA found that 11.9% of
the students had high levels of ED psychopathology based on EDEQ total score
above 3, which is actually lower than the cut of the score used in the present
(Lipson & Sonneville, 2017). Comparison of the present results and findings
from studies conducted in Western societies provide further evidence that
disordered eating attitudes and behaviours should be considered as common and
serious psychological difficulties in Turkey as well. These findings should be
interpreted with caution since all of these studies are conducted with different
methodologies, and there is no study available comparing Turkish students with

other students in other countries.

3.3.1. Comparison of Female and Male University Students

The number of female students (N=1195) was higher than the number of
male students (N=385) in the present study. While no statistically significant
difference between the mean age of students was found, the mean BMI of male

students was significantly higher than the mean BMI of female students.

Descriptive analysis of weight satisfaction status showed that the
percentage of female students (24.7%) reporting dissatisfaction with weight was
higher than their male peers (15.32%). Regarding the reasons for dissatisfaction
with weight showed similar findings for both genders as the most common
reason was being slightly overweight. However, the second most common
reason for being dissatisfied with weight was being overweight for females while
it was being slightly low weight for males. Additionally, 23.5% of female
students reported that they consulted a health care professional for their weight-
related problems with 18.8% of them consulting a dietitian. This behaviour was

less common among male students with a percentage of 9.1%. However, as in
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females, when consulted for help, males also most commonly preferred a
dietitian (6.8%). These findings are consistent with previous literature showing
that females have a higher tendency to perceive themselves as overweight or fat
and more frequently show effort for weight management in comparison to males
(Ata et al., 2015).

A detailed examination of weight dissatisfaction status based on BMI
classification revealed that 14 out of 106 of female students and 2 out of 8 male
students perceived themselves as slightly overweight, overweight or extremely
overweight although they were actually in underweight BMI range.
Furthermore, 496 out of 559 of female students (88.7%) and 52 out of 126 male
students (41.3%) perceived themselves as slightly overweight, overweight or
extremely overweight although they were actually in normal-weight BMI range.
These findings are in accordance with previous evidence indicating that although
misperception of weight is common among both genders, there is a higher
proportion of females perceiving themselves as being overweight irrespective of
their BMI. A growing body of literature has recognised an association between
inaccurate weight perception and unhealthy weight control behaviours.
Relatedly, greater weight and body shape estimation in individuals with ED
related psychopathology has been previously established (Gardner, 2011; Park
et al., 2019). Thus, the present findings on the prevalence of over-evaluation of
body weight are believed to warrant attention from mental health professionals

in both research and clinical practice.

Consistent with the available literature, comparison of female and male
students on levels of disordered eating attitudes and behaviours on self-reported
outcome measures revealed some differences where females exhibited higher
levels of psychopathology. More specifically, female students had higher levels
of disordered eating attitudes and behaviours and related psychopathology than
their male peers except for Muscular Internalization and Peer / Significant Other
Pressures subscales of SATAQ-4R where male students had significantly higher

Scores.

Evidence has demonstrated that there is gender-based sociocultural
expectancies regarding the desired body shape and weight (Manzato & Gravina,

2018). While females are expected to be thin, males are expected to be muscular.
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This difference in expectancy plays a significant role in the motivation of
body/weight control behaviours and related pressure. For instance, females
engage in diet and calorie restriction for being thin whereas males show
hyperphysical activity for being muscular (Manzato & Gravina, 2018). In this
regard, finding higher levels of thin/low body fat internalization among females
and higher levels of muscular internalization among males in the present study
was expected. In other words, females are dissatisfied with their body due to
internalization of thinness ideal, males experience satisfaction due to

internalization of muscular ideal (DeBate et al., 2008).

Higher levels of pressure from peers and significant others among male
students in the present study were contradictory to expectations based on
previous evidence. This discrepancy could be explained by the fact that Turkey
is a patriarchal society where masculinity has particular importance. Having a
low fat and muscular body is likely to recognised as being more masculine, and
muscularity is perceived to be associated with strength and power (Hiinler,
2016). Additionally, having a muscular body might lead to feelings of
superiority as well as having a possible power of controlling the world (Aras,
2018). In this regard, males might be experiencing higher levels of pressure from
peers and significant others since muscularity has several meanings rather than
just being physically attractive. Prior research has also noted that having friends
and romantic partners who are physically attractive and/or present weight/body
control behaviours can negatively affect eating behaviours and satisfaction with
the body (O’Brien et al., 2009). Males in the present study might have higher
numbers of attractive friends and/or romantic partners causing higher levels of

perceived pressure from peers and significant others.

Besides observed differences between female and male students in many
aspects, although females had slightly higher scores than males in body image
dissatisfaction and Family Pressures subscale of SATAQ-4R, these differences
were not statistically significant. When the literature on gender differences in
body image dissatisfaction is investigated, contradictory findings attracted
attention. While some studies have suggested that female students had
significantly higher body image dissatisfaction scores than male peers (e.g.,

Catikkas, 2011), an important number of studies report that body image
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dissatisfaction is equally common among both genders (e.g., ince, 2016; Turel
et al., 2018). In terms of family pressure on the physical appearance, it has been
argued that body shape and weight-related criticisms and teasing from family
members, particularly from parents, play roles on young people’s body
shape/weight perception (Green & Pritchard, 2003; Sheldon, 2010).
Nonetheless, studies mainly focus on females which limit our understanding of
males. Based on the present findings and previous evidence, it is possible to
speculate that female and male university students experience similar levels of
body image dissatisfaction and family pressure related to their appearance, but
the underlying mechanism of this dissatisfaction might be different such as body

fat and muscle ratio.

The present study revealed that the prevalence of clinically significant
level disordered eating attitudes and behaviours were more common in female
students. More specifically, 11.9% of females and 7.8% of males met clinical
severity criteria of EAT-40 and 7.4% of females and 3.6% of males met clinical
severity criteria of EDEQ-Total. 3.6% of females and 1.8% of males met the
clinical severity criteria of the sample met the clinical severity criteria of both
instruments. Similar to the present study, findings of earlier studies conducted in
Turkish university students exhibited that prevalence of female students meeting
clinical cut off criteria for EAT-40 and EDEQ-Total was more common than the
male students (Asci, Tiiziin, & Koca, 2006; Kadioglu & Ergiin, 2015;
Baktiroglu, 2019).

The present findings on disordered eating attitudes and behaviours are
more common in females are in accordance with the findings of studies
conducted in Western societies. For instance, in an American university student
sample, 6% of females and 1% of males had a score of clinically significant
range for EDEQ-Total (Quick, Byrd-Bredbenner, & Neumark-Sztainer, 2013).
Likewise, in a sample of Spanish students, 3.30% of females and 1.71% of males
met clinically significant range for EDEQ-Total (Pelaez-Fernandez, Labrador,
& Raich, 2013). Although the prevalence of disordered eating attitudes and
behaviours in the current sample seems to be higher for both genders than the
Western society sample, these results should be interpreted with caution since

above-mentioned studies in USA and Spain were not recently conducted.
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White, Reynolds-Malear and Cordero (2011) have demonstrated that the
prevalence of students presenting in ED related attitudes and behaviours displays
an increasing trend over the years for both female and male students with a
particular increase among male students. Compatibly, for both females and
males, the mean scores of EAT-40 were higher than the mean scores of EAT-40
in previously mentioned studies conducted in Turkey (Asci, Tiiziin, & Koca,
2006; Tozun et al. 2010; Yildirim et al., 2018). This could be interpreted as a
supportive finding for disordered eating attitudes and behaviours are increasing
in both female and male Turkish students.

3.3.2. Comparison of Students Who Approved and Not Approved
Participating in Second Study

934 students approved participating in the second study in which a group
program for promoting healthy eating attitudes and behaviours while 620 did not
approve participating in. The mean age of these two student groups was
significantly different. However, no statistically significant difference was found
for the mean BMI.

Descriptive analysis of weight satisfaction status revealed that students
who gave approval for participating in the second study and students who did
not give approval show similar patterns. For both groups, the most common
weight satisfaction status was being slightly satisfied. Both students who gave
approval and did not give approval for participating in also reported similar
patterns for the reasons for dissatisfaction with their weights. The most common
reason was being slightly overweight, followed by being overweight. In terms
of consulting a health care professional for their weight-related problems, they
also showed similar patterns. 20.6% of students who gave approval and 19% of
students who did not give approval consulted help and majority of them sought

help from a dietitian.

Findings on the weight dissatisfaction status based on BMI classification
exhibited that 15.94% of students who gave approval and 11.11 % students who
did not give approval perceived themselves as slightly overweight, overweight

or extremely overweight although they were actually in underweight BMI range.
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79.77% of students who gave approval and 80.24% students who did not give
approval perceived themselves as slightly overweight, overweight or extremely
overweight although they were actually in normal-weight BMI range. Findings
of the current study regarding weight satisfaction and preferences for help-
seeking for weight-related problems can suggest that university students
perceive themselves as being overweight irrespective of their BMI status. Also,
this misperception of weight did not appear to be related to students’ motivation
for participating in a study aiming to promote healthy eating attitudes and

behaviours.

Analysis for investigating whether students who approve and who did
not approve differ from each other about disordered eating attitudes and
behaviours and related constructs demonstrated that students who approved had
significantly higher levels of ED related psychopathology in most of the
outcome measures compared to students who did not approve. However, no
statistically significant differences were found for Muscular Internalization,
General Attractiveness Internalization, Family Pressures, and Media Pressures
subscales of SATAQ-4R even though students who approved had slightly higher

Scores.

It also appeared that the prevalence of clinically significant level
disordered eating attitudes and behaviours were more common among students
who approved. More specifically, 12.8% of participants who approved while
7.9% of who did not approve met clinical severity criteria of EAT-40, and 8.1%
of participants who approved and 4.2% of who did not approve met clinical
severity criteria of EDEQ-Total. Furthermore, 4% of participants who approved
and 1.8% of who did not approve met the clinical severity criteria of the sample

met the clinical severity criteria of both instruments.

The findings of the current study overall demonstrated that university
students who approved participating in a psychoeducation group program
exhibited higher levels of ED and related psychopathology than their peers who
did not approve participating in. There can be some explanations for these
findings. Several studies have been conducted for exploring reasons why some
people do not take part in mental health research while others willing to

participate in studies. An early study on individuals with ED showed that
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exhibiting lower levels of psychological difficulties and ED related problems
results in decreased levels of acceptance to participate in research (Bjork,
Clinton, & Norring, 2006). Additionally, approving getting an invitation for a
psychoeducation group program aimed at promoting healthy eating attitudes and
behaviours might be considered as a way of help-seeking behaviour. A
motivation to participate in such a program is likely to be a consequence of
higher levels of impairment since literature has demonstrated a relationship
between elevated psychological distress and greater help-seeking behaviours for
individuals with ED related psychopathology (Fatt et al., 2019; Vollert et al.,
2020).

3.3.3. Limitations

Several limitations should be acknowledged when interpreting the
present findings. First of all, disordered eating attitudes and behaviours and
related psychopathology were measured with self-report questionnaires. Even
though these questionnaires are widely used and have good psychometric
properties, they might cause under-recognition of some individuals who are in
fact suffering. Since individuals with ED related difficulties tend to have a lack
of awareness about the seriousness of the problem and/or experience fear of
stigmatization and shame. Thus, future studies would benefit from administering
clinical interviews. Secondly, the number of female students were three times
more than the number of male students as a potential consequence of using a
convenience sampling method. Again, due to convenience sampling method,
most of the participants were studying in Psychology Department. These
students are likely to have better insight regarding psychological difficulties and
symptoms as a natural consequence of their education. Therefore, increasing the
number of male participants and recruiting more students from different
departments in future research would be particularly important for increased
generalizability. Thirdly, besides a cut-off score of EAT-40 validated in a
Turkish sample, a cut-off score of EDEQ was not tested in Turkey. Therefore,
findings based on EDEQ cut-off scores should be cautiously interpreted.
Another limitation of the present study was not gathering information about the

current body shape and weight control behaviours (e.g., physical activity level,
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dieting behaviour etc.) and physical/psychological states such as hunger,
menstrual cycle and mood that can impact body size estimation as well as
disordered eating attitudes and behaviours (Gardner, 2011; Kazdin et al., 2017).

3.3.4. Strengths

The current study also has several strengths worth mentioning. Firstly, it
is believed that present findings provided strong evidence for disordered eating
attitudes and behaviours and related psychopathology among Turkish university
students appears to be in a remarkable degree. While the majority of the Turkish
studies investigating disordered eating attitudes and behaviours and related
difficulties conducted with samples either on female students or single university
only, the present study, however, included both female and male students from
many universities. Many students in all around Turkey study in universities in
Istanbul, thus it is possible to state that the sample is representative of Turkish
university students. Furthermore, the sample size of the present study is quite
higher than most of the studies conducted before. Altogether, it is believed that
the generalizability of the present findings appears to be better than previous

studies.

3.3.5. Conclusion

The current study has shown that ED symptoms and related problems are
common among university students in Istanbul, Turkey. In general, female
students to have higher levels of disordered eating attitudes and behaviours as
well as internalization and perceived pressure of sociocultural cultural attitudes
towards appearance, compared to their male peers. Furthermore, higher levels of
ED symptoms and related problems were observed among university students
who approved participating in a study where a group program aiming to enhance
healthy eating attitudes and behaviours will be held in comparison to the students
who did not approve. Overall, it is believed that the present study highlights the
importance of addressing disordered eating attitudes and behaviours and
dissatisfaction with body weight and shape among Turkish university students,

particularly female students.
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CHAPTER 4
STUDY 2
4.1.Method
4.1.1. Participants

Eligible female participants for this study were selected among the
participants in Study 1. Inclusion criteria for participating in this study were (1)
having a score of EDEQ-Total or EAT - 40 higher than the mean average of
female participants in Study 1, and (2) giving consent during Study 1 for getting
an invitation for participating in Study 2. Participants were excluded if they were
meeting one or more of these exclusion criteria: (1) current or history of eating
disorders diagnosis, and (2) current substance abuse problem and/or current or

past history of psychotic disorders.

Based on the eligibility criteria, 418 female university students were
identified, and these students were randomly assigned to either experimental
group condition, active control group condition or wait-list control group
condition. Among these participants, only 48 of them accepted participating in
the study, and only 38 of them took part in the baseline, post assessment and 1-
month follow up measurement points. A diagram documenting the flow of
participants through the study as recommended by the Consolidated Standards
of Reporting Trials (CONSORT) statement (Eldridge et al., 2016) for

randomised feasibility trials is presented in Figure 4.1.
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Screened prior to eligibility
asscssment (n=1584)
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Allocated to experimental
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* Received allocated
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*  Drop out during
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¢ Lost to follow-up (n=8)

Figure 4.1. CONSORT Participant Flow Diagram
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4.1.2. Primary Outcome Measures
4.1.2.1.The Eating Disorders Examination Questionnaire (EDEQ)

The information regarding EDEQ was provided in Study 1. In the current
sample, Cronbach’s alpha for the total score was found to be .90, and it was

ranged between .73 to .84 for the subscales.

4.1.2.2.Body Shape Questionnaire (BSQ)

This self-report questionnaire was initially developed for measuring
preoccupation with body weight and shape (Cooper et al., 1987). BSQ consists
of 34 items in which participants are asked to rate each item on a 6-point Likert
Scale (1: never to 6:always). A total score of the questionnaire can be in the
range of 34 to 204 where total score lower than 110 represents no concern, a
total score between 110 and 137 represents mild concern, a total score between
138 and 166 represents moderate concern, and a total score higher than 167
represent severe concern (Di Pietro & Silveira, 2009). BSQ found to provide an
excellent alpha coefficient of internal consistency ( o =.97) (Evans & Dolan,
1993). The psychometric properties of the Turkish version of the BSQ were
tested by Akdemir and her colleagues (2012). Test-retest reliability of the scale
was found to be r = .81 and the Cronbach’s alpha was found to be .96 indicating
that BSQ is an acceptable tool for measuring body-related concerns of Turkish
individuals. BSQ also provided a good internal consistency with o = .95 in the

current sample.

4.1.3. Secondary Outcome Measures
4.1.3.1.Difficulties in Emotion Regulation Scale -16 (DERS-16)

The DERS is a self-report questionnaire evaluating different aspects of
emotion regulation difficulties. 16-item version of the DERS was developed by
Bjureberg and his colleagues (2016) as a short form of original 36- item DERS
(Gratz & Roemer, 2004). There are five subscales of DERS-16: clarity, goals,
impulse, strategies, and non-acceptance. Items of the scale are rated on a 5-point

Likert scale (1: almost never to 5: almost always), and higher scores are
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indicative of greater emotion dysregulation skills. DERS-16 found to provide
good test-retest reliability (r = .85) and internal consistency (a = .92) scores
(Bjureberg, et al., 2016). Psychometric properties of the Turkish Version of
DERS-16 was tested in a sample of undergraduate university students (Yigit &
Guzey Yigit, 2017). The Turkish version provided good internal consistency
coefficients for the total score (e« = .92), and good internal consistency
coefficients for all of the subscales ranging from .78 to .92. For this study, only
the total score of DERS-16 was used, and the internal consistency of DERS

found to be good (a =.93) in the current sample.

4.1.3.2.Sociocultural Attitudes towards Appearance Questionnaire-4-
Revised (SATAQ-4R)

The information regarding SATAQ-4R was provided in Study 1.
Cronbach'’s alpha of SATAQ-4R in the current sample found to range between
.83 and .97 for its subscales and .94 for the total score.

4.1.3.3.Group Feedback Form

A feedback form was designed in order to gather information about the
satisfaction with the aspects of the group program. There were 16 items on a 5-
point Likert scale (1: definitely disagree to 5: definitely agree) asking
participants to evaluate structure, helpfulness, and content of the program as well
as the quality/features of the group therapist. This form also included open-ended
questions asking their favourite and disliked features of the program, whether
they would recommend attending this program to a friend and any other opinion

they would like to share.
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4.1.4. Interventions

4.1.4.1. Healthy Eating Attitudes and Behaviours Group Program
(Experimental Group Condition)

Evidence-based clinical guidelines for ED have indicated that CBT is
consistently recommended for all subtypes of ED, and CBT oriented prevention
programs have been shown to result in a better outcome for university students
(Hilbert, Hoek, & Schmidt, 2017; Watson et al., 2016). Thus, for the purpose of
the present study, a CBT oriented ED prevention program for Turkish female
university students, so-called Healthy Eating Attitudes and Behaviours Group
Program has been developed by Clinical Psychologist Basak Ince (Thesis
Student) and Psychiatrist Prof. Dr Basak Yiicel (Thesis Supervisor). The session
topics and contents of this program were based on the Fairburn (2008)'s book
titled Cognitive- Behavior Treatment and Eating Disorders and 10-week online
version of StudentBodies program designed by Saekow and her colleagues
(2015). Program protocol was written based on Fairburn (2008)'s book titled
Cognitive- Behavior Treatment and Eating Disorders and Fursland and her

colleagues (2007)’s book titled Overcoming Disordered Eating.

This program aimed to inform participants about the causes and
consequences of eating disorders, teach cognitive and behavioural techniques to
change their unhealthy eating attitudes and behaviours, and provide support
during their attitudinal and behavioural changes. The program consisted of 6
weekly sessions, and the length of the sessions changed between 45-minutes to
60-minutes depending on the number of participants in each group, and
participants’ involvements in the group discussions. Structure of the sessions in
the program was accordant with the structure of CBT. Agenda for the session
was provided at the beginning of each session, and participants were asked to
give their feedback about the topics covered during the session at the end of each
session. Furthermore, participants were asked to complete homework activities
which were related to topics covered in each session. Detailed information

regarding session contents is provided below.
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Session 1

= The phase of acquainting and introducing program content

= Psychoeducation about eating disorders (ED): clinical features of ED,
myths about ED, risks factors for the development of ED and negative
consequences of ED

= Introducing body image concept

= Psychoeducation about body mass index

= Introducing “Eating Diary”

Homeworks:

1. Filling out “Eating Diary” every day
2. Mirror Activity

Session 2

= Review of Mirror Activity

= Review of Eating Diary

= Psychoeducation about unhealthy weight control methods and their
negative consequences: dietary restriction, eating rules, forbidden
foods, and excessive exercise

= |ntroducing normal/healthy eating

= Introducing regular eating (three main meals and two/three snacks)

Homeworks:

1. Filling out “Eating Diary” every day by sticking to a regular eating
programme

2. Supermarket Activity
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Session 3

Review of Supermarket Activity

Review of Eating Diary

Psychoeducation about over-evaluation of weight and body shape
Introducing the association between situation-thought-emotion-
behaviour

Introducing dysfunctional thinking and creating alternative thoughts

Homeworks:

1. Filling out “Eating Diary” every day by sticking to a regular eating
programme

2. Catching up Dysfunctional Thoughts Activity

Session 4

Review of Eating Diary

Review of Catching up Dysfunctional Thoughts Activity
Psychoeducation about body/weight control and avoidance behaviours
Psychoeducation about weighing oneself and correctly interpreting the
number on the scale

Psychoeducation about decreasing control and avoidance behaviours

Homeworks:

1. Filling out “Eating Diary” every day by sticking to a regular eating
programme

2. Behavioural Challenge Activity
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Session 5

= Review of Eating Diary

= Review of Behavioural Challenge Activity

= Psychoeducation about emotions and emotional eating

= Psychoeducation about the differences between physical and emotional
eating

= Psychoeducation about emotion regulation methods

= Psychoeducation about mindfulness and mindful eating

Homeworks:

1. Filling out “Eating Diary” every day by sticking to a regular eating
programme

2. Behavioural Challenge Activity — 11

3. Mindful Eating Activity

Session 6

= Review of Eating Diary

= Review of Behavioural Challenge Activity - 11

= Review of Mindful Eating Activity

= Discussion about the strategies for maintaining attitude and behaviour
changes

= Feedback from group members regarding the group process

= Closing up
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4.1.4.2.Eating Disorders and Body Dissatisfaction: A Group Work (Active
Control Group Condition)

This single-session group program was designed as an active control
group for the purpose of this study. The content of the program was prepared
based on Stice and his colleagues (2013)’s four - sessions Body Project ED
prevention program. This single-session program aimed to inform participants
about causes and consequences of ED, and discuss “thin ideal” messages created
by media and the negative impact of these messages on women's body images,
and address possible ways of countering these messages. Detailed information
regarding the covered topics and video presentations in the group session is
provided below. The length of the session changed between 1.5 hours to 2 hours
depending on the number of participants in each group, and the degree of

participants’ involvements in the discussions.

Covered Topics

= Acquainting and introducing program content

= |nfluence of media on body ideals and our feelings and thoughts
regarding our bodies

= Influence of eras on body ideals

= Introducing body image concept

= |ntroducing body dissatisfaction concept

= Influence of media on body dissatisfaction

= Consequences of body dissatisfaction

= Psychoeducation about eating disorders (ED): features of ED, myths
about ED, risks factors for the development of ED and negative
consequences of ED

= Body positivity and body activism

= Examples of body activism from social media

= An activity on how to respond “fat talk”
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Presented Videos

= Body evolution model before and after photoshop
= Dove Real Beauty Sketches - You’re more beautiful than you think
= Are You Living an Insta Lie? Social Media Vs. Reality

4.1.5. Procedure

Following randomisation to the conditions, participants were invited to
take part in the study that aims to promote healthy eating attitudes and
behaviours by sending invitation flyers through e-mail or phone messages. They
were informed that group sessions will be carried out by a clinical psychologist
(thesis student) under the supervision of a psychiatry professor (thesis
supervisor). Participants invited for the experimental group condition and active
control group condition were informed that they would become entitled to obtain
an official certificate of attendance (Appendix 5) if they participate in group
sessions and fill out all of the questionnaires that will send different time points.
Participants were provided with the opportunity to choose the time period (e.g.,
morning, noon, afternoon) for group sessions that fit best for them. Participants
invited for wait-list control group informed that they are assigned to the wait-list
condition, and will be invited to attend to the groups will be held in the next
semester. They were also informed that they are requested to fill out
questionnaires in three different time points for being able to attend to the group

work.

Before the start of the first session of experimental group condition,
participants were provided informed consents for both data collection
instruments and video recordings of the sessions and then asked to fill out
baseline questionnaires. They were also informed that they are only allowed miss
two sessions for being able to get the attendance certificate, and if they inform
their absence in advance, they will receive a catch-up handout for the session
that they miss. At the end of the last session, participants were asked to fill out
the same questionnaires as the baseline as a post assessment. They were also

given an opportunity to fill out a feedback questionnaire without writing their
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names and hand in it back in a closed envelope. Follow-up assessments were

conducted through an online survey that was sent by e-mails.

Similar data collection procedure was applied to the participants in the
active control group as well, however, they were asked to fill out post assessment
and 1-month follow-up measurement at the same time with the experimental
group through an online form sent by e-mail since they only attended one
session. Participants in the wait-list control group simultaneously received all of

the questionnaires online.

4.1.6. Statistical Analysis

SPSS version 21 was used for analysing the quantitative data collected
for this study. For investigating demographic characteristics of the sample (mean
BMI, mean age, etc) and satisfaction with aspects of the group, descriptive and

frequency analyses were conducted.

Before the main analyses for testing the efficacy of the newly developed
six-session ED prevention program with 3 (condition) x 3 (time) mixed-design
analyses of variance (ANOVA), all assumptions for running ANOVA were
checked (Field, 2013; Field, 2018). Firstly, the normality assumption was tested
by investigating skewness, kurtosis and normality test results (Kim, 2013; Cain
et al., 2017). Then, the assumption of sphericity was tested with Mauchly’s test.
If Mauchly's test statistic was found to be significant, the assumption of
sphericity was assumed to be violated. Thus, degrees of freedom were corrected
by using the Greenhouse-Geisser estimate of sphericity (¢) for producing a valid
F-ratio based on the rule below (Field, 2013; Field, 2018):

If ¢> 0.75 — Huynh-Feldt correction

If ¢ <0.75 — Greenhouse-Geisser correction

Finally, given that more than two groups are compared, the assumption
of homogeneity of variances was tested with the Levene’s test where p > .05 is

indicating that the assumption of homogeneity of variance is met (Field, 2013;
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Field, 2018). Following assumption check, 3 (condition) x 3 (time) mixed-design
ANOVA was run for each outcome variable separately for testing the main effect
of time, the main effect of group and time x group interaction effect. For
determining the effect size, partial eta squared (52") value was used. 52" = .01 is
considered to be a small effect, n.” = .06 is considered to be a medium effect,

and 72" = .14 is considered to be a large effect.

In order to investigate the qualitative data gathered from open-ended
questions of the Group Feedback Form, principles of thematic analysis were
applied for discovering whether the is a theme reflecting a level of patterned
response or significant points that relate to the aim of the study (Braun & Clarke,
2006). Data was investigated by both the present author and a PhD level
psychologist for obtaining more reliable results. Following investigating the data
individually for generating themes, both analysers compared their findings. Final
themes for the analysis were established following a discussion and agreement

from both of analysers.
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4.2.Results
4.2.1. Descriptive Statistics

Descriptive and frequency analyses were conducted for investigating the
demographic characteristics as well as mean and standard deviation scores on

each outcome variable for three-time points.

Groups were significantly different in terms of mean BMI; as found in
one-way ANOVA (F(2,35) = 3.79, p < .05 ) There were no statistically
significant differences between group means regarding mean age; as found in
one-way ANOVA (F(2,35) =.007, p =.99)

4.2.1.1.Experimental Group Condition

The experimental group condition consisted of a total of 17 female
university student from 11 different universities. 13 of them were Psychology
students, one of them was Nutrition and Dietetics student, two of them were
Education Sciences students and one of them was Life Sciences student. Mean
age of these participants was 21.06 (SD=1.71). Their mean BMI was 25.03 (SD=
3.65) with a range of 17.99 — 32.32. Regarding weight satisfaction, 11 of them

reported to be not satisfied and six of them reported to be slightly satisfied.

The mean and standard deviations scores of participants in the
experimental group condition on outcome variables in the baseline, post
assessment and 1-month follow up are presented in Table 4.1. Information
regarding the correlations among outcome measures at baseline measurement

based on Pearson correlation analysis is provided in Appendix 4.
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Table 4.1. Means and standard deviations for outcomes at baseline, post

assessment and 1-month follow up in experimental group

Experimental Group (N=17)

Baseline Post Assessment 1-Month Follow Up

M SD M SD M SD
EDEQ
Restraint Eating 2.87 1.22 1.44 1.33 1.92 1.55
Eating Concern 2.59 0.91 1.19 0.85 1.88 1.20
Shape Concern 4,17 0.97 2.11 0.93 2.78 1.49
Weight Concern 3.71 1.16 2.00 1.04 2.56 141
Total Score 3.33 0.85 1.68 0.88 2.29 1.32
BSQ 128.60 25.15 79.82 28.42 91.47 36.39
DERS 28.06 11.58 35.24 13.91 23.71 15.76
SATAQ-4R
Thin/Low Body
Eat Internalization 3.74 0.78 2.88 1.01 2.82 1.32
Muscular 225 132 208 116 1.85 114
Internalization
General
Attractiveness 4.46 0.48 4.04 0.82 4.18 74
Internalization
Family Pressure 2.85 1.27 2.28 1.32 2.35 1.30
Peer/Significant 5, 4 gy 242 130 227 1.25
Other Pressure
Media Pressure 3.74 0.99 3.38 1.43 3.15 1.55
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4.2.1.2.Active Control Group

The active control group condition consisted of 12 female university
students. All participants were Psychology students from four different
universities. Their mean age was 21.08 (SD= 1.38), and mean BMI was 23.10
(SD= 2.52) with a range of 20.66 — 30.48. Six of the participants reported to be
slightly satisfied with their weight, five of them reported to be not satisfied and
one of them reported to be very satisfied.

The mean and standard deviations scores of participants in the active
control group on outcome variables in the baseline, post assessment and 1-month
follow up assessment are presented in Table 4.2. Information regarding the
correlations among outcome measures at baseline measurement based on

Pearson correlation analysis is provided in Appendix 4.
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Table 4.2. Means and standard deviations for outcomes at baseline, post
assessment and 1-month follow up in active control group

Active Control Group (N=12)

Baseline Post Assessment 1-Month Follow Up

M SD M SD M SD
EDEQ
Restraint Eating 250 1.69 2.84 1.20 3.08 1.53
Eating Concern 146 137 2.40 .95 2.35 1.16
Shape Concern 276 147 2.94 1.22 3.00 1.51
Weight Concern 255 1.38 3.15 1.01 2.75 1.33
Total Score 228 1.29 2.81 91 2.80 1.28
BSQ 92.49 37.64 101.67 38.49 100.42 44.37
DERS 19.08 16.23 26.16 17.69 25.08 19.36
SATAQ-4R
ThinlLowBodyFat 5.4 443 321 131 2.98 1.30
Internalization
Muscular 211 .94 1.91 1.10 1.83 91
Internalization
General
Attractiveness 3.75 1.10 3.85 .96 3.58 1.09
Internalization
Family Pressures 245 143 2.32 1.45 2.23 1.60
Peer /Significant 4 57 4 g9 1.97 99 1.88 121
Other Pressures
Media Pressures 3.43 1.72 3.45 1.53 3.19 1.57

4.2.1.3.Wait-List Control Group

The wait-list control group condition consisted of nine female university
students from eight different universities. Seven of them were Psychology
student, one of them was Nutrition and Dietetics student, and one of them was
an Engineering student. Mean age of these participants was 21 (SD=1.58). Their
mean BMI was 21.54 (SD= 2.88) with a range of 18.00 — 25.95. Regarding
weight satisfaction, four of them reported to be not satisfied, four of them

reported to be slightly satisfied, and one of them reported to be satisfied.

78



The mean and standard deviations scores of participants in the wait-list
control group on outcome variables in the baseline, post assessment and 1-month
follow up are shown in Table 4.3. Information regarding the correlations among
outcome measures at baseline measurement based on Pearson correlation

analysis is provided in Appendix 4.

Table 4.3. Means and standard deviations for outcomes at baseline, post
assessment and 1-month follow up in wait-list control group

Wait-List Control (N=9)

Baseline Post Assessment  1-Month Follow Up
M SD M SD M SD
EDEQ
Restraint Eating 2.78 1.04 3.18 1.73 3.29 1.48
Eating Concern 2.22 1.14 2.27 131 2.67 1.40
Shape Concern 329 1.27 3.06 1.86 3.43 1.55
Weight Concern 3.11 1.49 3.20 1.68 3.36 1.74
Total Score 285 0.98 2.93 1.52 3.19 1.36
BSQ 103.22 32.33 105.11 43.95 116.00 44.68
DERS 25.11 10.80 35.56  18.28 31.22 15.47
SATAQ-4R
Thin/Low Body Fat 322 134 317 145 356 1.32

Internalization
Muscular Internalization 2.20 0.87 2.24 0.81 2.20 0.71

General Attractiveness

S 4,13 0.82 4,13 0.89 4.11 0.95
Internalization
Family Pressures 281 1.65 2.72 1.66 2.86 1.63
Peer / Significant Other 240 103 224 125 265  1.40
Pressures
Media Pressures 3.28 1.52 3.08 1.73 3.22 1.70
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4.2.2. Comparison of Conditions on Outcome Measures

Outcome measures were analysed with 3 (condition: experimental, active
control group, wait-list control) x 3 (time: baseline, post assessment, 1-month
follow up) mixed-design ANOVA to determine the efficacy of interventions and

possible differences across time points by groups.

4.2.2.1.Primary Outcome Measures

Analysis on EDEQ — Restraint Eating Subscale revealed that a non-
significant main effect of time, F(1.85, 64.57) = 0.98, p = .38, and a non-
significant main effect of condition, F(2, 35) = 2.41, p = .10. There was a
significant interaction between condition and time, F(3.69, 64.57) =5.31, p <
.01 #p 2 =.23. A post hoc pairwise comparison using the Bonferroni correction
for interaction effect showed a statistically significant reduction from baseline
to post assessment (p <.001) and baseline to 1-month follow up (p < .05) for the
experimental group condition. Figure 4.2 represents changes in mean scores in

each condition across time points.

6,00
5,00
4,00

3,00 & =o—Experimental

= Active Control
2,00 \/. Wait- List
1,00

0,00
Baseline Post Assesment  1-Month Follow
Up

Figure 4.2. Changes on EDEQ-restraint eating scores from baseline to 1-month
follow up assessment
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Analysis on EDEQ — Eating Concern Subscale revealed a non-significant
main effect of time, F(1.84, 64.26) = 2.31, p = .11, and a non-significant main
effect of group, F(2, 35) = .77, p = .47. There was a significant interaction
between condition and time, F(3.67, 64.57) = 11.08, p < .01 #,? = .39. A post
hoc pairwise comparison using the Bonferroni correction showed a statistically
significant reduction from baseline to post assessment (p <.001) and baseline to
1-month follow up (p < .05) for the experimental group condition. Changes in

mean scores in each condition across time points are shown in Figure 4.3.
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0,00

Figure 4.3. Changes on EDEQ-eating concern scores from baseline to 1-month
follow up assessment

Analysis on EDEQ — Shape Concern Subscale revealed a significant
main effect of time, F(2, 70) = 6.41, p <.01 7, = .15, and a non-significant main
effect of condition, F(2, 35) = .25, p =.79. There was a significant interaction
between condition and time, F(4, 70) = 8.09, p < .001 #p? = .32. A post hoc
pairwise comparison using the Bonferroni correction showed a statistically
significant reduction from baseline to post assessment (p <.001) and baseline to
1-month follow up (p < .01) for the experimental group condition. Figure 4.4

represents changes in mean scores in each condition across time points.
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Figure 4.4. Changes on EDEQ-shape concern scores from baseline to 1-month
follow up assessment

Analysis on EDEQ — Weight Concern Subscale revealed a non-
significant main effect of time, F(1.73, 60.41) = 1.58, p =.21, and a non-
significant main effect of condition, F(2, 35) = .51, p = .61. There was a
significant interaction between condition and time, F(3.45, 60.41) = 8.15, p <
.001 #p? =.32. A post hoc pairwise comparison using the Bonferroni correction
showed a statistically significant reduction from baseline to post assessment (p
<.001) and baseline to 1-month follow up (p <.01) for the experimental group
condition. Changes in mean scores in each condition across time points are

presented in Figure 4.5.
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Figure 4.5. Changes on EDEQ-weight concern scores from baseline to 1-month
follow up assessment

Analysis on EDEQ — Total Score revealed a non-significant main effect
of time, F(1.67, 58.39) = 2.65, p =.09, and a-non-significant main effect of
condition, F(2, 35) = .92, p = .41. There was a significant interaction between
condition and time, F(3.34, 58.39) = 11.23, p < .001 #p? = .39. A post hoc
pairwise comparison using the Bonferroni correction showed a statistically
significant reduction from baseline to post assessment ( p<.001) and baseline to
1-month follow up ( p< .01) for the experimental group condition. Changes in

mean scores in each condition across time points are presented in Figure 4.6.
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Figure 4.6. Changes on EDEQ-Total scores from baseline to 1-month follow up
assessment

Analysis of BSQ revealed a significant main effect of time, F(1.74,
60.86) = 4.59, p =.018 5,2 = .12, and a non-significant main effect of condition,
F(2, 35) = .56, p = .78. There was a significant interaction between condition
and time, F(3.48, 60.86) = 13.78, p < .001 #,> = .44. A post hoc pairwise
comparison using the Bonferroni correction showed a statistically significant
reduction from baseline to post assessment (p <.001) and baseline to 1-month
follow up (p <.001) for the experimental group condition. Figure 4.7 shows

changes in mean scores in each condition across time points.
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Figure 4.7. Changes on BSQ scores from baseline to 1-month follow up
assessment

4.2.2.2.Secondary Outcome Measures

Analysis of DERS revealed a significant main effect of time, F(1.84,
64.27) = 7.50, p =.002 np? = .18, and a non-significant main effect of condition,
F(2, 35) =.88, p =.42. There was a non-significant interaction between condition
and time, F(3.67,64.27)=1.90,p>.05 #p> = .09. A post hoc pairwise
comparison using the Bonferroni correction showed a statistically significant
reduction from post assessment to 1-month follow up (p <.001) for the
experimental group condition. Changes in mean scores in each condition across

time points are represented in Figure 4.8.
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Figure 4.8. Changes on DERS scores from baseline to 1-month follow up
assessment

Analysis on SATAQ-4R — Internalization: Thin/Low Body Fat Subscale
revealed a non-significant main effect of time, F(2, 70) = 1.72, p = .19, and a
non-significant main effect of condition, F(2, 35) = .11, p = .89. There was a
significant interaction between condition and time, F(4, 70) = 3.73, p < .01 #p?
=.18. A post hoc pairwise comparison using the Bonferroni correction showed
a statistically significant reduction from baseline to post assessment (p < .01)
and baseline to 1-month follow up (p <.01) for the experimental condition.

Figure 4.9 displays changes in mean scores in each condition across time points.
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Figure 4.9. Changes on SATAQ-4R-thin/low body fat internalization scores
from baseline to 1-month follow up assessment

Analysis on SATAQ-4R - Internalization: Muscular Subscale revealed a
non-significant main effect of time, F(2, 70) = 2.61, p = .09, and a non-
significant main effect of condition, F(2, 35) = .19, p = .83. There was a non-
significant interaction between condition and time, F(4, 70) =.75, p = .56. Since
no significant main or interaction effect was found, no further post hoc analysis
was conducted. Changes in mean scores in each condition across time points are

shown in Figure 4.10.
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Figure 4.10. Changes on SATAQ-4R-muscular internalization scores from
baseline to 1-month follow up assessment

Analysis on SATAQ-4R - Internalization: General Attractiveness
Subscale revealed a non-significant main effect of time, F(2, 70) = 1.36, p = .26,
and a non-significant main effect of condition, F(2, 35) = 1.42, p = .26. There
was a non-significant interaction between condition and time, F(4, 70) = 1.91,
p =.12. No further post hoc analysis was conducted given non-significant main
and interaction effects. Figure 4.11 represents changes in mean scores in each

condition across time points.
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Figure 4.11. Changes on SATAQ-4R-general attractiveness internalization
scores from baseline to 1-month follow up assessment

Analysis of SATAQ-4R — Pressures: Family Subscale revealed a non-significant
main effect of time, F(2, 70) = 2.34, p = .10, and a non-significant main effect
of condition, F(2, 35) = .30, p = .75. There was a non-significant interaction
between condition and time, F(4, 70) = 1.13, p = .35. Since no significant main
or interaction effect was found, no further post hoc analysis was conducted.
Changes in mean scores in each condition across time points are shown in Figure
4.12.
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Figure 4.12. Changes on SATAQ-4R-family pressure scores from baseline to 1-
month follow up assessment

Analysis of SATAQ-4R — Pressures: Peers/Significant Others Subscale
revealed a non-significant main effect of time, F(1.64, 57.40) = .06, p =.91, and
a non-significant main effect of condition, F(2, 35) = 1.03, p = .37. There was a
non-significant interaction between condition and time, F(3.28, 57.40) =.77, p
=.53. No further post hoc analysis was conducted given non-significant main and
interaction effects. Figure 4.13 represents changes in mean scores in each

condition across time points.
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Figure 4.13. Changes on SATAQ-4R-peer/significant others pressure scores
from baseline to 1-month follow up assessment

Analysis of SATAQ-4R — Pressures: Media Subscale revealed a non-
significant main effect of time, F(2, 70) = 1.64, p = .20, and a non-significant
main effect of condition, F(2, 35) = .08, p = .93. There was a non-significant
interaction between condition and time, F(4, 70) = .69, p = .60. Since no
significant main or interaction effect was found, no further post hoc analysis was
conducted. Changes in mean scores in each condition across time points are

shown in Figure 4.14.
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Figure 4.14. Changes on SATAQ-4R-media pressure scores from baseline to 1-
month follow up assessment

4.2.3. Feasibility and Acceptability of the Interventions

The feasibility and acceptability of the intervention groups (experimental
and active-control conditions) were investigated by group feedback forms

including both quantitative and qualitative information.

4.2.3.1.Experimental Group Condition

17 of the participants have completed the intervention and overall
attended to the 5.06 sessions out of 6 sessions, suggesting an attendance rate of
84.3%. Two participants dropped out from the study due to their heavy
schoolwork-load. Degrees of satisfaction with the group aspects were changed
between 4.31 to 5, and the mean satisfaction score was 4.72 out of 5, indicating
a high level of satisfaction with the group program. The findings of the

participants’ feedback regarding the aspects of the program are presented in
Table 4.4.
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Table 4.4. Satisfaction with group aspects in experimental group

Questions é\(/;l g?:s
Group program had...

1. successful organization. 4.56
2. clear aims. 4.5
3. satisfactory number of sessions. 4.31
Information provided during program were...

4. clear and understandable. 4.81
5. informative. 4.94
6. useful for difficulties | have regarding my weight. 4.62
7. useful for difficulties | have regarding my body shape. 4.69
Activities/homework provided during program were...

8. informative. 4.86
9. fun. 4.25
10. useful for difficulties | have regarding my weight. 4.5
11. useful for difficulties | have regarding my body shape. 4.44
During groups, all participants...

12. had/were given equal time. 5
13. were asked to give their opinions and provided an opportunity for 5
talking.

Therapist of group program...

14. had full knowledge of the topic and enthusiastic. 5
15. gave accurate and constructive feedback to the participants. 5
16. used clear and understandable language. 5

Mean Satisfaction Score 4.72
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Open-Ended Question 1: Which features of the group program were your

favourite?
Common themes:
1. Informativeness
2. Being fun

3. Good rapport and communication with group friends

Open-Ended Question 2: Which features of the group program you did not like?

Only seven participants gave feedback on this question, however, no
common theme identified. Given feedbacks regarding group work were about
the location of the group sessions, anxiety provocative homework, confrontation

in the beginnings of the group, length of sessions being not enough.

Open-Ended Question 3: Would you recommend attending this group program

to your friend?

All of the participants indicated that they would recommend attending

this psychoeducation group to their friends.

4.2.3.2.Active Control Group Condition

Degree of satisfaction with the group aspects were changed between 4.11
to 5, and the mean satisfaction score was 4.57 out of 5, indicating a high level of
satisfaction with this group program. The findings of the participants’ in the
active control group feedback regarding the aspects of the program are presented
in Table 4.5.
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Table 4.5. Satisfaction with group aspects in active control group

Questions é\g g?:s
Group work had...

1. successful organization. 4.56
2. clear aims. 4.89
3. satisfactory number of sessions. 3.89
Information provided during group work were...

4. clear and understandable. 5
5. informative. 4.67
6. useful for difficulties | have regarding my weight. 4.22
7. useful for difficulties | have regarding my body shape. 4.11
Activities/homework provided during group work were...

8. informative. 4.22
9. fun. 4.33
10. useful for difficulties | have regarding my weight. 4.11
11. useful for difficulties | have regarding my body shape. 4.11
During group work, all participants...

12. had/were given equal time. 5
13. were asked to give their opinions and provided an opportunity for 5
talking.

Therapist of group work...

14. had full knowledge of the topic and enthusiastic. 5
15. gave accurate and constructive feedback to the participants. 5
16. used clear and understandable language. 5

Mean Satisfaction Score  4.57
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Open-Ended Question 1: Which features of the psychoeducation group were

your favourite?
Common themes:
1. Informativeness

2. Video presentation

Open-Ended Question 2: Which features of the psychoeducation group you did
not like?

Only four participants gave feedback on this question, and a common

theme was identified as not having enough session number/length.

Open-Ended Question 3: Would you recommend attending this psychoeducation
group to your friend?

Eight out of nine participants indicated that they would recommend

attending this psychoeducation group to their friends.
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4.3.Discussion

This randomised controlled feasibility trial initially aimed to develop a
6-session CBT oriented ED prevention program for female university students
presenting a high risk for developing ED. The further aim was to investigate the
feasibility and efficacy of this newly developed program, so-called Healthy
Eating Attitudes and Behaviours Group Program (experimental condition). For
testing the preliminary efficacy of this program, it was compared with a single-
session program, Eating Disorders and Body Dissatisfaction: A Group Work
(active control condition) which was designed for the purpose of this study, and

a wait-list control condition.

4.3.1. Interpretation of the Findings
4.3.1.1.Primary Outcome Measures

3 (condition: experimental, active control, wait-list control) x 3 (time:
baseline, post assessment, 1-month follow up) mixed-design ANOVA analyses
revealed statistically significant time x condition interaction effects for all
primary outcome measures on the favour of experimental group condition. Post
hoc pairwise comparison for the interaction effect showed a statistically
significant reduction from baseline to post assessment and baseline to 1-month
follow up assessment. More specifically, experimental group condition resulted
in significantly greater reductions in restraint eating, eating concern, shape
concern, weight concern and global ED psychopathology scores as well as body
dissatisfaction in comparison to active and wait-list group control conditions at
both post assessment and 1-month follow up assessment. Time % condition
interaction effect size based on Partial Eta Squared reflected large effect for all

of these outcome measures.

The present study appeared to produce a similar improvement on ED
related psychopathology and body dissatisfaction to the previous research testing
ED prevention programs that have parallel content/aim. As detailly explained in
the method section, experimental group condition was developed based the
content of CBT for ED (Fairburn, 2008) and the StudentBodies (version: Saekow
et al. 2015) which is a widely administered and tested internet-based CBT
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program for ED prevention. An early study in the USA showed that
StudentBodies results in a greater reduction in weight concern, and overall ED
psychopathology at post-assessment and 1-year follow up assessments in
comparison to control group (Taylor et al., 2006). A German version of
StudentBodies also lead to higher levels of improvement in weight concern,
overall ED psychopathology, and body dissatisfaction at post-assessment and 6-
month follow up assessments when compared to a wait-list control group. This
improvement produced medium to high effect size (Beintner et al., 2012).
Furthermore, a more recent study revealed that StudentBodies produced larger
effects for decreasing overall ED psychopathology, weight concerns and
psychosocial impairment than a wait-list control group at post-assessment
(Saekow et al. 2015). Although these CBT oriented ED prevention programs
were delivered online and had more sessions (8 to 10 weekly sessions), Healthy
Eating Attitudes and Behaviours Group Program in the experimental group
condition resulted in a similar degree improvement in ED related

psychopathology and body dissatisfaction eventually.

4.3.1.2.Secondary Outcome Measures

The analysis showed a significant main effect of time for difficulties in
emotion regulation. It was unexpected to observe that the mean scores for
difficulties in emotion regulation were increased from baseline to post
assessment, and then decreased from post assessment to 1-month follow up
assessment in all of the conditions. Despite similar change pattern, the only
statistically significant reduction from post assessment to 1-month follow up
assessment was found in the experimental group condition with a large effect
size. Besides non-significant reduction from post assessment to 1-month follow
up assessment in both active and wait-list control conditions, the mean scores in

1-month follow up assessment were even higher than the baseline scores.

Extensive number of researches have established an association between
ED and emotion regulation difficulties, and there are some ED prevention
programs available including contents related to emotion regulation skills (e.qg.,

mindfulness). However, it is somewhat surprising that no ED prevention study
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was identified testing the improvement in emotion regulation difficulties
following the intervention. Given a lack of empirical findings, it is therefore only
possible to discuss based on the present findings. It could be argued that
increased awareness regarding the seriousness of the ED and related problems
as a result of being part of this study was emotionally challenging for the students
in these conditions. Another explanation for this unexpected finding can be that
emotion regulation skills might be situation dependent. More specifically,
individuals might be evaluating their emotion regulation skills based on
perceived helpfulness of the strategies they currently used regardless of their real
functionality/adaptiveness and external feedback (Berking & Wupperman,
2012). Thus, this fluctuation in the scores is observed. An additional argument
for increased scores can be related to a statistical phenomenon called regression
to the mean (RTM). RTM suggests that when a data is collected from a sample
presenting very high or low mean scores, it is like to have a mean closer to the
population mean in the second assessment which is done from the same sample
(Morton & Torgerson, 2005). In the Turkish adaptation of DERS-16 (Yigit &
Guzey Yigit, 2017), a measure for emotion regulation difficulties, the mean
scores of female university students were much higher than the mean scores of
the participants in all of the conditions in the present study. Therefore, this

increase in the present study might also suggest a possible RTM effect.

Analysis of internalization and pressure of sociocultural attitudes
towards appearance revealed a significant time x condition interaction effect
only for internalization of thin/low body fat. This interaction produced a large
effect and was found to be significant only in the experimental group condition.
In terms of change over time, post hoc pairwise comparison for the interaction
effect showed a statistically significant reduction from baseline to post
assessment and baseline to 1-month follow up assessment. Besides the
significantly greater change in the internalization of thin/low body fat in the
experimental group condition compared to active and wait-list control
conditions, no statistically significant differences were found for internalization
of muscularity and general attractiveness and pressure from family,

peers/significant others and media for any condition or time point even though
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mean scores in 1-month follow up were lower than baseline in experimental and

active control conditions.

When literature investigated, no study was identified testing the
improvement in all subscales of SATAQ-4R following ED prevention program.
This situation actually making it harder to compare present findings based on
previous literature. Nevertheless, obtaining a significant reduction in the
internalization of thin/low body fat corroborates the earlier findings that
StudentBodies as a CBT based prevention program can reduce the drive for
thinness (Taylor et al., 2006; Beintner et al. 2012; Saekow et al. 2015). Although
not directly targeting thin-ideal created by society, experimental group condition
addressed topics that challenge internalization of thin/low body fat, namely over-
evaluation of weight and body shape, and body/weight control and avoidance
behaviours. Including these topics in the content of the program might be
responsible for the positive outcome in the internalization of thin/low body fat.
Nevertheless, neither influence of interpersonal relationships on eating attitudes
and behaviours nor pressure from family, peers, significant others and media
regarding ideal body weight and shape were addressed in the experimental group
condition. Not finding a significant improvement in these aspects of
sociocultural attitudes towards appearance can be explained by the lack of

session/topic directly addressing these aspects in the program content.

Cognitive Dissonance (CD) based prevention interventions mainly aim
to criticize the thin-ideal messages and related sociocultural pressures as well as
create anti-thin-ideal statements and behaviours. Body Project has been known
to be one of the most widely tested CD based prevention programs. Efficacy
trials on Body Project have demonstrated reductions in ED symptoms, restraint
eating, body dissatisfaction and thin-ideal internalization among female
university students (Stice et al., 2008; Stice, Butryn et al. 2013; Stice et al.,
2019). However, in the present study, active control condition which also targets
the influence of media on thin-ideal internalization and ED symptoms did not
show any significant improvement. Given that systematic reviews and meta-
analysis studies have shown that single-session interventions are not effective
for prevention of ED (Stice & Shaw, 2004; Le et al., 2017), not finding a

statistically significant improvement in the active control condition might be a
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result of one-session nature of the program given that Body Project has a longer

period (e.g., 4-session or 6- session formats).

The literature on ED prevention has established that CBT and CD based
ED prevention interventions are the most effective ones among others for
university students (Watson, et al., 2016; Harrer et al., 2020). However, our
understanding of the comparative effectiveness of these interventions is limited.
To best of the knowledge of the present author, only one study was conducted
testing the effectiveness of CBT, CD and no intervention for ED prevention as
in the present study. In that study, female university students with a high risk of
ED were randomized to four-session online CD intervention, online CBT
intervention or no intervention. Regarding body dissatisfaction and thin-ideal
internalization, no statistically significant differences were found between CBT
and CD intervention although these two groups were more effective than no
intervention. CBT intervention was more effective at reducing restraint eating
and general ED related psychopathology compared to both DB and no
intervention groups (Chithambo & Huey, 2017). In this sense, when combined
with present findings, one could assume that CBT based ED prevention

programs can be better.

4.3.2. Program feasibility and acceptability

Investigation of feasibility and acceptability of the group program in the
experimental condition revealed an attendance rate of 84.3% and 4.72 out of 5
for the mean score of satisfaction with the group aspects. Only two participants
dropped out during the program process suggesting a drop out rate of 10% which
is lower than suggested by earlier research (Beintner, Jacobi, & Taylor, 2014).
Also, all of the participants reported that they would recommend attending this
group program to their friends. Overall, these findings can be interpreted as the
levels of feasibility and acceptability of Healthy Eating Attitudes and Behaviours

Group Program is very high.

In order to improve program content and format, participants were
further asked to report the most and least favourable aspects if applicable. For

the most favourable aspects, all participants agreed on the same themes:
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informativeness and being fun, and offering good rapport and communication
with group friends were the most favourable aspects of the program. Least
favourable aspects were reported by seven students as the location of the group
sessions, anxiety provocative homework, confrontation felt in the beginnings of

the group, length of sessions being not enough.

Similarly, single-session active control condition resulted in good level
feasibility and acceptability with 4.57 out of 5 for the mean score of satisfaction
with the group aspects. Also, except for one participant, all of the participants
reported that they would recommend attending this group work to their friends.
The most common favourable aspects of the program for participants were
informativeness and presentation of videos. Four participants reported having a

least favourable aspect: not having enough session number/length.

Recently, Shaw, Rohde and Stice (2018) have conducted a qualitative
feedback study on participants of two ED/obesity prevention programs with an
aim of improving the efficacy of these programs. They found that the most
valued aspects of these interventions were setting lifestyle change goals, the
group setting, accountability for behaviour change and the provided information
Previous literature has also established that peer support may be beneficial for
normalizing concerns around body weight and shape, enhancing motivation
towards change and adapting newly learned skills and behaviours in real life
(Kass et al., 2014). When earlier findings are combined with results of the
present study, it is possible to state that receiving information and being in a
group setting are indispensable aspects of a program aimed preventing

disordered eating attitudes and behaviours.

Although both experimental and active control conditions exhibited good
feasibility and acceptability, some difficulties faced with participants
recruitment process that needs to be mentioned. Among the 1584 participants in
Study 1, 418 female university students were identified as meeting inclusion
criteria and randomly assigned to either experimental group condition, active
control group condition or wait-list control group condition. When invitations
were sent through e-mails or phone messages, the majority of the potential

participants did not even reply to the invitation. Among the ones that could be
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reached, only a small part of the female university students with a high risk of

developing ED accepted being part of the present study.

There might be several speculations for not reaching the expected
number of participants. For instance, females presenting higher levels of
disordered eating attitudes and behaviours might be experiencing greater
ambivalence for changing their unhealthy behaviours which provide potential
benefits such as weight control (Vélker, Jacobi, & Taylor, 2011). A study on ED
patients in Turkey found that the levels of ED psychopathology, body
dissatisfaction and depression play roles in treatment motivation (Ergiiney
Okumus, Sertel Berk, & Yiicel, 2016). More specifically, treatment motivation
increases with a decrease in symptoms. Therefore, students with higher levels of
psychological difficulties might be more likely to decline to participate in. On
the other hand, as previous evidence suggested, concerns about confidentiality,
distrust and/or fear of research, stigma related to mental illnesses, and difficulty
in accepting the illness can be also considered as possible barriers to

participating in this study (Woodall et al., 2010).

In the USA, National Eating Disorder Association (NEDA) organizes on-
campus NEDAwareness Week psychoeducational program to increase awareness
regarding body image and ED related difficulties. They also aim to increase
students’ knowledge about the accessible campus facilities and resources for
students who are struggling with these difficulties (Tillman et al., 2015). Among
students who participated in this awareness week program, only one-third of
students reported that they would consult a professional if they were
experiencing body image and eating-related difficulties. Notwithstanding, help-
seeking behaviour for a friend experiencing the same difficulties was much
higher (83%) (Tillman et al., 2015). These findings underline that even if
students have higher levels of awareness, help-seeking behaviour is still low.

This could be the case for the potential participants in the present study as well.
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4.3.3. Summary of the findings

A recent systematic review and meta-analysis study conducted for
investigating the efficacy of ED prevention on the university setting has
established that available programs produce small to moderate effects for
decreasing ED related risk factors (Harrer et al., 2020). Although the current
findings are preliminary, experimental group condition produced greater
improvement in restraint eating, eating concern, shape concern, weight concern
and overall ED related psychopathology, body dissatisfaction, emotion
regulation difficulties and internalization of thin/low body fat ideal in
comparison to active and wait-list control conditions. The effect of the
experimental group condition was large, and the improvement was maintained

at 1-month follow up assessment.

Feasibility and acceptability were found to be good for both experimental
and active control conditions in the present study. Previous work has established
that high level of adherence does not necessarily lead good treatment outcome,
in fact, there might be some other factors influencing improvement such as the
length and content of the ED prevention program as well as the level of
understanding and engaging in the contents (Saekow et al. 2015). Given the
group setting was found to be one of the most valuable aspects, gaining insight
regarding shared experiences and receiving ongoing group support for
challenges can be considered as another factor for not observing an improvement
in the active control condition. In this regard, it is possible to suggest that the
active control condition was not more successful than the wait-list control
condition in producing improvement despite its’ good level feasibility and

acceptability.

One unanticipated finding in the present study was the increases in mean
scores from baseline to post assessment and 1-month follow up assessment in
many of the outcome measures observed in both active control and wait-list
control conditions. One could argue that participants’ concerns about their eating
attitudes and behaviours increased along with increased information and
awareness regarding ED. Since they did not receive an active ongoing
intervention and could not get additional support for dealing with these concerns,

they may experience higher levels of ED and related psychopathology
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(Manwaring et al., 2008). Overall, it is possible to assume that when an ED
prevention program does not have a sufficient number of session and content, it

might cause worsening of the symptoms.

4.3.4. Limitations

Findings of the present study need to be interpreted in light of some
limitations. Firstly, the sample size was small and unequal in each condition due
to difficulties in the recruitment procedure. This is likely to limit our confidence
in drawing clear conclusions for both within-group and between-group effects.
Secondly, the use of self-report questionnaires might lead to biased answers.
Thirdly, the present study included short-term follow-up data only, thus it is
unclear whether the positive outcome would be maintained in the long term.
Furthermore, it is not known whether any of the participants started to seek
psychological help during the study process which could influence the outcome.
Another limitation was the high frequency of Psychology student among
participants. Their main motivation participating in this study might be receiving
a certificate of attendance that could be added to curriculum vitae rather than

real help-seeking.

4.3.5. Strengths

The present study also has several strengths. Firstly, to the author’s
knowledge, this is the first study on developing and testing the efficacy of ED
prevention program for Turkish university students. Clinical trials including only
a wait-list control condition have been previously criticised as possible
overestimation of treatment effects (Cunningham, Kypri, & McCambridge,
2013). In this regard, the second strength was testing the efficacy of the program
with a randomised controlled trial and including active and wait-list control
groups. Furthermore, the present study cooperated mixed methods of
quantitative and qualitative analyses for satisfaction with group aspects which is
likely to increase the power of findings. Another strength was the administration

of the instruments measuring emotion regulation difficulties and internalization
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and pressure of sociocultural attitudes towards appearance which were

undertested in previous ED prevention studies.

4.3.6. Clinical Implications and Future Directions

This randomised controlled trial provided support for the feasibility and
acceptability of implementing an ED prevention program for Turkish female
university students. Findings of the current study also suggested that the Healthy
Eating Attitudes and Behaviours Group Program can produce clinically and
statistically meaningful intervention effect for decreasing ED risk factors and
symptoms in female students at high-risk. Another clinical implication of the
present study is establishing the importance of integrating emotion regulation
skills in the efforts for ED prevention.

There are several suggestions for future research and clinical
applications. For instance, it would be necessary to replicate the present findings
in future research with the increased sample size for increasing the power and
generalizability. Also, given that prevention programs aim long-term impact, it
would be crucial to collect long-term follow-up data to test whether the effect is
maintained. In terms of improving the outcome of the ED prevention program,
including a session for enhancing emotion regulation skills would be a beneficial
step, particularly for individuals presenting binge eating and purging symptoms
(Mallorqui-Bague et al., 2018). Similarly, a session particularly addressing
internalization and pressure of sociocultural attitudes towards appearance can
decrease the effect of environmental influences. Furthermore, integrating
booster or follow-up session into the program can help to sustain the progress
and prevent relapse (Taylor et al., 2006). Another suggestion might be using
motivational techniques that can improve engagement to the program which in
turn likely to result in a better outcome (Saekow et al. 2015). Furthermore, a
national survey conducted in the USA revealed that the presence of
psychological counselling and/or therapy centres on university campuses
accessible for ED and body image-related difficulties have great importance for
the students (NEDA, 2013). In this regard, integrating ED prevention programs

in university campuses and/or curriculum can increase the attendance rates of
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the programs which in turn increase the chance of reaching more students who

are at risk.

4.3.7. Conclusion

The results of this randomised controlled feasibility trial suggest good
level feasibility and acceptability of Healthy Eating Attitudes and Behaviours
Group Program. Furthermore, based on preliminary findings, this program can
be effective in reducing in restraint eating, eating concern, shape concern, weight
concern and overall ED related psychopathology, body dissatisfaction, emotion
regulation difficulties and internalization of thin/low body fat ideal among
Turkish female university students. Even though the group program provided
large effect size with the preliminary data, the effectiveness and helpfulness of
the program can be improved in the ways suggested for future research and

clinical applications.
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APPENDICES

Appendix 1: Informed Consents (In Turkish)

ARASTIRMA AMACLI GRUP CALISMASI iCiN BILGILENDIRILMiS ONAM FORMU

Saymn Katilimei,

Sagliksiz yeme tutum ve davramslarim 6nlemek amaciyla yeni gelistiren bir grup uygulamasinin etkililigiyle ilgili bir arastima
yapmaktayiz. Ars. Gor. Basak Ince’nin istanbul Arel Universitesi Sosyal Bilimler Enstitiisii Psikoloji Doktora Programi
doktora tez aragtimasi olarak Prof. Dr. Basak Yiicel damismanhiginda yiiriitiilmekte olan bu ¢alismaya katihm goniilliilik
esasina dayanmakta olup; bu arastirmaya katilip katilmamakta tamamen serbestsiniz. Bu konudaki kararimizdan 6nce aragtirma
hakkinda sizi bilgilendirmek istiyoruz. Bu bilgileri okuyup anladigimizdan emin olduktan sonra aragtirmaya katilmak isterseniz
bu formu imzalayimz.

Arastirmamn baslangicinda, sonunda ve 1 ay sonra sizlere iletilen bazi soru formlarim doldurmamz istenecektir. Bu konudaki
katllmmiz aragtirma i¢in deg@erlidir. Elde edilen veriler kimlik bilgileriniz gizli tutularak bilimsel nitelikli yayinlarda
kullanilabilecek olamakla birlikte bu amaglanin disinda bu kayitlar kullanmilmayacak ve baskalaria verilmeyecektir. Gergek
isminizi vermek istemediginiz durumda daha sonradan hatirlayabileceginiz bir takma isim de kullanabilirsiniz.

Bu aragtirmaya katilmay: kabul ederseniz grup oturumlan Prof. Dr. Basak Yiicel'in damsmanlik verecegi Klinik Psikolog
Basak Ince tarafindan yiiriitiilecektir. Uygulanacak grup calismasi 6 oturum siirecektir. Aragtirma siiresince sizden beklenen
haftada bir giin belirlenen saatte grup calismalannin yapilacag yerde bulunmamz ve grup ¢alismasina gelemeyeceginiz
durumlarda bunu 6nceden haber vermenizdir.

Yiiriitiilecek olan grup ¢alismasinin temeli etkililigi ve etkinligi bilimsel ¢alismalarla gsterilmis ve yaygin bigimde kullanilan
biligsel-davramsg: terapi yaklasgimina dayanmaktadir. Arastirmaya secilmenizin nedenlerinden biri sahip oldugunuz bazi
ozelliklerin bu yaklasima uygun olmasidir. Bununla birlikte, eger arasirma sirasinda baska bir yontemden daha fazla
yararlanacagimz diisiiniilirse, bu yontemlere yonlendirilmeniz yapilacaktir. Baska bir deyisle, sizin yaranmz arastirma
amacmin oniinde tutulacaktir.

Bu arastirnaya katilmay: kabul ettiginiz takdirde, bu konuda egitim almis bir uzman psikolog tarafindan goriilme sansi
kazanmus olacaksiniz. Aym zamanda, tiim grup oturumlanna katilirsamiz ve grup sonu, 1 ay sonra iletilen soru formlarim
doldurursaniz “Saghikh Yeme Tutum ve Davramslan Psikoegitim Grubu” katilim sertifikas: almaya hak kazanacaksiniz.
Bu goriismeler igin sizden herhangi bir ek iicret talep edilmeyecektir. Bununla birlikte size herhangi bir 5deme yapilmayacak
ve tazminat talebi kabul edilmeyecektir.

Bu aragtirmaya katilmay: tercih etmeyebilir ya da arastirmadan ¢ikmay isteyebilirsiniz. Bu durumda projenin yiiriitiilmesi
sirasinda herhangi bir asamada ve herhangi bir neden gostermeden cekilebilirsiniz. Ancak, arastirmanin saghkl yiiriiyebilmesi
adina bu durumu dnceden proje ¢alisanlanna bildirmenizi rica ediyoruz.

Bana yapilan tiim agiklamalan aynintilanyla anlamis durumdayim. imzali bu form kagidinin bir kopyasi da bana verileceginin
bilgisine sahibim. Kendi bagima belli bir diisiinme siiresi sonunda adi gegen arastirma projesinde katilime olarak yer almaya
karar verdim. Bu konuda yapilan daveti goniillilik icerisinde kabul ediyorum.

Katihma
Ady, soyadi:
Telefon:
Mail Adresi:
Tarih:

imza

Adi soyady, unvani: Ars. Gor. Basak ince (Klinik Psikolog)
Tel:
imza:

133



GRUP CALISMASI iCiN BILGILENDIiRILMiS ONAM FORMU

Saymn Katihmei,

Sagliks1z yeme tutum ve davramglarim 6nlemek amaciyla yeni geligtiren bir grup uygul ctkililigiyle ilgili bir aragtima
yapmaktayiz. Ars. Gor. Bagak Ince'nin Istanbul Arel Universitesi Sosyal Bilimler Enstitiisii Psikoloji Doktora Programi

doktora lcz aragtirmasi olarak Prof. Dr. Basak Yiicel damsmanllgmda yumlulmckte olan bu call;maya kaulim goniilliilik
esasina d kta olup; bu aras ya katilip katl ini Bu dal kmnmzdan oncc aragtirma

hakkinda sm bilgilendirmek istiyoruz. Bu bilgileri okuyup anladiginizdan emin old sonra y
bu formu imzalayimz.

digimiz bu arag kap da sizden beklenen farkli zamanlarda (toplamda 5 kere) sizlere
iletilecek olan soru formlarini dold zdir. Bu | daki kaul ay i¢in degerlidir. Elde edilen veriler kimlik
bilgileriniz glzll tutularak bilimsel nitelikli yaynlarda kullamilabilecek olamakla birlikte bu amaclann dlsmda bu kaylllar
kullamlmayacak ve bagkalanna verilmeyecektir. Gergek isminizi vermek i diginiz daha

hatirlayabileceginiz bir takma isim de kullanabilirsiniz.

Bekleme listesi grubuna atandigimz bu aragtirmaya katilmay ve size iletilen soru formlanim doldurmay1 kabul ederseniz, 2020
Bahar doneminde yiiriitiilmesi planlanan 6 oturum siirecek olan “Saghkli Yeme Tutum ve Davramglan Psikoegitim Grubu™
grup oturumlarina katthm hakki k k Bu ya katilmayi kabul ettiginiz takdirde, bu konuda egitim almg bir
uzman psikolog tarafindan goriilme sansi1 kazanmig olacaksimz. Bu goriismeler igin sizden herhangi bir ek iicret talep
edilmeyecektir. Bununla birlikte size herhangi bir 5deme yapilmayacak ve tazminat talebi kabul edilmeyecektir.

Bu ya katil tercih yebilir ya da arastirmadan gikmay isteyebilirsiniz. Bu durumda pmjcmn yumlulmcsn
smasmda herhangi bir asamada ve herhangi bir neden gostcnncdcn gekilebilirsiniz. Ancak, saghkl yiiriiyebil
adina bu durumu 6nceden proje ¢alisanlarina bildi izi rica ediyoruz.

Bana yapilan tiim agiklamalan aynntilanyla anlamig durumdayim. Kendi bagima belli bir diigiinme siiresi sonunda adi gegen
aragtirma projesinde katilime: olarak yer almaya karar verdim. Bu konuda yapilan daveti goniilliiliik igerisinde kabul ediyorum.

Katihma
Ady, soyad:
Telefon:
Mail Adresi:
Tarih:

Imza

Aragtirmaci/ Grup Yiiriitiiciisi
Adi soyady, unvani: Ars. Gor. Basak Ince (Klinik Psikolog)
Tel:

Imza:
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BEKLEME LiSTESi GRUBU iCiN BILGILENDIiRiLMiS ONAM FORMU

Sayin Katilhmei,

Sagliksiz yeme tutum ve davramslanm & ir grup etkililigiyle ilgili bir aragtirma
yapmaktayiz. Ary. Gor. Basak Ince’nin ls(anbul Arcl Umversncsx Sosyal B|l|mlcr Enstitiisii Psikoloji Doktora Programi
doktora tez aragtirmasi olarak Prof. Dr. Basak Yiicel damsmanllgmda yﬁnilulmcklc olan bu callsmaya katlhm goniilliiliik

esasina dayanmakla olup; bu aragtirmaya katilip katil iniz. Bu konudak kmnmn‘lan Gnce aragtirma

1ad 1dnk 1

hakkinda sizi bilgilendirmek istiyoruz. Bu bilgileri okuyup zdan emin sonra y
bu formu imzalayimz.

digimz bu arag kap da sizden bekl farkh lard: lamda 5 kere) sizlere
iletilecek olan soru formlarim dold Bu k daki katil igin degerlidi Eldc edilen veriler kimlik

bilgileriniz gizli tutularak bilimsel nitelikli yaynlarda kullamlabilecek olamakla birlikte bu amaqlnnn dlsmda bu kaylllar
kullaml k ve baskalanna verilmeyecektir. Gergek isminizi vermek i digini daha
hanrlayabllcccgmu bir takma isim de kullanabilirsiniz.

Bekleme listesi grubuna d ; bu ya katilmay ve size iletilen soru forml dold y1 kabul ed iz, 2020
Bahar dénemind i I 6 oturum siirecek olan “Saghkh Yeme Tutum ve Davramglan Psikoegitim Grubu™

grup lara kauhm hakki } k Bu amsunnaya katilmay1 kabul cmglmz takdirde, bu konuda egitim almug bir
uzman psikolog tarafindan goriilme sans: k Bu goriigmeler igin sizden herhangi bir ek dicret talep

edilmeyecektir. Bununla birlikte size herhangi bir 6deme yapilmayacak ve tazminat talebi kabul edilmeyecektir.

Bu arasnrmaya katilmay: tercih etmeyebilir ya da aragtirmadan gikmay: isteyebilirsiniz. Bu durumda projenin yurululmesn
da herhangi bir da ve herhangi bir neden gos!crmcdcn gekilebilirsiniz. Ancak, saghkh yiiriiyebil

hilds

adina bu durumu dnceden proje galisanlanina izi rica ediyoruz.

Bana yapilan tiim agiklamalan aynntilanyla anlamig durumdayim. Kendi bagima belli bir diigiinme siiresi sonunda adi gegen
aragtirma projesinde katihmei olarak yer almaya karar verdim. Bu konuda yapilan daveti goniilliiliik igerisinde kabul ediyorum.

Katiima
Ady, soyadi:
Telefon:
Mail Adresi:
Tarih:

lmm

Adi soyads, unvami: Ars. Gér. Basak ince (Klinik Psikolog)
Tel:

Imza:

135



VIDEO KAYDI BILGILENDIRILMiS ONAM FORMU

Sayin Katihmei,

Sagliksiz yeme tutum ve davramiglanimi 6nlemek amaciyla gelistiren bir grup uygulamasinin etkililigiyle ilgili bir
aragtirma yapmaktayiz. Ars. Gor. Basak Ince’nin Istanbul Arel Universitesi Sosyal Bilimler Enstitiisii Psikoloji
Doktora Programi doktora tez aragtirmasi olarak Prof. Dr. Basak Yiicel damsmanhginda yiiriitilen bu grup
uygulamasinin etkililigiyle ilgili yapmakta oldugumuz aragtirmaya katilmayi kabul ettiginiz i¢in tesekkiir ederiz.
Bu programin isleyisini denetlemek ve gelistirmek amaciyla, yapilacak olan grup lannda video kaydi
alnacaktir.

Video kaydina izin vermek gonmiilliiliik esasina dayanmakta olup; bu konuda dilediginiz karari vermekte
serbestsiniz Bu konudaki kararimizdan 6nce video kayd: hakkinda sizi bilgilendirmek istiyoruz. Bu bilgileri okuyup
anladigimzdan emin olduktan sonra aragtirmaya katilmak isterseniz bu formu imzalayimiz.

Uygul k olan grup inda siz ve diger grup kathmeilanimin yiizii gozilkmeyecek sekilde video gekimi

pilacaktir. Grup lannda elde edilen veriler ve goriintiiler gizli tutulacaktir. Video kayitlan sadece Prof.
Dl‘ Bagak Yiicel ve aragtirmada yer alan aragtirmacilar tarafindan grup siirecinin ele alinmasi amacnyla izlenecek;
aragirma sonlandinldiginda imha edilecektir. Video kaydi ve grup larinda gergek isminizi vermek
istemediginiz durumda daha sonradan hatirlayabileceginiz bir takma isim de kullanabilirsiniz.

Video kaydinda yer almay: tercih etmeyebilirsiniz. Bu durumda projenin yiiriitilmesi sirasinda herhangi bir
asamada ve herhangi bir neden gostermeden aragtirmadan gekilebilirsiniz. Ancak, aragtirmanin saghkh
yiiriiyebilmesi adina bu durumu 6nceden proje galisanlarina bildirmenizi rica ediyoruz.

Bana yapilan tiim agiklamalan aynntilaniyla anlamig durumdayim. imzali bu form kagidinin bir kopyas da bana
verileceginin bilgisine sahibim. Kendi bagima belli bir diisiinme siiresi sonunda adi gegen aragtirma projesi
kapsaminda video kaydinda yer almaya karar verdim. Bu konuda yapilan daveti géniilliliik ierisinde kabul
ediyorum.

Katihme
Adh, soyadi:
Telefon:
Mail Adresi:
Tarih:

Imza:

Arastirmact / Grup Yiiriitiiciisii
Adi soyads, unvani: Ars. Gor. Basak ince (Klinik Psikolog)
Telefon:

Imza:
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10.
11.

12.

13.

14.

Appendix 2: Outcome Measures (In Turkish)
Demografik Bilgi Formu

Dogum yilimz:

Cinsiyetiniz:
Medeni durumunuz:
Yetistiginiz Yer?

Hangi boliimde egitim aliyorsunuz?

Calistyor musunuz?

Bugiine kadar tedavi gerektiren bir ruhsal sorun yasadiniz mi?

(0) = Hayr (1) = Evet

(BEHITINIZ.....ocoice e )

Bir onceki soruya yanitimiz evet ise, tedavinizin tiirii neydi? (Birden fazla secenegi

isaretleyebilirsiniz)
Ayaktan : [] Psikoterapi  [_] flag ] Psikoterapi + Ilag

Yatarak : [] Psikoterapi L] Ilag [ Psikoterapi + Ilag

Boyunuz:

Kilonuz:

Kilonuzdan memnun musunuz?

0 = Hi¢ memnun degilim 1 = Az memnunum 2 = Memnunum 3=
Cok memnunum

Memnun degilseniz, hangi acidan memnun degilsiniz?

1 = Asir1 zayifim 2 = Biraz zayifim 3 =Zayifim 4 = Biraz sismanim
5= Sismanim 6 = Asiri sismanim
Eger Kilo sorununuz oldugunu diisiiniiyorsaniz ne kadar siiredir bu sorunu

yasiyorsunuz? (Liitfen ay/yil diye belirtin.)

Daha once yeme ile iligkili bir sorun sebebiyle herhangi bir saghk calisanina
(doktor, psikolog, diyetisten vb.) bagvurmayi diisiindiiniiz mii?
(0) = Hayir (1) = Evet

(BEIIFLINIZ..c.vivi et )
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15. Daha 6nce yeme ile iliskili bir sorun sebebiyle herhangi bir saghk ¢alhisanina
(doktor, psikolog, diyetisten vb.) basvurdunuz mu?
(0)=Hayir (1) = Evet
(BEHITINIZ.....ece e )
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Yeme Bozuklugu Degerlendirme Olcegi

1*den 12've kadar olan sorular: Liitfen sagdald vygun olan sayiyt yuvarlak igine almz Somlarm sadece son dint
haftay: igerdigini (28 giin) nmitmaymiz

Son 18 giiniin kacinda... birH'ilii-ie 15 | 6-12 | 13-15 | 16-12 | 23-17 | Hergiin
Kilomuzu ya da bedemmzin sekbini defistirmek

. | amaciyla yiyecek miktanmn kasith olarak 0 i \ . A : 6
siurlandmmaya cahgtmez? (Basarh olup - ? i
olmadigmiz dnemli degildir )

Bedenimizin seklim ya da kilomzn defistimmek

v | amacryla vem bir siwe (uvantk oldugumiz § saat 0 i \ . A : 6

= | bayunca ya da daha fazla bir sire igin) hichir sey - ? i
yemedigimz oldu?

Bedenumzin sekimi ya da kilomzn defistomek:

3. | amaciyla boslandifmz yryeceklen beslenme 0 i . 3 A s 6
ditzenmizden ¢ikarmaya ¢alistmz? (Bagah olip - B
olmadiamz dnemli degildir )

Bedenumzin skl ya da kilomzn defistimmek:

1L amacryla yemenizle dgili (Gm kalon 0 i \ . 4 < 6
surlandimmasy) belli kurallara uymaya galistmz? - ? -
(Baganl olup olmachgmz dnemli degildir.)

Bedenumzin sekini ya da kilomuzn etkilemek

5- | amacryla bog bir mideye sahip olmak i¢in belirmn 0 1 2 3 4 5 ]
bir arzu dirycmez?

6. | Jzmamen diiz bir karma sahip olmak icin belirzin 0 1 1 3 4 B 6
bir arzn duydumz? - B
Yiyecek. yemek veme va da kalonlerle ilzli

- | ditginmenin, lgilendigimiz komilara (Gm. calma, 0 i \ ) 1 < 6

" | 'bir konusmay takip etme ya da okma) yogun- - ? -
lagmamz gok zorlagtwdig oldu?

Bedenumizin skl ve kaloyla ilzil ditginmenin,

g ilmlendifiniz komlara (Gm. [smize, bir konusmay 0 1 . 3 4 - 6
takip etmenize va da okumanza) yofumlagmaniz - B
cok zodastrdizn oldn?

9 Yemek vemeyle ilzili kontroli kaybetmekten 0 i \ . A : 6

" | belirgin bigimde korktugumz oldn? - ? -
Eilo alabileceginizden belirgin bir bicimde 1 :

10- P 0 1 2 3 4 j ]

11- | Eendiniz g15man hissettmiz? 0 1 2 3 4 3 ]

12- | Eilo vermek i¢in giiclii bir arzumuz oldu? 0 1 2 3 4 5 ]

13'ten 18% kadar olan sorular : Liitfen sagdaki bosluga uygon saymy yazimz. Sorvlann yalmzea son dért haftava
yonelik clduklarm (28 giine) hatwlaymz.

Son dort haftaicinde (28 giin)...

Son 28 giin icinde, kag kere, baska insanlarm ahsiimacik miktarda fazla (3artlara gore) olarak tammiayacaklan

B- | bigimde yemel: yodiniz?

14- | Bu siire 1pnde kag kere yemek yemennzle ilzh kontrolii kaybetme hissme kapildimz (vedifiniz sirada) ?

15, | Son 28 gimim kag GUNUNDE asin yemek yeme ndbetler ortaya ik (érn. Alisdmadik maktarda fazla yemek
= | yedigimz ve o sirada kontroli kaybettifimz duygusum yasadimz)?

16- | Son 28 giniginde, bedenmizin gekli va da kilomum kontrol amacryla, kag kere kendiniz kusturcimnz?

1 Son 28 giniginde, bederunizin ekl ya da kilomuzu kontrol amacryla, kag kere nuishil (bagrsak calistmer)
" | kullandmz?

13 Son 28 gin icinde, kilonuzu, bedenmizin geklin ya da yag miktanma kontrol etmek, kalonlen yakmak

amacryla, kag kere “kendinizi kaybedercesine™ ya da “saplantih” bigimde egzersiz yaptmz?
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1%dan 21'e kadar olan sorular: Litfen wygun sayiy yuvarlak igine alimz Liitfen bu sorular icin “tikanireasma
veme” teriminin, mevewt kogullarda bagkalanna gore alisilmadik miktarda ve kontrolil kaybetme duygusuyla beraber
fazla yemeyi ifade ettifin g6z Gninde bulundunuz,

Son 28 gim icinde, kag kere gizhce

1-3

6-12

13-15 | 16-22

327

19- | (om. Saklanarak) yemek yedinz? (Tikimreasima Fhchinnde gin | gin giln gin gim Her gin
yeme dunmlanm savmaymz ) 0 1 2 3 4 5 6
Yemek yediziniz zamean bedenmizin seklind ya Highr | Nadi- | Yandm [ Yan | Yandan | Cogu Her
da kilomuzm etlaledid icin ne oranda kendinizi zaman | Ten |az vanya | farla | zaman | zaman

20- | such: hussettimiz (hata yaphfunz lussettmz)?

(Tikamureasma vemek yeme dunmlanm 0 1 2 3 4 3 ]
saymmayvmz )
Son 28 ginicinde, baskalanmn sizi Hig Biraz Orta Onemli dlciide

1. yemek yerken gomesiyle 1lgili ne kadar i

=7 | endizelendiniz? (Tikmireasima veme dunmmlarm 0 1 2 3 4 ] 6
saymayimz.)

22den 28" kadar olan sorular: Litfen sagda uygun buldufuanz sayry yuvarlak icine ahmz. Sorulanm valmzea son
dirt haftava yonelik oldulkdanm (28 giine) hatirlayimz.

Biraz

Orta

Omemli 5liide

Kilome. ks olarak kendiniz hakkmda diisimcenin 0

ve varmmz etkiledi m?

[

£

]

Bedenimizin sekli. kendiniz hakkmdaki difsimcenizi 0

(varmmz) etkiled m?

[

&

]

4

Oniimitzdeka dart hafta boyumea, haftada [ kez

tartimaniz istense (ne daha sik ne daha seyrek), bu

5171 ne kadar iizerdi?

[

[

Kilomzdan ne derece memmm
degilsimz?

a3

[

Bedenumzin seklinden ne derece memmm
desilsimz?

a3

[

Bedenimz gérmekten ne kadar rahatsiz
oluyorsumz (§m. Aynada, magazanm camnda,
soyummken banyo va da dus yaparken)?

[

[

Baskalanmn bedenimzin geklim grme-smden ne

derece rhatsiz oluyorsumiz? (m. Soyunma

odalannda, viizerken va da dar elbiseler syerken)

a3

[

Kadmlara :
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Yeme Tutum Testi-40

Yinerge: Bu élgekteki maddelerin gogu sizin yeme aligkanliklarinizla ilgili olmakla birlikie, farkli konularda maddeler de yer almaktadir. Bunlarin
arasinda dogru va da yanls séz konusu degildir. Liitfen kendinizi oldugunuz gibi gérmeye ¢alisarak, sizin i¢in en dogru olan segenegi isaretleyin.

1=Daima2=Cok sik 3=Sik sik4=Bazen 5=Nadiren 6=Asla
1) Baskalan ile birlikte yemek yemekten hoglanirim. 1 2 3 4 5 6
2) Bagkalar icin yemck pisiririm, fakat pisirdigim yemegi yemem. 1 ) 3 4 5 6
3) Yemekten once sikintilt olurum. 1 2 3 4 5 6
4) Sismanlamaktan 6diim kopar. 1 9 3 4 5 6
5) Aciktigimda yemek yememeye calisirim. 1 2 3 4 5 6
6) Aklim fikrim yemektedir. 1 2 3 4 5 6
7) Yemek yemegi durduramadigim zamanlar olur. 1 2 3 4 5 6
8) Yivecegimi kiigiik kiiciik pargalara bolerim. 1 9 3 4 5 6
9) Yedigim yemegin kalorisini bilirim. 1 2 3 4 5 6
10) Ekmek, patates, piring gibi yiiksck kalorili yiyeceklerden kagimirim. 1 0] 3 4 5 6
11) Yemeklerden sonra siskinlik hissederim. 1 2 3 4 5 6
12) Ailem fazla yememi bekler. 1 2 3 4 5 6
13) Yemek yedikten sonra kusarim. 1 2 3 4 5 6
14) Yemek yedikten sonra asirt sululuk duyanm. 1 B 3 4 5 6
15) Tek diisiincem daha zay1l olmakur. 1 3 3 4 5 6
16) Aldigim kalorileri yakmak igin yorulana kadar egzersiz yapanm. 1 2 3 4 5 6
17) Giinde birkag kere tartihrm, 1 b 3 4 5 6
18) Viicudumu saran dar clbisclerden hoslamirim. 1 9 3 4 5 6
19) Et yemekten hoslanrim. 1 ) 3 4 5 6
20) Sabahlan erken uyanmrim, 1 b} 3 4 5 6
21) Giinlerce aym yemegi yerim, 1 2 3 4 5 6
22) Egzersiz yaptigimda harcadigim kalorileri hesaplarim. 1 9 3 4 5 6
23) Adetlerim diizenlidir. (Yalmzca kadin 6grenciler cevap verecektir) 1 ] 3 4 5 6
24) Bagkalar gok zay1f oldugumu diisiiniir. 1 ) 3 4 5 6
25) Sismanlayacagim diistincesi zihnimi mesgul eder. 1 2 3 4 5 6
26) Yemeklerimi yemek bagkalarinimkinden daha uzun siirer. 1 2 3 4 5 6
27) Lokantada yemek yemegi severim. ] 2 3 4 5 6
28) Miishil kullamirim, 1 2 3 4 5 6
29) Sekerli yiveceklerden kagimirim. 1 2 3 4 5 6
30) Diyet (perhiz) yemekleri yerim. 1 2 3 4 5 6
31) Yasamimu yiyecegin kontrol cttigini disiiniiriim. 1 2 3 4 5 6
32) Yiyecek konusunda kendimi denetleyebilirim. 1 2 3 4 5 6
33) Yemek konusunda baskalarinun bana baski vaptigim hissederim. 1 9 3 4 5 6
34) Yiyecek ile ilgili disiinceler ok zamammu alir., 1 2 3 4 5 6
35) Kabizliktan yakinirm. 1 2 3 4 5 6
36) Tath yedikten sonra rahatsiz olurum. 1 g 3 4 5 6
37) Rejim yaparim. 1 2 3 4 5 6
38) Midemin bos olmasindan hoslanirim, 1 2 3 4 5 6
39) Sckerli. yagl yiyeeekleri denemckien hoslantrim. 1 2 3 4 5 6
40) Yemekten sonra i¢imden kusmak gelir. 1 g 3 4 5 6
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Beden Imgesi Memnuniyet Anketi

Son
Derece
Hosnutum

Oldukca
Hosnutum
)

Kararsizim
3)

Pek
Hosnut
Degilim

(2)

Hig
Hosnut
Degilim

(n

BEDENIN GENEL GORUNUMU

Beden oranlan

Bedenin durusu

Spor yetenegi

Ten rengi

Kas giicii

Boy

Kilo

Lh [ta [La (L |Lh [La [a

e R E S E o P

el P A

B (12 (12 (12 |12 |19 |82

YUz

Yiiz giizelligi

Saglar

Gozler

Kulaklar

Burun

Az

Digler

Ses

Cene

Lh [Lh [La [Lh |Lh [h [Lh |La |La

B R R e e e e R R

L A A A A e

B[R (12 (12 |12 (19 [ |2 |2

BEDEN UYELERI

Omuzlar

Kollar

Eller

Ayaklar

h [t [ |Ln

RSN N

R L A

SRR SRS

GOVDE

Karin

Kalgalar

Bacak ve bilekler

Gogiisler ve iist bolge

Cinsel organ

W (n (e (e (L

BN E N R P R

AN P

B[ (12 12 (12

142




Goriiniise Yonelik Sosyokiiltiirel Tutumlarin I¢sellestirilmesi Anketi-4

Giincellenmis

Kesinlille Cofumlilda | % ]"’”]']]:-"“""“’ Cobmnuily | Eesinlikle

h"l":fjw"m k“"l“[‘;-‘)'”“m lcnnlnz;:;nmm katirporum (4) 1'“"'“‘:2_;;"'““'
1. Keh gortamek: benim igin 0 @ 3 @ ©
it besm i s 0 el ®) @ ©
atomenin (1) ® 3) @ ©)
Pl I ® ®) @ ®
;uglni éﬂﬁ}iiﬂﬂe ilgili ok fazla (1) @ 3) @ )
ik o B Q ®) @ ©
7. Giizel yakastlels gériinmel: isterim. (1) Q) @) () )
5 Vacndumen kash ghrtmmesin (1) o) G) @ ©)
i st BN C ® ®) @ ®
1o Vacadymtmn kash gixtnmesini 0 @ 3 @ )
e 0 @ ®) @ ©
e (1) @ G) ® ©)
o et s e W el ®) @ ©
i oot gl ok (1 ) 6 @ ®
g £ R (1) @ 3) @ ©)
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Aszagidaki sorulan ailenizi (ebeveynleri, agabeyleri, ablalan, kardesleri ve akrabalarinizi icerecek
sekilde) dilslinerek cevaplaymz.

Restnlilde Coguulukla | o\ Cogunlukla | Kesinlille
kanlmiyorum | kEanlmyvorum _I:; ol TOIUMBE | panlvorum | kanhyorum
+ vorum (3) a
L 2 [0 )
16. Daha zayif goriinmem
kommsunda fizerumde _
e — 1) @ @) @ (5)
lissederim.
17. Dhy gorinigimi
diizeltmem konusunda N
zerimde ailemin basksim M 2 &) ] (3
hissederim.
18. Viicut yagmmm
diigiirmem konusunda n () (3) 4 (3
atlem benit tegvik eder.
19. Ailem viicudumu daha
iyi bir gekle solmam N
E;uuum?eda t:;li tegvik 0 @ 3 4 (5
eder.

Aszagidaki sorulan akranlarmiz (yakn arkadaslanmz, sumf arkadaslanmizi ve aym yas grubunda
oldufumz diger kisileri icerecek sekilde) ditsiinerek cevaplaymiz.

Kesinlikle Cogunlulda Ne katlm Cogunlukla Kesinlikle
kanhmvorum | katnlmivorum | _e ‘ OrUnIE | atbvorum Eanlyorum
: i Eanlmivorum (3) . -

@) (2) - ) (5)
20. Zayiflamam komusunda - "
akranlanm beni tegvik eder. M @ @ ) ©)
21. Dy gdriiniigiimii
diizeltmem konusunda - "
SR ) @ G @ ©)
baskasmm hissederim
22 Viicudunman daha iy
goriinmesi konusunda o "
tizerimde akranlanmin M @ &) ) )
baskisimm hissederim
23. Viicut yagum
diigiirmem konusunda - "
akranlanmdan bask @ @ (3} &) (3)
goriutin
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Asamdald sorulan hayanmizdaki snemli kisileri (romantik iliskide bulundugumz kisileri, aretmenleri
ve koglarmizs icerecek sekilde) diisiinerek cevaplayimz.

Kesiike | Cogulukla | * SO0 | Corpiubl | Kesilike
Eanlmuvorum | Eanlmyorum | ] Eanlvorum | katlivorum

u‘} I R i ('5)
24, Zayiflamam kommsunda
hayatsmdaki Snemli ksiler bend (1) 2 (3) 4 (3
tegvik eder.
25. Dy goriniigimil
diizeltmem konusunda . Y -
fizerimde hayatimdald Gnemli M @ G) @ ©)
kigilerin baskisim hissederim.
26. Vitcudumua daha 1y1
goriinmesi konvsunda fizerimde - . -
baskisiy hissedenm
27. Viieut yagmy dilgiirmem
komsunda hayatumdaki dnemli (1) 2 (3) 4 (3
ksilerden basky goririim

Asgandaki sorulart medyay (televizvon, dergiler, infernet, filmler, reklam panolan ve reldamlan
igerecek selalde) diistinerek cevaplayimz.

Kesinlikle
katilmiyorum

@

Cogunlukla
kanlmiyorum

Ne kanhyorum ne
Eatilmyorum (3)

Cogunhukla
Eanlrvorum
)

Kesinlikle
katilvorum
&)

28. Viiendumun daha 1y1
goriinmesi konmsunda
fizerimde medyanm baskism
lissederim.

1

(3)

@

(&)

29. Daha zayif ghriinmem
komsunds fizenmde

medyamn baskisim
Iissedertm.

(1

(3)

@

(3

30. Dy goriiniistioi
diizeltmem konusunda
fizerimde medyanm baskism
hissederim.

1

(3)

S

&)

31. Viieut yagmy digiirmem
konusunda fizermde
medyamn baskisim

hissederim.

(1)

(3)

@

(3
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Beden Sekli Olgegi-34

Goriiniimiiniizle 1lgili neler hissetigmiz bilmek istivoruz. Son dort haftay: dilgiinerek size en uygon gelen vamity
1saretleyiniz Som atlamamamz cok Snembidir

Son Dért haftadr
Asla
Nadiren
Bazen
| Sikdikla
| | Goksikhkla
[ | | Daima
[
1. Sialdigimrda vilcut geldimize talaldsfimz ohor mn? 1 2 3 4 5 6
2. Diyet vapmamz gerektifini hissedecek kadar goriiniimiiniiz haldonda
endigelendiniz mi? 1 2 3 4 5 6
3. Vicndunuzun diger bdlgelerine gire baldwlarnizem kalcamizn veva alt
bélzenizin daha geniy oldugumm diigtindiniz mii? 1 2 3 4 5 6
4. Sizmanlavabileceginizden veya daha da sismanlayacagimzdan 1 2 3 4 5 6
korktuguomez oldu om?
5. Vicodumzun yeterinee sila clmadifindan endigelendiginiz oldu mm? 1 2 3 4 5 6
6. Tokluk hissinin (Grnefin fazlaca bir yemelkten sonra) sizi gijman 1 2 3 4 5 6
hissettirdifi oldo pm?

7. Vikcodunuzla ilgili aglayacak kadar kendinizi k&tii hissettifiniz oldo 1 2 3 4 5 6
om?

8. Vicudunuzdald fazlaliklann sallanabilecegini diistinerek kosmaltan 1 2 3 4 5 6
kacmdiFimz oldu mm?

9. Zayif hemcinslennizle birlikte olmalk viiendunuzla ilgili olunsuz
duyegular yagamaniza neden oldu mu?

10. Otomrken baldsrlanmizin yavilmasmdan endigelendifgimz oldu mu? 1 2 3 4 5 6

11. Kiciik miktarlarda yemek vemelk bile sigman hissetmenizenedenolds 1 2 3 4 5 6
om?

12. Diger hemcinsleninizin viicut seldllerine dildoat ettiginiz ve onlarla
kearpilagtwrdiguuzda kendi viicudunuzun kéti oldugunn hissettifiniz 1 2 3 4 5 6
oldu nm?

13. Viicut gekliniz haldoinda diigiinmek konsantre olma yeteneginizi
etliledi mi (& televizyon izlerken olurken veya sohbet ederken )7 1 2 3 4 5 6

14. Ciplak olmak (Srmn-banyo yvaparken) kendinizi jisman hissettirdi mi? 1 2 3 4 5 6

15. Viicot geklimizi dzellikle farkettirecek kayafetlen miymekten kacindimz
m? 1 2 3 4 5 6

16. Bedeninizin tophn bélgelerini kesmeyi hayal ettiniz mi? 1 2 3 4 5 6
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17.

15

19.
20.

21

23,

24

25

26

28

29

300

31

33

34

Tathlar, kekler veya difer yiiksek kalorili yivecekderi yemek sizi
sigman hissettirdi ou?

Viicut gekliniz haklanda kendinizi kiti hissettifiniz igin sosyal
ortamlardan vzaklagtimz n?

Kendinizi agin iri ve toplu hissettiniz mmi?
Vilcundummzdan dolayr utang hissettiniz nu?

Viicut gekliniz haklandaki endiseniz divet vapmamza neden oldu nm?

. Vilcuduouzdan en hognut oldugunuz anlar midenizin bog oldugu

zamanlar mu (Gmegin sabahlar)?

Su anlki vilcut jeklinizin kontroliindizil kaybetmenizden
kaynaklandifim digindiginiz oldu nm?

Bel ve kann cevrenizdeld yag toplanmalanm difer insanlann
gommesinden endigelendiginiz oldu nm?

Diger hemeinslerinizin sizden daha zayif olmasimn halksizlik eldugunu
ditsiindigimiiz olde mu?

Daha zayif hissetmek icin kustuguomz oldu mn?

7. Diger insanlarla birliktevken gok fazla yer kapladifimz igin

kayglandifmmz oldu mu? (Or: kanepede ya da bir otobiis koltugunda
otumrken)?

Bedeninizdeld sarlmalardan endigelendiginiz oldu nm?

Yansimamz gémek (Grn: bir ayna veya diikdkan vitrinlerinde) wiicut
sekdiniz haldonda kéti hissetmenize neden oldu om?

Ne kadar vag eldugunu gérmek icin viicudunuzun herhangi bir verind
parmaklarnmz arasinda sikagtwdmez ou?

Diger mnsanlarmn viicudunmzn gorebilecegi ortamlardan (dm: ortak
soyunma odalan veya havuzlar ) kagmndigimz oldu mu?

. Daha zayif hissetmelk i¢in miishil imlandifamz oldo nm?

Viicut gekliniz haklandaks farkandalifinez Szellikle binlertyle
beraberken artryor mu?

Viicut gekliniz haklandaki endiseniz size egzersiz yapmamz gereltifim
hissettirdi ou?
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MNadiren
Bazen
Siklikla

| Ceoksiklika

| | Daima

[ 1
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6
1 2 3 4 35 6



Duygu Diizenleme Giicliigii Olcegi-16

Hemen | Bazen | Yaklastk | Cogu | Hemen
hemen | (% 11- | Yan zaman | hemen
hig (% | % 35) | varmya | (Y% 66- | her

0-% 10 (% 36- | % 90) | zaman
% 65) (% 91-
% 100)

1. Duygularima bir anlam vermekte
zorlanirm.

2. Ne hissettigim konusunda karmaga
Vagarm.

3. Kendimi kot hissettigimde islerimi
bitirmekte zorlanirim

4. Kendimi k&tii hissettifimde kontrolden
cikanm

5. Kendimi kétil hissettifimde uzun siire
bévle kalacagina inamrim.

6. Kendinu kotii lussetmenin yogun depresif
duyguvla sonuglanacafing inanirim.

7. Kendimi kati hissederken bagka seylere
odaklanmakta zorlannim.

8. Kendimi kotii hissederken kontrolden
ciktigim korkusu vasarim.

9. Kendinui kot hissettigimde bu
duypumdan dolav: kendimden utaninm.

10. Eendimi ktii hissettifimde zayif biri
oldugum duygusuna kapilinm.

11. Eendinu kotil hissettigimde
davranslarimi kontrol etmekte zorlanmm.

12, Kendimi k&til hissettigimde daha iyi
lussetmem 1cin vapabilecegim highir sey
olmadifina inamnm.

13. Kendimi kotii hissettigimde boyle
hisseftigim i¢in kendimden rahatsiz olurum.

14. Eendimi kétii hissettizimde kendimle
ilgili olarak ok fazla endiselenmeye
baslarm.

15. Kendimi kétii hissettigimde bagka bir
sey diigiinmekte zorlamnm.

16. Kendinu k6tii ussettifimde duygulanm
dayamlmaz olur.
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Grup Programi Geri Bildirim Formu

Liitfen asafidaky derecelendirme sistemimi kullanaral: venilen ifadeleri pranlayimz.

Eesinlikle Coguniukla Ne katiliyorum ne Copuniulda Eesinlikle
katiloyorm (1) katilmryorm (2) katilmyorum (3) latiliyorum (4) katiliyormm (3)
Grup programmun....
1. erganizasyonn basanlivdi. (1) 2) 3 E3] 5
2. hedefleri apilcts (0 2 (3) (& @)
3. oturum sayisindan memnundwm.
S ) @ © @ ©)
Not: Oturum sayisindan memnun degilseniz; litfen kag otumum olmasim tercih ederdiniz
WABHUZ. .-t e ettt e oot o e e e e e et et me e oo e e ee e
Grup program siireci boyunca sunulan bilgiler ...
4. net ve anlagilirdi. (1) 2) 3 E3] 5
5. ofreticiydi M &) G) @ ©)
6. kilom ile dlzili yagadiFim zorluldar .
g1l 3 2 5
pomonnda fndals M @ © @ ©)
7. beden seklim ile ilgili yagadifim .
p = 5
zothuklar konmsunda faydaloyde 0 @ G) ) ©)
Grup program siivect boyunea vaprlan aktiviteler/ddevlar ... ..
8. oreticiydi m @ G) @ ©)
9. ezlenceliydi m @ G) @ ©)
10. Yalom ile dgili yagadigim
= 1 2 3 4 5
zortuklar konusunda faydalovds. M @ G @ ©)
11. beden selklim ile ilgili vagadifum + 5
zothuklar konmsunda faydaloydi 0 @ G) ) )
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Grupta tiim katthmealara. . ...

12. esit vakit aynlds. (1) @ 3 4 (3)
13. fikirleni sornldu ve sbz haklo

verildi. m @ 3 “ (&)

Grup programunn yiirifiiciisi / terapisti...

14. konnsuna halim ve isteldiydi. n (93} (3) 4 3)
15. katdimeilara dogm ve yapic: geri

bildirimler verdi. (1 @ 3) “ (&)
16. net ve anlasibir bir dil lonllands. (1 @ 3) (S9] 3)

Fsikoegitim grubu ile flgili olarak.....

en sevdiginiz Grellikler:

en sevmediFiniz Szellikler:

Bir arkadasiniza bu psikoegitim grubuna katilmasim tavsive eder misiniz?

Pavlagmak istedifiniz genl bildirimlerinizs Iitfen agagiya vazumz.
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Appendix 3: Ethical Approval (In Turkish)

Tanh: 21.05.2019 15:41
Sayx: 69396

E.00000085920

T.C.
ISTANBUL AREL UNiVERSITESI REKTORLUGU

Say1  :  69396709-200
Konu :  Etik Kurul Kararlan

Saym Ars. Gor. Basak INCE

Universitemiz Etik Kurulu'nun 20/05/2019 tarih ve 2019/03 sayili toplantisinda alinan karar
asagida sunulmustur.

Geregini bilgilerinize rica ederim.

e-imzahdir
Prof. Dr. Ali Argun KARACABEY
Rektér (V.)

20/05/2019 tarih ve 2019/03 Sayih Etik Kurulu karari:

KARAR NO-19: Universitemiz Fen-Edebivat Fakiiltesi Psikoloji Boliimii 6gretim elemanlarindan
Ars. Gor. Basak INCE'nin “Yeme Bozukluklan Gelistire Riski Olan Universite Ogrencilerine

1
3

Yénelik Yeme Bozukluklanni Onleme Programmin  Etkililiginin  Si T oisimli ¢

goriisiildi. Yapilan goriismeler sonucunda: Ars. Gor. Bagak INCE nin galismasiyla ilgili Fen-Edebiyat
Fakiiltesi Psikoloji Bolimii 6gretim iyelerinden Prof. Dr. Yilmaz OZAKPINAR'in de gorisii

dogrultusunda s6z konusu projenin uyvgun olduguna oy birligi ile karar verildi.

Tiitkoba Mahallesi Erguvan Sokak No:26 / K 34537 Tepekent - Biiyiikgeknece/ISTANBUL (www.arel.edu.r)
Aynur EKEN (Yaz1 Isleri Memuru) ay nureken@arel edu.tr
Tel: 490 850 8502735 Fax: <90 212 860 04 81
Evrakin clektronik imzale surctine https://c-belge.arcl.edu.tr adresinden bd66¢13b-9d11-4d06-balb-51¢132¢17f93 kodu ile erigebilirsiniz.

Bu belge 5070 sayih Elektronik Imza Kanunu'na uygun olarak Giivenli Elektronik Imza ile imzalanmigtir.
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Appendix 4: Correlation Tables

Table 1

Correlations among outcome measures in all sample in Study 1

1 2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ_Res 1

2. EDEQ _EC 1 1

3. EDEQ_SC 66™ 77 1

4. EDEQ_WC 68" a7 .90 1

5. EDEQ_Total 85" .89 93" 93" 1

6. EAT 54 53" 54 54 .60 1

7.BISQ -177 =297 497 -40™ -387 227 1

8. ThinLowInt 46" 51" 61" 59 60 48" -26 1

9. Musc A1 08" .05" .06" .08 10" .03 07" 1

10. GenAtr 28" 32" 42 38" 397 28" 17" 397 20" 1

11. FamPres 31" 417 49 49 AT 27 247 317 .02 127 1

12. PeerSOPres 32" 45 52" 51" 50" 327 -28" 34" A1 15" 72" 1
13. MedPres 30" 35" AT 42 43" 33" -297 35" .03 28" 35" 42 1

Note. N=1584. EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; EAT: Eating Attitudes Test — 40; BISQ: Body Image Satisfaction Questionnaire; ThinLowInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 2

Correlations among outcome measures in female students in Study 1

1 2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ _Res 1
2. EDEQ _EC T 1
3. EDEQ_SC B7%%  78%* 1
4 EDEQ WC  .69**  78%*  Ql** 1
5. EDEQ Total  .85%*  .89%*  Q3%x  g4** 1
6. EAT_Total 56**  BEx  5gFx  E7xx  63%k 1
7.BISQ SRR VY L Y Y Y Y e 1
8. ThinLowInt  .47**  5I1**  §l**  5g&x  g**  5lxx  _30%* 1
9. Musc AB%x g5k 10F* 12%% J4%% 1g%* 03 21%* 1
10. GenAtr 20%%  34%k 4B5FE AQ%x Al 33Fk L Dfwkk ApEk QR 1
11. FamPres 34xx A3F BQRk Bpxx B(Rk 30kk oGk 33kk 004 ]7** 1
12. PeerSOPres  .36%%  48%*  B**  BAxx  BAkk 4%k _3pkk  3Gkk  (OQkx  DOxx  74%* 1
13. MedPres BI%x 35k A7F% 0 AQ%x ARk 34%k 3]k 3wk |4%% 3pxx 3Gk fowx 1

Note. N=1195. EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; EAT: Eating Attitudes Test — 40; BISQ: Body Image Satisfaction Questionnaire; ThinLowInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 3

Correlations among outcome measures in male students in Study 1

1 2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ _Res 1
2. EDEQ EC T2 1
3. EDEQ_SC B4xx 73w 1
4 EDEQ WC  .B4**  73%*  g7** 1
5. EDEQ Total  .86**  .88%*  Qlxx  g]** 1
6. EAT _Total A3*x 3f*k 3gFF 3Qxx AGw* 1
7.BISQ 04 -12% -36%% - 28%%  .22%*  _05 1
8. ThinLowInt  .40%*  44**  5Qxx  Bpxx  G7kk  3gEx  _]9% 1
9. Musc 20%% 16 21F% Q7% 0% 14%% 03 17** 1
10. GenAtr 20%% 0% 31F* 28%%  28% 1% .02 .12*  48*%* 1
11. FamPres 20%%  34%k 41FF 40%* 38 19%* - 18%*  26** 01 -.05 1
12. PeerSOPres  .23%%  30%*  4B%*  A8%*  A4**  30%*  _20%*  40** 09 03 .68** 1
13. MedPres 20%%  30%%  30%%  3Qxx  3fkk  opEx  _Dfwk 3wk 04 05  39%%  5x* 1

Note. N= 385. EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; EAT: Eating Attitudes Test — 40; BISQ: Body Image Satisfaction Questionnaire; ThinLowInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 4

Correlations among outcome measures in students who approved in Study 1

1 2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ _Res 1
2. EDEQ _EC 70% 1
3. EDEQ_SC B7xx  79%* 1
4 EDEQ WC  .68**  78%*  Ql** 1
5. EDEQ Total  .85**  .89**  94**  93** 1
6. EAT_Total 57%%  BEx  B7**  B7xx 63k 1
7.BISQ SA8%% 33k LBORK _43%% L AQRk Q7 1
8. ThinLowInt ~ .48%*  55**  §3%x  pl*x  @3%*  Agxx  _30x* 1
9. Musc 2% 07* 03 04 07%  10%*  08*  .08* 1
10. GenAtr 30%% 33k 4B5Fx Alxx Al 3Qkk L gRk ARk QR 1
11. FamPres 20%% AT 4QFF AQRx ABx Q%% D5k 3%k (00 ]3%* 1
12. PeerSOPres  .31%* 4B  5Q**  Blxx  Agwk  3okx  _3fkk  3gkk  JQkx  JExx 73%k 1
13. MedPres 20%% 35k 4GFF Al%* ARk 3p%% 30 37%% 03 30%%  34%k 43 1

Note. N=934. EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; EAT: Eating Attitudes Test — 40; BISQ: Body Image Satisfaction Questionnaire; ThinLowInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 5

Correlations among outcome measures in students who did not approve in Study 1

1 2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ_Res 1
2. EDEQ _EC 73 1
3.EDEQ_SC 65%%  74%% 1
4 EDEQ WC  .68**  76%*  89** 1
5. EDEQ Total  .86**  .88%*  Q2%x  g3** 1
6. EAT Total AB** ADRx 4BF* AgRx bRk 1
7.BISQ SAB%K Lk _4BFx L 3G%x _33kk  _]]x 1
8. ThinLowInt  .40%*  44**  BE*x  BA%*  Ggxx  Agxx _QR* 1
9. Musc 09* 08 08 08*  .09* .10  -05 05 1
10. GenAtr 24%%  30%*%  38F*  34xx 35k Rk _f5kk 33k gk 1
11. FamPres 35%% Al BOF* BQXx Ak Rk _pfkk  ogwk 7 J]%x 1
12. PeerSOPres  .34**  43*%  5Q¥*  Glxx  Glk 33k _oGkk 3k okx  JBxx 7]kk 1
13. MedPres BL%x 37 4BFF A% ARk QFF DBk 30%% 02 Q4%%  37F% 3gex 1

Note. N=620. EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; EAT: Eating Attitudes Test — 40; BISQ: Body Image Satisfaction Questionnaire; ThinLowInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 6

Correlations among outcome measures in experimental group condition in Study 2

2 3 4 5 6 7 8 9 10 11 12 13
1. EDEQ_Res
2. EDEQ _EC 28 1
3. EDEQ_SC 32 66™ 1
4. EDEQ WC 48 70" 72 1
5. EDEQ_Total 697 797 82" .90 1
6. BSQ .30 60" 75" .66™ 70" 1
7. DERS -.09 .06 .07 -13 -.04 24 1
8. ThinLowlInt 55" 27 28 22 43 56" 29 1
9. Musc -.45 -.07 -.18 -.30 -.33 -.20 -.02 -.29 1
10. GenAtr 10 23 .00 26 19 -.18 -.09 A1 10 1
11. FamPres -12 32 59" 25 30 30 -12 -.18 10 -.13 1
12. PeerSOPres -.28 40 31 25 18 23 -.24 -17 17 16 a7 1
13. MedPres -.00 51" A7 56" 46 58" -22 -.04 -.28 -.08 43 52" 1

Note. N= 17 ; EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; BSQ: Body Shape Questionnaire; DERS: Difficulties in Emotion Regulation Scale ThinLowlInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;

MedPres: Media Pressures; ** p <.01, * p<.05
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Table 7

Correlations among outcome measures in active control group condition in Study 2

2 3 4 5 6 7 8 9 10 11 12 13
1. Pre_EDEQ_Res 1
2. Pre_EDEQ_EC art 1
3. Pre_EDEQ_SC 83" 87" 1
4. Pre_EDEQ_WC 67" .90 92" 1
5. Pre_EDEQ_Total .89™ .93” 97" 92 1
6. Pre_BSQ 79™ .90™ 92" .86™ 92" 1
7. Pre_DERS .83 79™ .80™ 67" 82" .88™ 1
8. Pre ThinLowlInt .65" .66" .88™ ar .80™ 82" 75" 1
9. Pre:Musc 12 21 .23 13 .16 31 43 .16 1
10. Pre_GenAtr 47 41 72 60" 60" 73" 58" .86™ .25 1
11. Pre_FamPres 44 .54 .66" .52 58" 64" 61" 81 .30 71 1
12. Pre_PeerSOPres .65" .65" .54 43 59" 73" 76" .46 43 .38 .50 1
13. Pre MedPres A7 .56 71 64" 63" 75" 62" 73" 31 83" 68" 31 1

Note. N=12 ; EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; BSQ: Body Shape Questionnaire; DERS: Difficulties in Emotion Regulation Scale ThinLowlInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05
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Table 8

Correlations among outcome measures in wait-list control group condition in Study 2

2 3 4 5 6 7 8 9 10 11 12 13
1. Pre_EDEQ_Res 1
2.Pre_EDEQ_EC .39 1
3. Pre_EDEQ_SC .05 .61 1
4. Pre_EDEQ WC 14 75% .90** 1
5. Pre_EDEQ_Total 45 87** .86** .93** 1
6. Pre_BSQ .06 .62 .89** .93** .84** 1
7. Pre_DERS 01 .25 .38 .62 43 .68* 1
8. Pre_ThinLowlint .20 AT 67* .68* J15% .69* .18 1
9. Pre_Musc -.03 .28 .02 .08 A1 18 .16 -.09 1
10. Pre_GenAtr .23 .59 27 43 49 .52 .62 A7 .33 1
11. Pre_FamPres -.32 .16 .59 42 31 42 A7 .34 A1 -.02 1
12. Pre_PeerSOPres -.63 .01 57 .36 .16 41 .16 .23 .03 -.02 .89** 1
13. Pre_MedPres -.05 46 44 .62 49 67* .82** 17 .50 .76* .08 .18 1

Note. N=9 ; EDEQ: Eating Disorders Examination Questionnaire; EDEQ_Res: Restraint Eating; EDEQ_EC: Eating Concern; EDEQ_SC: Shape Concern; EDEQ_WC:
Weight Concern; EDEQ_Total: Total score; BSQ: Body Shape Questionnaire; DERS: Difficulties in Emotion Regulation Scale ThinLowlInt: Thin/Low Body Fat
Internalization; Musc: Muscular Internalization; GenAtr: General Attractiveness Internalization; FamPres: Family Pressures; PeerSOPres: Peer / Significant Other Pressures;
MedPres: Media Pressures; ** p <.01, * p<.05

159



Appendix 5: Attendance Certificates (In Turkish)
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